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INTRODUCTION
It is 30 years since the first issue of the magazine. For one 
reason and another there have been a few stops and starts 
along the way, which is why we are only now up to Volume 
23. All the same, most of those years we provided an outlet 
for views and ideas which were never going to get much of 
an airing – if any – in academic and conventional channels. 
We are proud of our egalitarian standpoint: we always 
believed that patients – service users or survivors – have as 
much right as anyone to participate and speak their minds; 
we always believed that it is a barren and fundamentally 
unhelpful mental health expertise that excludes the voices 
of those who by personal experience know all about 
appalling emotional distress and mental turmoil.

Unlike the previous four issues, which were themed on 
mental health and comics, most of this issue is different 
kinds of items sent in by readers. However, the centre 

pages are given over to a number of news stories about 
recent research findings on the mental health effects of 
the austerity measures imposed on the poorer half of the 
nation since the 2008 banking crisis. This does not make 
happy reading, but we think you may be interested.

The summer issue is planned as a collection of 
perceptions from people active in the field. If you would like 
to contribute material, contact us. We would like people to 
address any or all of the themes: significant developments 
in the last 30 years (positive or negative); hopes or fears 
for the future; how to encourage the introduction of more 
democratic, more humane and more effective mental 
healthcare.

Here’s to the next 30 years. May the powers that be 
finally wise up!

Phil Virden, Executive Editor

I have spent most of my life experiencing the mental 
health services. This began decades ago, when I was 
twelve. Now I’m fifty-three.

During that time I’ve seen very many mental health 
workers, and I can confidently say that the only ones who 
were any good were the ones I paid to see. That is why I 
now see a therapist who is kind enough to let me pay at a 
reduced rate, and I recommend this to everyone.

So what does this say about official mental health care, 
and the people who need it?

I believe that people are actually made ill by NHS 
and charity-run mental health services. People originally 
become unwell for many reasons; child abuse features 
regularly in most of the cases I know of, but it is usually a 
combination of things. Now, human beings can recover 
from the most devastating traumas if they receive love 
and compassion and time. But this is precisely what they 
don’t get from the vast majority of services. In fact, they 
receive a form of the trauma that made them unwell 
to begin with: they are bullied, belittled, emotionally 
abused, sidelined, stonewalled. You name the abuse, and 
it will happen. And all that abuse is not only a regular 
part of patients’ lives, it becomes their lives.

When the abusers are the so-called professionals 
who provide the service, the government or the citizens 

do little to protect people who are already emotionally 
abused. One only has to look at the rates of suicides in 
Britain today, and the response by the services, to see 
that something is seriously wrong. But it’s only when 
you speak to the people who use the services that the true 
horror emerges. We sometimes see a Twitter hash-tag 
that someone has created out of the sheer desperation 
to be heard, and the response is an avalanche of replies 
detailing the traumas that other patients have also 
suffered at the hands of the so-called support services. 
Social workers, mental health charities, psychiatrists, 
mental health nurses – they all feature in the rogues’ 
gallery of mental health abusers.

Why do we allow people who struggle with their 
mental health to be abused by the services that are paid 
to help them? Is it the same reason that caused many 
to become ill in the first place? That they are poor 
and working class and their lives don’t matter? If these 
people were wealthy and middle class, would we be more 
concerned? If they had access to solicitors would the 
service-providers abuse them so much?

If we are to have a hope of surviving as a species, we 
have to stop ignoring the abuse of the most vulnerable. 
Stopping begins with you. You can start supporting a 
person today. You can be a friend, advocate or campaigner, 
and begin the change. I ask you to do so. ■

STOP THE ABUSE OF 
MENTAL HEALTH PATIENTS!

by Red Fox
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I’m also aware that no one can see this transition except 
me. It’s the transition from one altered state of reality to 
another that the drugs were responsible for. I’m painfully 
aware that in a matter of hours the beast will wake-up and 
re-assert its filthy occupation of my mind, body and spirit. I 
hope that it will tire of me and lose its grip before I lose mine ...

This short-lived reality makes me pray to God that one 
day I can feel this level of consciousness all the time.

In my mind’s eye, the child senses that the beast has 
fallen asleep, and she crawls tenderly out from its abdomen. 
At that point the adult inside me sees the child and wants to 
weep for her struggles, her nightmare, her tortured little soul ...

The adult is as grown-up and together as it’s possible 
to be. She reaches out for the child, pulls her towards her, 
brushes her hair away from her face. The child can’t speak 
– too traumatised – but the adult can!!!!! It’s at this point 
that the adult wants to represent the child’s case to the 
world, and when I often I speak out loud in an empty room, 
reprimanding nay-sayers, invalidators, cynics, people who 
are judgemental, and anyone else who spoke ill of little 
Ann and her struggle to cope inside the filthy organism 
that we know as drug dependency. The adult sees that the 
essence of her spirit is still intact and needs the world to 
acknowledge her plight.

Faith is something known but not seen ... We can’t see 
God, but we know something far bigger than ourselves 
exists. We can’t see electricity, but we wouldn’t knowingly 
stick our fingers in an electrical socket.

As with this, family, friends and community need to 
have faith that the person displaying symptoms that they 
cannot understand are just that – symptoms of something 
far bigger at work. They can’t see the beast, but they can 
see manifestations of its presence.

People need to know that we are doing the very best we 
can at any given time ... whether it be a window or a wave. ■

The 
Beast

by
Ann Kelly

I woke in the wee small hours and had a very clear 
window ... here are some musings that I felt the need to 
write down quickly.  

It’s 3.30 a.m. and I’m lying here in a different reality to the 
one that I normally inhabit. For the most part, I am enveloped 
by a beast ... a beast that has large black slippery arms 
and legs. I’m sitting inside the beast whose abdomen is a 
black place. It’s a place where, in order to protect myself, I 
become infant, foetal, primal, instinctual, isolated, irrational 
and childlike. It is this emotional state that enables me to 
survive the experience ...

For the most part, this is the primal place from which I 
operate. I’m astonished that you even put yourself in front of 
this beast, because you and everyone else are a cakewalk 
to him, because he controls biologically, physiologically, 
neurologically, mentally, spiritually and in every way, the 
‘child’ that he owns …

Like most captors, he’s powerful, and knows it. He 
taunts anyone who dares to face up to him, because he 
holds all the cards. When you dared to take on this beast, I 
know now that you had no idea of its power and my level of 
powerlessness. Had you known, I think you would have run 
a mile, from the get go.

Every so often the beast needs a sleep, and so it 
releases its grip for a while. When this happens, I wake 
in the night with a clear mind and thinking so sharp that 
I believe I’m healed. Things feel calmer, clearer, together, 
grown-up!!! Did I say ‘grown-up’? It feels like a gift – a 
reminder of who I am, who I am capable of being.

I think about what you have endured, what it must 
have been like to be outside of this, and see the crazy-
making chaos. I’m grateful. This – together with a whole 
host of ‘big grown-up feelings’ that I find overwhelming and 
honestly don’t know what to do with – leaves me wanting to 
put things down on paper. A calmness emanates from my 
stomach and spreads through my body to its extremities, 
and this ... well, this is special time ... time to reflect ... time 
to write about my interlude in a foreign land!
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Three months after coming out of a psychiatric ward with 
a diagnosis of schizo-affective disorder, I sought the help 
of an attachment-based psychoanalytic psychotherapist 
to help me make sense of my experience. The clinical 
psychologist at the hospital had wanted to refer me for 
CBT. I probably would have accepted a referral, but the 
NHS did not offer appointments outside working hours.

And I was determined to get back to work. This desire 
was cemented by the fact that, despite five weeks in an 
acute psychiatric ward, Disability Living Allowance officials 
did not believe my circumstances warranted support, my 
Employment and Support Allowance claim had been lost, 
and Housing Benefit would only pay me the under-35s 
sharer’s rate. Since I lived alone, all this meant I could 
not cover the rent. That was an extremely stressful time, 
perhaps harder than when I was in hospital. So I had no 
choice but to secure a job and start working. Each day I 
went in with a terrible feeling of emptiness and a distinct 
lack of passion for the work.

However, I did it every day, and I was able to support 
myself. I could also buy back the books, DVDs and the 
laptop that one of my hallucinations had told me to throw 
away – to ‘donate to the universe’ because they were 
pagan possessions that God did not want me to have. So I 
had dumped them on the street, all of them, so many of my 
possessions, and left them there for passers-by to pick up. 
When I was discharged from hospital it had been terrible to 
come home to such an empty flat, cleared out, for fear of 
the wrath of God, when I was at the height of the psychosis.

Going back to work helped me buy back my possessions. 
It also gave me the freedom to choose a therapy. The 
woman I chose had worked with patients diagnosed with 
schizophrenia, and this was one reason for choosing her. 
Another was that she worked at the Bowlby Centre which 
seemed to share my desire to look at the context of my 
distress from an attachment-based perspective.

What did my early childhood experiences and the 
nature of my early attachments have to do with my current 
distress which, at the age of thirty-two, had resulted in my 
second acute psychotic episode? I did not know, but I was 
willing to find out, and I was very impressed with one of the 
Bowlby Centre values: ‘Psychotherapy should be available 
to all, and from an attachment-based psychoanalytic 
perspective, especially those discriminated against or 
described as unsuitable for therapy’.

I could not see the point of CBT, which seemed to want 
to ignore the voices and hallucinations I had experienced, 
and just focus on something else. I wanted to bring the 
whole of my experience to therapy, and understand what 
it meant, so that I could learn to honour the part of me that 
had created that experience, and listen to what it had to 
say. As someone who had lived through serious emotional 
neglect during childhood, it seemed important not to further 
ignore the part of myself that spoke of extreme pain. 

It was with some trepidation that I began to list the 
celebrities off the TV that I had believed I was talking to, and 
the mission God had outlined for me and a certain group of 
people – which, of course, had to do with saving the world. 
In hospital, in the ward’s ‘quiet room’, I had tentatively tried 
to share some of my thinking with a staff nurse. This was 
met with a raised eyebrow, a nod and the comment: ‘I will 
write that in your file’. Nothing more was mentioned about it.

I suspect that hospital staff are instructed to ignore the 
ramblings of the mad until their medications take effect and 
‘the symptoms of the disease’ disappear. This seems an 
entirely unsatisfactory and belittling approach. I wanted to 
talk, I needed to talk, and I also needed to be understood.

I wonder if the difference between my therapist and 
the nurse at the hospital was the belief that it was possible 
to understand me; that I would start to make sense, 
if someone just listened long enough. I have come to 
understand that the voices I heard and the hallucinations I 
experienced were not ‘symptoms of an underlying disease’ 
but my narratives. They were the creative expression of 
my terrible emotional pain, re-experienced from childhood 
as a result of a situation that had re-traumatised me and 
brought back those feelings. 

I do not have the knowledge to argue with doctors. I 
willingly accept medication as one of many therapeutic 
tools to ease my distress. It is my experience that the fear 
is too great, the pain too intense, and the narratives too 
distracting to make me accessible enough to have therapy 
without medication. However, I say this as someone who 
has been through an imperfect system and holds these 
beliefs in the light of my journey through what is currently 
available in terms of support without medication. I do not 
believe therapy without any medication would have been 
possible for me without round-the-clock, highly skilled 
care. I have a vision of the perfect mental health service 
where trained therapists and listeners are on hand 24/7 
so as to respond to the symbolic expressions of patients’ 
pain and to connect them to the reality of what might really 
be going on. At the moment there is neither the funding 
nor the inclination to run mental health services that way. 
And so I take medication as well as access the therapeutic 
support that is there. Ultimately, slowly, I hope it will allow 
me to achieve a full healing. 

The loneliness noted by my therapist – just one of 
many reasons I drew together that particular collection of 
celebrities to talk to – is not going to disappear overnight, 
and nor is the human contact necessary for recovery 
available to me as frequently or as intensely as I require. 
However, it is available in small pockets, and it includes 
reintegrating with my friends. I just feel fortunate to be one 
of the few with my diagnosis to have had access to an 
education which enables me to challenge and not accept 
everything I am told, and the resourcefulness to earn 
enough money to access the treatment that I need. ■

‘I think you were just incredibly lonely’
by Julie
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Those of you attending the recent Psychedelic Consciousness 
Convention in Greenwich may have spotted this 
intriguing little theatre show, all about post-traumatic 
stress disorder and the affects of MDMA.

Give Me Your Love tells the story of Zack, a war 
veteran who finds himself under a barrage of hostile fire. 
His enemies are cunning, using every trick in the book 
to mess with his mind. Even the landscape is weird. It’s 
a cardboard box, in Zack’s kitchen, in Port Talbot. His 
wife whispers, kindly, that it’s safe to come out. But is it 
a trap? For if the real enemy is Zack himself, then who 
will win if he loses?

Ridiculusmus are a theatre company adept at 
bringing complex mental health issues to the stage in a 
way that is both warm and accessible. Their last show 
– The Eradication of Schizophrenia in Western Lapland – 
was informed by a radical new treatment for psychosis. 
To communicate how it feels to live with the disorder, 
Ridiculusmus divided the audience in two and then ran 
two shows simultaneously. And for the play, Yes Yes Yes, 
they spent time in an ‘asylum’ in India, then went on to 
tour the world.

The founders of the company, David Woods and Jon 
Haynes, have both professional and personal experience 
of mental health issues. David was once declared 
clinically dead after an incident involving a clapped-out 
van and a deer, at a mountain pass in deepest Argyll. He 
survived to complete his PhD, entitled How to be Funny, 
at the University of Kent. Recently he delivered a secular 
sermon on Humour, at the University of Life. Jon once 
turned down an offer to appear at the University, and 
had a nervous breakdown instead. He went on to gain his 
PhD after meeting David at the Poor School. 

The name, Ridiculusmus, comes from a quote by 
Horace: ‘Mountains move in childbirth and a ridiculous 
mouse is born.’ The Guardian reported that they have 
established themselves as ‘one of our most refreshingly 
provocative theatre companies,’ while The Independent 
once said: ‘You’ll have never seen anything like it.’

What most people remember about a Ridiculusmus 
show is that it is at the same time serious and funny. An 
oxymoron perhaps, but this lies at the core of their work. 
The robust double-act has now been producing ‘seriously 
funny’ shows for more than two decades. They have won 
various awards, including the coveted Peter Brook Open 
Space Award.

2015 was a challenging year for the company. A fire 
burnt down their Grade One listed home at Battersea 
Arts Centre. Thankfully, no one was hurt – not even the 
cat. Their new show premiered in Melbourne, but its 
three-week run at Battersea, in January 2016, was very 
much a homecoming. ■

www.ridiculusmus.com

GIVE ME 
YOUR LOVE

A play by Ridiculusmus
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by Pete Coward

I don’t recall first meeting Sheila. There are people you 
gravitate towards, meet and are locked. It was pretty much 
like that with me and her. It is maybe easier on a psych ward, 
which has that febrile mix of boredom, lowered defences, 
ennui, desperation, fatigue – everything that propels people 
together. It’s kinda like war in there. You have people sitting 
out a crisis, and touches of humanity are magnified and 
grabbed at. Early on, Sheila and I became near inseparable.

There was nothing to her. Maybe fifteen years older 
than me, and all bone, faltering speech, knife-edges. She’d 
been through it. The abuse had started early and continued 
to that day, through a couple of marriages, although her 
current husband sounded more cold and neglectful than 
abusive. Sheila had poise, a balance, a way of carrying 
herself that seemed to shrug all that from her shoulders. 
The pain came out, in words delivered flatly, unhurried and 
unemotional. But it didn’t floor her. It was part of her life, 
and so were occasional breaks from that life, in this place. 

Opal ward had, like all of ‘em, a male and a female 
wing, and one shouldn’t stray into the other. So I’d often 
get a knock at my door from some male patient, to tell 
me there’s a woman wanting to see me, up there in the 
gender-neutral zone. I’d poke my head out, and there 
would be Sheila. We’d wave and smile, and I’d get my 
shoes on and join her.

We’d go outside for a smoke. We’d walk the circuit, 
around all the buildings. The circuit would end up by the 
benches out the front of the hospital, where we would sit and 
smoke some more. We didn’t often stray from the circuit. 
There were strange concrete bollards lining the car park, 
and for fun and exercise we’d just leap from one of those to 
the next. One night, having missed dinner, Sheila wanted a 
local take-out. I went with her to the fried-everything joint a 
few minutes away, and I nipped across the road to the offie. 
That was as far as we got, and it seemed like an expedition.

Sheila and I smiled at each other a lot. We beamed. 
We beamed down the ward corridors, and from one bollard 
to another. A mouthy patient from another ward interrupted 
her flow one evening with a variation on ‘Pete & Sheila, 
sittin’ in a tree, k-i-s-s-i-n-g.’ Sheila and I looked at each 
other and blushed and grinned some more. Truth was, it 
did seem like some kinda love. We felt better together.

In everything she did she gave me lessons in how to 
live, but particularly in the way she painted. When things 
got on top of her, Sheila retreated to the art therapy 
room. Cheap wax paper, squeegee paints – it just sent 
me back to primary school. But Sheila got lost in it all, 
and it was incredible to see her – dribbling and smearing 
paint, looking deep into the results to see what she could 
see. Once she offered me the pick of her paintings. She 
had stacks in the art therapy room. Should she ever be 
discharged, she wasn’t gonna take ‘em, and no-one else 
would want ‘em. Fearful of seeming greedy, I took just two 
– which I now regret. She gave me an elaborate description 
of one, a jungle scene, a panther in the tree, ready to 
pounce, a snake, ready to strike... detail and danger and 
life and wonder. I now have that painting in my kitchen. I 
contemplate it often, trying to see what Sheila saw.

SHEILA
One day we’re on the circuit and our consultant 

psychiatrist was heading home after the ward round, his 
damage done. He drove off in a BMW, waving at us. Sheila 
looked so pleased. ‘Dr X waved to me!’ I thought of trying 
to explain to her that that guy should be grateful to know 
her, should thank her and bow down before her ... but 
she’s grinning, and I don’t, and that’s cool. Though really, 
fuck that guy.

One night we had charge of the radio in the ward rec 
room. Kids at play. Sheila jammed her Kool and the Gang 
Greatest Hits CD loud and we danced. She danced like 
she made art – lost and unreachable and happy. At one 
point, she said to me and the one other guy there at our 
disco night: ‘I don’t play this music for everyone, you know 
... just for those I cherish.’ Funniest damn thing I ever 
heard. Soon our Kool and the Gang party was broken up 
by a bad-tempered nurse.

I didn’t spend too long inside. When I got my freedom, 
Sheila cried. I asked if I could hug her before leaving. She 
was all angles and bones. After packing up my belongings, 
I excitedly told her that I’d found a lump of hash I’d forgotten 
about. She replied: ‘You need to stay on the straight and 
narrow now.’

Over the next few weeks, while she remained in the 
hospital, I went back to see Sheila. Each time I had to 
explain to the staff that I was not there under section, 
but just visiting. And Sheila would see me, and we would 
beam, and then we’d do the circuit and beam some more.

And then she left. I’d tried to exchange numbers but 
she had explained to me that she was really bad with 
phones, and her last one was dropped down the toilet. So 
that didn’t happen. I kept an eye out in the streets. I got on 
with my own thing. I was ‘in recovery’. A couple of years 
later, I heard a voice over my shoulder. There she was, 
beaming. But kinda awkward. She made excuses early on 
– ‘I gotta go’ – limp handshake. I felt kinda bad about this. 
Did I make her feel awkward, did I bring back bad times, 
why didn’t I make another attempt at getting her number?? 
But we smiled, and that smile, her smile, that was special.

After nearly another eighteen months I met her coming 
out of a local park. Shame this time was all on my side. 
It was a drinking venue and, having wavered from the 
straight and narrow, I’d just finished a midday tinnie. But 
yeah, we grinned. She’d just been back inside for a while, 
it had been a hard time. Now she was out her main issue 
was the constipation from her new meds, something she 
explained to me at length. I listened and grinned and just 
drank in the sight of this beautiful woman who’d helped 
me so much and who was currently having real problems 
shitting. As we parted, I shouted after her that I have her 
painting on my kitchen wall. I was glad I’d told her that. 
She smiled. ■
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Last night we read chapters 16 and 17 of Watership 
Down. We came to the part that I most remember from 
when I was a child, although I certainly couldn’t have 
understood it very well. The girls sat, caught up, as I 
was, in the intoxicating description of hedgerows, fields, 
wildflowers, rain, and above all in that savage story, the 
rabbits’ exhaustion. I was beginning to wonder if I should 
have waited a few more years before reading it to them.

You may know the story. The rabbits had escaped 
from their warren following little Fiver’s premonition 
that something terrible would happen there, and Fiver’s 
premonitions – although they appeared to be on the 
edge of sanity – tended to come true. Over the next few 
nights, the small band of rabbits cross woodland and 
frighteningly exposed moorland. Tensions in the group, 
the different characters, and lack of clarity over who is 
leading, prove nearly disastrous.

Then they arrive at a place which feels safe – a big 
warren populated by unusually large and healthy rabbits 
who seem to have room for newcomers 
and are strangely gentle and unconcerned. 
These rabbits have a different culture. 
They find all the food they want – the 
choicest carrots and other vegetables – 
in a pile in a nearby field, fresh nearly 
every day. The surrounding countryside 
is strangely free from threats – no foxes, 
owls or other enemies. Yet everywhere is 
the scent of man.

In a way that at first reminds the 
newcomers of domesticated dogs, and 
horrifies them, these rabbits have learned 
to carry surplus food back to their warren. 
The stories of the First Rabbit teach 
how rabbits became tricksters, living 
on their wits, alert, running and hiding. 
But the new rabbits do not tell the old 
stories; they have fallen out of fashion. 
Instead, this warren has developed a taste 
for making shapes with stones, and for 
wistful poetry which articulates two new 

virtues: dignity and the acceptance of fate. These rabbits 
still refer to the sun-god Frith, but he is distant in the sky, 
and heading for the horizon.

The newcomers have many questions, but they 
quickly notice that these are never answered, especially 
when they concern the whereabouts of an absent rabbit. 
Such questions are immediately interrupted with a 
stream of trivial small-talk. However, many of the 
newcomers feel that these strange cultural differences 
are a small price to pay for the wonderful food and the 
feeling of safety. Only Fiver remains frightened and 
miserable. 

Eventually, everything becomes clear. Wire snares 
are regularly set. The big and healthy rabbits have spare 
room in their warren because their number is always 
being reduced by the farmer catching and eating some 
of them. It is the farmer who leaves the delicious food, 
and the rabbits have unwittingly become pets, reared for 
meat. The old stories had become uncomfortable; they 

Stories that do the work of 
forgetting and hiding – 

Watership Down and The 1-in-4
by Jonathan Gadsby
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are simple and tell of independence and overcoming. 
New stories, often more abstract, are needed to reflect the 
changed circumstances and resulting psychological needs 
of the rabbits. But this is not enough. Nobody must 
enquire after another rabbit. There is a conspiracy of 
silence. The air is strained with the effort of not knowing 
that they are no longer free rabbits. The welcome for 
the newcomers was little more than the wretched hope 
that their arrival would lengthen the odds in the deadly 
lottery.

January 10th, 2015: This morning I was out with 
the dog. In one moment I understood the parallel I had 
been vaguely hunting for. Incredibly, at the same eureka 
moment, under an oak tree and on the frozen mud not 
four yards away, I recognised the red, brown and white 
carcass of a half-eaten rabbit. The 1-in-4! This is our 
lottery. The sub-personal stories of mental illness, with 
their de-stigmatisation campaigns, their genetic causes, 
their neuro, even their disability rights; their metaphors 
of dignity and acceptance. At any time, 1-in-4 of us 
may have a mental illness. And the questions we must 
shout down with trivia are all the ones that start with: 
Why?

In our culture, the world of the sub-personal has 
no why. We live in the brain or blame dichotomy, and 
this is the root of the brain’s appeal. We are a people of 
stories, but here is one which has no plot. The 1-in-4 
story does all kinds of work. It hides marginalisation, 
inequality, issues of urbanisation, issues of domestic 
abuse, of childhood sexual abuse, of demeaning and 
insecure work and mindless entertainment, of children 
whose only purpose is to gain monetisable knowledge, 
of teachers whose only purpose is to deliver it, of the 

gaze of the spreadsheet to measure their performance, 
of the replacement of meaning with health, of the way 
in which capital distorts knowledge, of war without 
end. As Arthur Frank says, stories do the work of 
memory – they also do the work of forgetting. Dignity 
and acceptance: like peace without justice. 

The moment of realisation in Watership Down comes 
when Bigwig, the strong, capable but sometimes bullying 
member of the rabbit group, runs through a hedge and gets 
snared. After a frantic, kicking struggle, he is exhausted 
and the wire has lacerated him and remains tight about 
his neck. The clever rabbit, Blackberry, sees that they 
must dig out the peg. It is a frightening scene, but Bigwig 
is saved. The migrating rabbits now understand. They 
leave the new warren at once, and as they do so, out of 
it runs one rabbit to join them. Strawberry begs them to 
let him escape with them. At first they are inclined to set 
upon him. Strawberry finally acknowledges what he has 
so long tried so hard to hide. Pitifully, he whispers: ‘The 
wires.’ ■

Images: ‘Rabbits’ by Hannah Eaton
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In the dayroom 
Mary lay on the plastic settee, 
pleasuring herself, 
in her washed-to-rags ward clothes. 
A fag burns its way into the fabric, 
she cackles through her rotten teeth, 
having had the electric brain fuck cure, 
there is nothing left, 
except a dazzling smile, 
when she wakes up from a deep dreamy sleep. 
 
The charge nurse, 
in his spotless white coat 
and shiny shoes, 
did his national service in Shrewsbury. 
He keeps silent about his black dog, 
for fear of the loneliness, 
we are the only friends he knows. 
It is his sad duty, 
to teach angels that they are mortal. 

Helen, with the spirit of Howard Hughes, 
is gentle in her spotless cleaning. 
We do not look for a meaning, 
buy her a bottle of bleach, 
some new marigold gloves, 
as if she was dying of thirst, 
and we gave her a cup of water, 
from the well spring of a pure life. 

Jane, the head nurse, 
talks to the polyester shrink at medication time, 
motto: we do real harm. 
An inmate hovers, 
“Can you cure me, doctor? 
What is wrong with me, doctor?” 
They ignore her, 
compare notes, 
on the medication chart, 
the banality of state dealers. 
The old lags line up, 
begging to be sent to Valhalla. 
 
Streaky bacon for breakfast, 
some stolen by the trainee nurses. 
Janet strips of her clothes again, 
throws the formica table to the ground, 
a courageous flash of sanity, 
before she is bundled off to a side room 
and the punishment of forced drugged sweets. 
 

Mondays and Thursdays are electroshock days, 
on Fridays it’s fish fingers, 
everyone gets plugged in. 
Less science more abuse, 
to make us silent with fear.
Down the long corridor they have been begging fags 
for a century or more, 
clothes not fit for Oxfam, 
those malnourished bodies, 
that would not see sixty, 
having been forced to work at industrial therapy, 
making Christmas crackers for you mate, 
for forty years, 
five pounds a week in wages, 
at the end the free barbers, 
with only one style, 
institutional.
In the basket-weaving class 
they are to have a party. 
We are gathered, 
the therapists dress up beautifully 
as postboxes and faeries, 
using up the year’s supply of crepe paper. 
We largactyl shuffle, 
in our worn-down shoes, 
only allowed one half-pint of beer. 
 
No one has a diagnosis, 
no history is taken, 
a quarter-of-a-million human beings, 
since 1840, 
men women and children, 
destroyed with uniform indifference. 
 
There is no record of this place, 
Auntie keeps away, 
one in every town, 
no wedding gown. 
 
I talk to John, 
who was a tail-end Charlie, 
survived a tour over Germany. 
A young nurse comes over, 
he makes a noise like a chicken, 
she goes away. 
“Give them what they want,” he says, 
“you’re a professional nutter now.” 
 
Someone does a ragged jigsaw puzzle, 
there are three pieces missing.

Sunny Sparkling Otters
David Trippas
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Much existing historical research fails to represent lived 
experience. Rather than putting the mentally ill at the centre 
of their concerns, historians have found it easier or more 
important to study what ‘normal’ people thought about the 
mentally ill, and how they wished to manage them.

The Great War was something of a turning point for 
experiences of mental illness in Britain. A massive influx 
of ex-servicemen suffering from mental health problems 
led to big changes for both soldiers and civilians in the 
mental health system. Soldiers returning from war with a 
mental illness were stigmatised. Compared to the heroes 
who returned under honourable circumstances with a 
physical injury, mental illness was thought to symbolise 
weakness and a lack of patriotism. Ben Shephard 
expressed the mood of the times: ‘It is a tall order for 
the state to take on the liability to support a man who 
becomes a lunatic because he is a coward.’ 

The government did provide war pensions to some 
of the disabled, but only 15% of the awards went to men 
with mental health impairments. The undeserving nature 
of such cases was explained by a psychologist reporting 
to the Ministry of Pensions in 1939: ‘There can be no 
doubt that in an overwhelming majority of cases these 
patients succumbed to shock because they got something 
out of it.’ 

Civilian mental health patients fared even worse. 
From the start of war, Parliament spoke of sparing 
soldiers from the fate of ‘pauper lunatics’, and promised 
that personnel suffering from shell-shock would not be 
put into asylums. The promise was broken. Eventually, 
11,600 servicemen went into asylums, although they did 
enjoy the privileges of private patients. 

The distinction between ‘mild’ cases of shell-shock 
and serious cases of ‘lunacy’ was a false binary. In medical 
journals, as early as 1926 the term ‘shell-shock’ was 
widely discredited as a vague term which encompassed 
a ridiculous variety of symptoms. Diagnostic labels were 
usually assigned on the basis of class: middle- and upper-
class men were classified as ‘shell-shock’, and working 
class men as ‘lunacy’ – and automatically sent to an 
asylum.

Within the military, treatments given to the different 
classes also varied greatly: lower class men were far more 
likely to receive unpleasant experimental treatments. 
New treatments were pioneered during the war, aimed 
at getting men ‘patched-up’ and back to the frontline as 
quickly as possible. Working class soldier Joseph S Milne 
reported being subjected to repeated cold baths, and 
receiving electric shock treatment that turned his entire 
body blue.

Image from British Pathé, War Archive: Available on YouTube ‘Shell Shock Victim (WW1)’ https://www.youtube.com/watch?v=S7Jll9_EiyA

SHELL-SHOCK, LUNACY & HYSTERIA
How the First World War changed British experiences of mental illness

Greta Williams Schultz
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Background image by Royal Engineers No 1 Printing Company. - Photograph Q1 from the collections of the Imperial War Museums (collection no. 1900-02).

We may view men who succumbed to mental illness 
during battle as having been subjected to extra suffering 
because they displayed ‘feminine behaviour’ in the face of 
war. Before the Great War, the majority of mental health 
patients had been women, and war experiences have 
been described as ‘men finding themselves in a situation 
of powerlessness bearing similarity to that experienced 
by Victorian women in the domestic sphere’. Men who 
became mentally ill during the war would have suffered 
extra distress from the embarrassment of suffering from a 
typically female condition. 

There was an interesting pool of ex-servicemen with 
long-term mental health problems who managed to avoid 
the asylum. Around 5,000 men fought hard to stay within 
their families, with varying levels of support from the 
state. However, this early manifestation of ‘community 
care’ was sharply dependent on gender: it could only be 
accessed by ex-servicemen who could rely on an unpaid 
female caregiver, such as a wife.  

Civilians with mental health problems must have 
been dramatically affected by the sudden influx of great 
numbers of ex-servicemen due to the war. Historians 
have paid shockingly little attention to their experiences, 
and it is an area of study I would like to work on.

Until the war, mental illness was generally felt to be 
something of a moral failing. It was often said to be ‘the 
wages of sin’. The medical discourse at that time seems to 
portray those suffering from mental illness as not just ill, 
or bad, but actually unpatriotic. The Ex-Services Welfare 
Society was a charity which advocated for veterans 
suffering from shell-shock. It had begun by campaigning 
for better treatment for all mental health patients, but 
gave up because it felt that the campaign was hurting their 
cause. This indicates that the old attitudes continued into 
the post-war era. 

Before the war, most people who became mentally 
ill would be taken to an asylum from which they had 
very little chance of ever returning. Except for the upper 
classes, who could afford private treatment, this was nearly 
universal. Just before the war, the medical superintendent 
of a London asylum was reported as saying that only 10% 
of his patients had any hope of recovery. By contrast, of 
the 11,600 ex-servicemen committed to asylums either 
during or just after the war, only 6,000 remained by 
1920. Some had died, but many were considered to have 
experienced enough of a recovery to be discharged. 

Civilians were also much more likely to be discharged, 
with the overcrowded hospitals or institutions sending 
them home so as to provide facilities for the influx of 
soldiers. Although in many cases this meant that people 
did not receive the treatment they were supposed to 
need, mental illness no longer meant a life sentence in an 
asylum, and this was a huge change. 

For those in the asylums towards the end of the war, 
conditions were dire. Around 17,000 died due to lack of 
food, lack of staff and overcrowding. This was a direct 
consequence of the war effort: male staff were encouraged 
to enlist and not then replaced, and civilian patients were 
crammed into ever decreasing space so as to make room 
for the ex-servicemen. 

As we have already seen, in the pre-war era mental illness 
was considered a feminine affliction. One clear change in 
civilian mental health after the war was that the popular 
diagnosis of hysteria declined. Hysteria was previously 
considered a condition that only affected women, but 
the symptoms of shell-shock, a very masculine diagnosis, 
were almost identical. Shell-shock has been described as 
‘an epidemic of male hysteria’. Before the war it was often 
thought that ‘the mental activity of women’ was the cause 
of hysteria, but this idea was discredited by the fact that 
men on the frontline showed the same symptoms. 

This helped bring about the end of ‘isolation cure’ – 
complete bed rest with no mental stimulation of any kind 
– which had been the treatment for many women with 
hysteria. In reality, the isolation cure itself could cause 
mental illness, and many women diagnosed with mental 
illness found war work an effective treatment. Clearly, 
inactivity in itself was the cause of much female mental 
illness before the war, and the decline of the isolation cure 
was one reason for a lower proportion of female mental 
health patients in the post-war era. 

In summary, the First World War brought home a 
massive influx of men suffering from mental illness, and 
in many ways the experiences of these men were distinct 
from pre-war experiences. They were spared the fate of 
pauper lunatics, and made up a different class within 
the mental health system. By contrast, the war brought 
a lot of suffering to civilian mental health patients since 
the resources they needed were taken away and directed 
towards ex-servicemen. On a more positive note, the 
war contributed to the decline of the hysteria diagnosis, 
which had previously brought much suffering to women 
with mental health problems. Over a few years, the gap 
between the experiences of civilians and ex-servicemen 
narrowed, and in the post-war era the seeds were sown 
for community care programmes within a welfare state. 
Ultimately, these developments would benefit a great 
number of people living with mental illness. ■

Greta Williams Schultz is a part-time history student at 
Manchester University, and an activist and organiser with 
multiple physical disabilities and mental health problems. 

This article is adapted from a longer academic 
paper. If you would like a copy of the original, including 
references, or if you have any questions, please email:  
greta.w.schultz@gmail.com 
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MORE SUICIDES WITH GOVT’S WAR ON 
CLAIMANTS
Debt, austerity and unemployment are cited as significant 
factors in an increase in suicides since 2008. According 
to research funded by the National Institute for Health 
Research (NIHR), as compared with the previous 
downward trend, there were an estimated 1,000 extra 
deaths between 2008 and 2010: 878 men and 123 women. 
There were also probably an extra 30–40,000 attempted 
suicides in the UK during those two years of economic 
downturn.

Researcher David Gunnell, a professor of epidemiology, 
says: ‘People lose their jobs, the government makes 
decisions about where to make cuts. There has been a 
series of changes over the last three or four years, such as 
the bedroom tax, benefit changes. The austerity measures 
are ongoing, with the current debate around tax credits. 
Unemployment is not the whole story.’

Meanwhile, statistics compiled by the mental health 
charity Campaign Against Living Miserably (Calm) show 
that 4,623 men of all ages took their own lives in the UK 
in 2014. This is the equivalent of more than 12 deaths a 
day, and was three-quarters of all suicides that year. The 
male suicide rate peaked at 23 per 100, 000 in 1988 (when 
there had a been a severe recession and unemployment 
was very high) but had steadily fallen to 17 by 2008; now it 
has now climbed back up to 19 per 100,000. Suicide is the 
UK’s biggest cause of death among men under the age of 
45. The female suicide rate is consistently lower than for 
men, and it has declined steadily from 10 down to 5 per 
100,000 over the last thirty years.

The NIHR report echoes previous research linking 
elevated suicide rates with high unemployment, particularly 
in men. However, this study concludes that rises in 
unemployment ‘appear to account for less than half the 
increase in suicide deaths during recessions’. As part of 
the research, Gunnell interviewed men in their 20s, 30s 
and 40s who had attempted suicide. He was struck by the 
‘sinking heart’ often reported by men following demands 
from the authorities to apply for jobs they were unlikely to 
get, and hearing nothing back.

This research follows a series of warnings from 
politicians and mental health campaigners over struggling 
mental health services. In February, Madeleine Moon, chair 
of the all-party parliamentary group for suicide, warned of 
a ‘ticking time bomb’ of suicides due to lack of funding and 
failure to roll out a national prevention strategy.

Paul Farmer of Mind commented that the study, along 
with a recent 10% increase in detentions under the Mental 

Health Act, was worrying and should be addressed in the 
review of mental health spending. ‘This is the canary in the 
mine for mental health services. If many people are taking 
their own lives and many more people are being sectioned, 
there’s a problem with the mental health of our country. 
Neither the WCA (Work Capability Assessment) nor the 
work programme is doing the job that the Department of 
Work and Pensions want them to do in driving people 
back to work. We have evidence that these processes are 
having a detrimental effect on people’s mental health.’

Coroners often cited loss or reduction of benefits as 
factors in the suicide of claimants. Research published 
by Mind in 2014 found that people with mental illness 
were having their benefits cut more than those with other 
illnesses. It found that 83% of those with mental health 
problems said their self-esteem had worsened, and 76% 
said they felt less able to work as a result of DWP back-to-
work schemes.

The NIHR recommends that the government should 
provide ‘appropriate investment in active labour markets’, 
adequate benefits to the needy, suicide risk training for 
frontline staff in the NHS, social services and advice sector, 
and that funding should be available to agencies in areas 
badly hit by the recession. 

McVeigh, K (2015) Austerity a factor in rising suicide rate 
among UK men – study. The Guardian. 12 Nov.

BENEFITS TESTS INCREASE MH MISERY
In England, between 2010 and 2013, one million people 
on disability benefit had their eligibility reassessed by work 
capability assessment (WCA). According to researchers 
from Liverpool University, these assessments correlated 
with an additional 590 suicides, 279,000 extra cases of 
self-reported mental health problems, and 725,000 extra 
antidepressant prescriptions. This equates to a 5% rise in 
total suicides, 11% increase of self-referred mental health 
problems, and 0.5% rise in antidepressant prescriptions.

The study examined 149 English local authorities, 
and the researchers believe they took into account the 
specific impacts of deprivation, economic trends and long-
term trends in mental health. They noted that increases 
in mental ill health followed the reassessment process, 
rather than preceded it; and that the higher the number 
of assessments, the greater the increase in the adverse 
mental health outcomes.

The principle author, Benjamin Barr, of the University’s 
Public Health Department, said that areas of England 
where the highest proportions of people – about 6% to 
7% – went through the reassessment process (such 

NEWS & FINDINGS
The UK spends a smaller part of its national income on health and well-being than most other affluent nations. After five 
years of shameless politically-imposed austerity, several recent research reports now document some of the effects on the 
country’s mental health and mental health services – the disastrous effects of the class war being waged on the vulnerable.
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as Knowsley, Liverpool and Blackpool) experienced 
the greatest increase in suicides, mental ill health and 
antidepressant prescriptions.

Barr said: ‘This policy may have had serious adverse 
consequences for mental health in England, which could 
outweigh any benefits from moving people off disability 
benefit. This benefit assessment programme, which you 
are introducing to a very large number of people, should 
have the same level of rigour applied [as that of cancer 
screening in the NHS] to see whether we want it or not. 
You have to be sure you are not causing harm.’

The report states: ‘Although the explicit aim of welfare 
reform in the UK is to reduce “dependency”, it is likely 
that targeting the people living in the most vulnerable 
conditions with policies that are harmful to health will 
further marginalise already excluded groups, reducing 
rather than increasing their independence.’

Mind’s Tom Pollard said: ‘This worrying study shines 
a light on the damaging impact the work capability 
assessments can have on people’s mental health. 
We’ve long been calling on the government to overhaul 
their current fit-for-work tests. We know that people with 
mental health problems often find these assessments 
hugely stressful and, since they don’t accurately assess 
the extent to which a mental health problem can affect 
someone’s ability to work, many individuals get the wrong 
outcome. This could mean they are required to look for 
work before they are ready, or have to go through a lengthy 
and stressful appeals process to challenge the decision, 
all of which can impact further on their mental health. This 
research provides further evidence that this process can 
be seriously harmful, yet thousands of unwell individuals 
still have to endure it every week.’

Anita Bellows, of campaign group Disabled People 
Against Cuts (DPAC), said: ‘It comes as no surprise …
and confirms anecdotal evidence that we have been 
receiving on a daily basis of people being placed under 
intolerable stress, misery and hardship by the work 
capability assessment. With people hounded by the 
Department for Work and Pensions (DWP) and subjected 
to endless reassessments, people consistently tell us that 
their conditions are worsened by this inhuman regime, 
especially people with mental health issues, while those 
with physical impairments also find their conditions worsen 
due to the intolerable stress. We have repeatedly called for 
the scrapping of the WCA, and the results of this survey 
make this even more urgent. Too many lives have already 
been damaged or lost.’

WCA was introduced by the Labour government in 
2008 for Employment and Support Allowance (ESA) 
claimants. In 2010, the coalition government extended the 
system to those already receiving incapacity benefit (the 
predecessor of ESA), as well as periodically reassessing 
every ESA recipient.

Labour now says the study raises ‘serious questions’ 
about how the government’s approach to getting people 
into work was impacting on their mental health. Shadow 
mental health minister, Luciana Berger, said: ‘It is 

unacceptable to have a system that causes vulnerable 
people anxiety, putting their health at further risk. When 
only a small proportion of people with mental health 
problems are moving into employment, the government 
must accept that their approach is deeply flawed.’

Unsurprisingly, a DWP spokesman responded with 
the usual heartfelt compassion: ‘This report is wholly 
misleading, and the authors themselves caution that no 
conclusions can be drawn about cause and effect. In 
addition, it is concerning that they provide no evidence 
that the people with mental health problems highlighted in 
the report even underwent a work capability assessment.’

Meanwhile, the Tories are hell-bent on spending 
whatever it takes to continue their ideological-driven 
harassment of anyone on benefits. The National Audit 
Office (NAO) finds that disability benefit assessments costs 
have now doubled to £579m a year, and yet the targets are 
still missed. The spending watchdog also found that the 
quality of the tests was not improving, despite more being 
carried out face-to-face.

Private provider Atos gave up in 2014, and was 
replaced by Maximus, an American company. NAO says: 
‘Recent performance shows the [DWP] has not tackled – 
and may even have exacerbated’ problems over waiting 
times and targets, while expected savings to the welfare 
budget had been reduced from £1.1bn over the next three 
years to £400m.

Despite increasing the size of the performance 
management team, problems with the system have 
continued. By August 2015 there was still a backlog 
of 280,000 ESA assessments, with an estimated 23-
week wait for claimants (down from 29 weeks); there had 
been a struggle to recruit enough specialist medical staff 
to meet demand, and rising salaries had contributed to a 
65% rise in the average cost of each assessment – from 
£115 to £190; and at least £76m of taxpayers’ money had 
been wasted by the failure to get a new IT system up and 
running – more than two years after it was supposed to be 
in place.

McVeigh, K (2015). Fit-for-work tests may have taken serious 
toll on mental health – study.  The Guardian. 16 Nov.; Buchanan, 
M (2015). ‘More suicides’ in government disability test areas. 
BBC News. 17 Nov.; Disability benefit tests have doubled in 
cost, says NAO (2016). BBC News. 8 Jan.

EARLY MH DEATHS ‘WORRYING’
Independent research funded by the Cabinet Office 
reports that nearly one-in-four areas of England have 
unacceptably high rates of early deaths among people with 
mental health problems. The study, by the Open Public 
Services Network, looked at deaths in 2011–12 before 
the age of 75 in more than 200 local areas. In every area 
the premature mortality rate was higher among people 
with mental health problems. However, in 51 areas it was 
‘particularly worrying’.

Overall, the premature death rate among those with 
mental health problems was 2.4 times higher than that of 
the general population. It is well known that people with 
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mental health problems die earlier. But this is the first time 
death rates have been analysed down to a local level.

The report found that while suicide was undoubtedly 
‘a significant factor’ in the high number of early deaths, 
poor physical health was likely to be responsible for about 
two-thirds. The main problem was that the physical health 
needs of mental health patients were not sufficiently 
addressed.

A recent report by the Nuffield Trust supports these 
findings, and its author says: ‘Everywhere can do better, 
but the areas that are doing even worse than you would 
expect are particularly worrying. What our research 
showed was that some of this is relatively easy to prevent. 
It is about making sure [people] get basic checks for things 
such as diabetes and high cholesterol.’

The areas with the worst performances on premature 
deaths also had above average rates and the biggest 
differences between mortality in the general population 
and those with mental health problems. As to be expected, 
most of those areas have high levels of deprivation, but a 
few quite affluent places were also flagged up.
Triggle, N (2015) Mental health early deaths ‘worrying in one-
in-four areas’. BBC News. 18 Nov.

FAILURE OF PERINATAL MH CARE
Suicide is the second biggest cause of maternal death 
(after sepsis, a violent immune reaction due to serious 
infection). Yet most women who suffer serious mental 
health problems during or after pregnancy are let down 
by a lack of resources and failures to spot warning signs. 

The Confidential Enquiry into Maternal Deaths, based 
at the University of Oxford and part-funded by NHS 
England, examined all 101 suicides by women in the UK 
and Ireland during pregnancy or up to one year after the 
end of pregnancy, between 2009 and 2013. Only 15% 
had any contact with specialist perinatal mental health 
services, even though half who killed themselves had 
previously suffered from depression.

During those five years, another 58 perinatal women 
died from substance abuse, and two from other mental-
health related issues; this took the total number of mental 
health-related deaths to 161. This represents 3.7 mental 
health deaths per 100,000 maternities, and 17% of all 
maternal deaths. 

The study found that the women had been let down 
by poor resources and failure to spot warning signs. It 
estimated that about half of the suicides could have been 
prevented by better standards of care. Professor Marian 
Knight, who led the study, said: ‘… The main issue … is 
women had symptoms for a long time and would present 
themselves at different parts of the health service. They 
might present to A&E, they might present to a GP, so 
there were lots of opportunities … where if someone had 
recognised the symptoms that would have allowed the 
woman, if it was available, to get the specialist perinatal 
care she needed.’

Even if their symptoms were recognised, if those 
women needed help today 40% would not be able to 

get any specialist perinatal mental health care, and only 
25% would get the highest standard of care. According to 
the Maternal Mental Health Alliance (a coalition of more 
than 60 organisations), only 57 of the UK’s 236 clinical 
commissioning group/health board areas meet the national 
standards for specialised perinatal mental health teams, 
while 96 have no provision at all.  

While the perinatal suicide rate is lower than the 
average for the whole population, the proportion of violent 
suicides is higher. Among the cases studied there was a 
‘violent element and unequivocal intention to die which is 
quite unusual in respect to women’.

A lack of perinatal services means that mental health 
crisis teams often step in but they ‘may not have the 
necessary understanding of the distinctive features of 
severe perinatal mental illness, including the rapidity of 
change of mental state’. The report recommends additional 
training for those teams; also robust enquiries about 
mental health at booking assessments (usually about 10 
weeks into pregnancy), and early involvement of senior 
staff in assessments. Concerns were raised that some 
women’s symptoms of underlying distress were written off 
as anxiety, or they were simply described as ‘impulsive’ 
or having ‘no planning in place’. The report also urges 
women and their families to speak up about any mental 
health fears.

Prof. Ian Jones, vice-chair of the perinatal faculty 
at the Royal College of Psychiatrists, commented: ‘For 
every woman who dies, there are many more who are near 
misses … These findings … remind us that pregnancy and 
childbirth are not for all women times of joy but may herald 
episodes of severe mental illness.’

Siddique, H (2015) Half of perinatal suicides by women ‘could 
be prevented by better care’. The Guardian. 8 Dec.

BIG INCREASE IN SERIOUS MH 
INCIDENTS & SUICIDES 
Statistics from NHS England’s 58 mental health trusts show 
that the number of ‘serious incidents’ rose from 6,074 in 
2012–13 to 7,345 in 2013–14, and 8,139 in 2014–15. This 
amounts to an increase of 31% over three years.

At the same time, unexpected deaths among mental 
health patients increased by more than a fifth: there were 
1,713 during 2014–15, up 21% from 1,412 in 2012–13.

And during the two years to March 2015, the number 
of mental health patients attempting or committing suicide 
also increased by 26%, to 751.

Possibly ‘a more open culture’ since the mid-Staffs 
scandal has encouraged a higher level of incident reporting, 
but former mental health minister under the coalition, Liberal 
Democrat MP Norman Lamb, who obtained the figures, 
declares that some services are ‘struggling to cope’ and 
have been left ‘threadbare’ by underfunding.

D’Arcy, S  (2016) Mental health deaths in NHS up by more than 
a fifth over three years, new figures show. The Independent. 26 
Jan; Pym, H (2016) Rise in serious incidents at English mental 
health trusts. BBC News. 26 Jan.
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MH CUTS ‘PUT LIVES AT RISK’
A review by The King’s Fund suggests that there is now 
‘widespread evidence of poor quality care’ due to cuts to 
adult mental health services in England. As well as carrying 
out its own analysis, the think-tank looked at official data 
and previous research. 

There is growing evidence of inadequate support 
for those with serious problems. Only 14% of a sample 
of patients reported receiving appropriate care in a 
crisis, while hospital bed occupancy rates were routinely 
exceeding recommended levels, and increasingly patients 
are sent to units many miles from home. Researchers 
link these developments to the use of unproven, cheaper 
services in a bid to balance the books. 

The government keeps saying more money is being 
made available for mental health, but 40% of all MH trusts 
saw their income fall in 2015.

The review warns that many of the changes now being 
made to help trusts cope with cuts to their budgets are 
‘a leap in the dark’ due to a lack of evidence that they 
would work. Changes include merging specialist teams 
that deal with crises and those that provide early access 
to psychosis services, into generic ‘community teams’ 
that are not always equipped to deal with the demands 
put on them. One mental health charity says ‘disappearing 
services’ are putting lives at risk.

The King’s Fund found that more than two-thirds of 
MH trusts were or had recently overhauled services; of 
those, more than half planned to reduce staffing levels or 
the skills-mix in its workforce; a quarter aimed to use less 
qualified staff, by replacing nurses with volunteers and 
support workers; more than 10% said they would further 
reduce bed numbers.

The rationale for these cost-cutting changes is ‘to 
move care from the hospital to the community, focusing on 
self-management and recovery’.

However, Stephen Dalton, of the NHS Confederation’s 
Mental Health Network, which represents providers of MH 
and learning-disability services in England, told BBC Radio 
4’s Today programme: ‘There is a yawning gap between 
the rhetoric and reality when it comes to mental health 
policy in England … Mental health policy in England has 
become a spectator sport with everybody from the prime 
minister to NHS England standing on the sidelines talking 
about what should happen, whilst local services actually 
aren’t seeing any new funding, and in fact are being cut. 
And that, together with cuts to social care, is resulting in 
the most dreadful stories and experiences for people who 
are very vulnerable and in need of services.’

Health ministers say that MH spending increased by 
£300m last year – to £11.7bn – and that improvements 
are being made by steps such as the introduction of 
waiting-time targets, as part of the drive to achieve ‘parity 
of esteem’ between mental and physical health services. 
Care Minister Alistair Burt said: ‘We have made great 
strides in the way that we think about and treat mental 
health in this country. We have made it clear that local NHS 
services must follow our lead by increasing the amount 

they spend on mental health and making sure beds are 
always available. But as well as providing care for those in 
crisis, it is right that we invest in helping people early on so 
they can avoid that crisis and manage their conditions with 
support at home rather than in hospital.’

Triggle, N (2015) Mental health cuts ‘put lives at risk’. BBC 
News. 12 Nov.

MH TRUST FAILS TO INVESTIGATE 
UNEXPECTED DEATHS 
In the four years to March 2015, one NHS trust failed to 
properly examine the unexpected deaths of 1,454 mental 
health and learning-disability patients. A report blames 
‘failure of leadership’ at Southern Health NHS Foundation 
Trust, which covers Hampshire, Dorset, Wiltshire, 
Oxfordshire and Buckinghamshire. This is one of the UK’s 
biggest MH trusts and provides services to about 45,000 
people. 

Southern Health says it ‘fully accepted’ the quality of 
processes for investigating and reporting a death needed 
to be better, but says it has now improved. However, this 
report says: ‘We have little confidence that the trust has 
fully recognised the need for it to improve its reporting and 
investigation of deaths.’

The investigation was commissioned by NHS England 
and carried out by the audit firm Mazars. 10,306 patients 
died during those four years. Most of the deaths were 
expected, but 1,454 were not. Of the unexpected deaths, 
272 were deemed ‘critical incidents’, but only 195 out of 
all the unexpected deaths were treated by the trust as ‘a 
serious incident requiring investigation’ (SIRI).

The likelihood of an unexpected death being 
investigated depended very much on the type of patient. 
Adults with mental health problems were the most likely 
to be investigated: 30% were looked into. For those with 
learning disability the figure was 1%, and among over-
65s with mental health problems it was just 0.3%. Under 
Southern Health, the average age at death of those with 
a learning disability was 56 – more than seven years 
younger than the national average.

The report found that even when investigations were 
carried out, they were poor quality and often extremely 
late. Repeated criticisms from coroners about the 
timeliness and usefulness of reports provided for inquests 
by Southern Health failed to improve performance, and 
there was often little effort to engage with the families of 
the deceased.

Key findings: The trust could not demonstrate a 
comprehensive systematic approach to learning from 
deaths; despite having comprehensive data on deaths, the 
trust failed to use it effectively; too few deaths among those 
with learning disability and over-65s with mental health 
problems were investigated, and some cases should have 
been investigated further; there was no family involvement 
in nearly two-thirds of the investigations. 

The report finds that there was ‘no effective 
management of deaths or investigations’ or ‘effective focus 
or leadership from the board’. Even when the board did 
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ask relevant questions, they were constantly reassured by 
executives that processes were robust and investigations 
thorough. The culture of Southern Health, which has been 
led by Katrina Percy since it was created in 2011, ‘results 
in lost learning, a lack of transparency when care problems 
occur, as well as lack of assurance to families that a death 
was not avoidable and has been properly investigated.’

The report was ordered in 2013, when an eighteen-
year-old patient in a Southern Health hospital drowned 
in a bath following an epileptic seizure. An independent 
investigation said his death had been preventable, and an 
inquest jury found neglect by the trust had contributed to 
his death. 

Buchanan, M (2015) NHS trust ‘failed to investigate hundreds 
of deaths’. BBC News. 10 Dec.

ONE CHILD IN NINE SEXUALLY ABUSED
During the last twenty years or so, research has established 
a high correlation between the development of serious 
mental health problems and childhood abuse.

The Children’s Commissioner for England has now 
reported on its study of the sexual abuse of children. 
To date, this is the most detailed English analysis of the 
problem, looking at information from a range of sources, 
including police, local councils and surveys from more 
than 750 survivors of abuse.

The report found that one-in-nine (11.3%) young adults 
aged 18–24 reported sexual abuse during childhood. But 
for every eight sexually abused children, only one comes 
to the attention of the authorities at the time.

About 50,000 cases of child sexual abuse were 
recorded between April 2012 and March 2014. However, 
during that period only 9,921 cases were confirmed by the 
police, and there were only 6,414 convictions. Moreover, 
it seems that most abuse victims didn’t tell anyone about 
what was happening until they were twelve or older. This 
means that up to 85% of such abuse is unreported at the 
time. In which case, based on the 11.5m children and 
young people living in England, the report estimates that 
the actual number was perhaps 425,000 during those two 
years.

And although recent media attention has focused on 
abuse in institutions or by organised groups of strangers, 
the typical perpetrator is a family member or someone 
known and trusted. The report found that two-thirds of 
child sexual abuse took place inside the family or within 
the close circle around it; 75% of the victims were girls; the 
highest risk was at the age of nine; victims often did not 
speak out until adolescence or later, when they had then 
recognised what had happened – 26% only realised after 
the age of 18; and even if a child did tell someone at the 
time, often the abuse did not stop.

Children’s Commissioner Anne Longfield commented: 
‘… There are always signs. Mental health problems, 
children can become withdrawn or show overly sexualised 
behaviour. If you know the child, it will be obvious to see 
changes in their behaviour.’

Norfolk Chief Constable Simon Bailey is in charge 
of child protection and abuse investigations nationally. 
He said: ‘The numbers are staggering [but] I’m not that 
surprised. I’ve regularly talked about the level of child 
abuse reported to police as being the tip of the iceberg.’

He said that the police had made significant 
improvements in dealing with child abuse reports, but there 
was still work to do. ‘Jimmy Savile in 2012 was a watershed 
moment, for the police service in particular. This now has 
to be a watershed moment for all agencies involved in 
child protection. We have to fundamentally rethink how we 
go about stopping abuse of this nature happening on the 
horrific scale the commission has identified.’

The report calls for a major strategy by government to 
prevent child abuse. This should include: increasing the 
responsibilities of those working with children; teaching 
schoolchildren as young as five about healthy and safe 
relationships; teaching them to talk to an appropriate 
adult if they are worried about abuse; training teachers to 
recognise the signs and symptoms of abuse, and to act 
accordingly; supporting children from the moment they 
disclose abuse; having a child psychologist or appropriate 
intermediary in evidence interviews with the child; making 
sure all police forces record child sexual abuse-related 
crimes.

The Department for Education said it would ‘carefully 
consider’ the recommendations in the report. A spokesperson 
said: ‘[This government] set up the first ever cross-
government child protection taskforce to overhaul the way 
police, schools, social services and others work together in 
tackling this abhorrent crime. We have also invested an extra 
£100m to support vulnerable children and we are providing 
£7m for services supporting child abuse survivors.’

Meanwhile, The National Association for People 
Abused in Childhood (Napac) does not want to wait for an 
adequate official response. It reckons one million adults in 
the UK will have suffered childhood sexual abuse, and yet 
key workers rarely recognise or address childhood trauma. 
According to its survey of survivors, recovery is hampered 
by officials’ reluctance to address the issue. More than 
80% of the victims of childhood sexual abuse had to pro-
actively disclose what had happened – and many found 
that as traumatic as the original abuse. Many said they 
could have disclosed abuse sooner – and received help 
earlier – if they had been sympathetically asked whether 
they had been abused.

Napac wants to offer its training to social care 
workers across the country. As well as advice on how to 
broach the topic, professionals will be taught how cope 
with vicarious trauma after listening to survivors speak 
about their harrowing ordeals. Napac’s training officer, 
Sarah Parnell, says many survivors receiving help for 
homelessness, alcoholism or drug use are not getting the 
right kind of treatment because they are not being asked 
to address the root cause of their trauma. Many had been 
‘sending out signals since their childhood in the sometimes 
desperate hope that these will be picked up and acted on 
… If professionals keep waiting for clients to be ready, they 
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may wait forever… Everybody should have this training. 
We should be thinking about making survivors’ issues 
everybody’s business, so people can receive the help they 
really need.’

In the meantime there will be a pilot scheme to train 
groups such as dental nurses and letting agents in how to 
spot signs of sexual abuse. Napac chose those professions 
because a visit to the dentist is often distressing and can 
trigger flashbacks, and letting agents often meet people 
who have been homeless. 

Protecting Children from Harm: A critical assessment of child 
sexual abuse in the family network in England and priorities for 
action. (2015) London: The Children’s Commissioner; Thousands 
of child sex abuse cases missed, report says (2015) BBC 
News. 24 Nov; Holt, A (2015) Child sexual abuse: How big is 
the ‘iceberg’? BBC News. 24 Nov; Halliday, J (2016) Dentists to 
receive training to spot sex abuse survivors. The Guardian. 2 Jan. 

MANY CHILDREN LET DOWN BY MH 
SERVICE
Nearly a hundred children a week call ChildLine because 
abuse affects their mental health or wellbeing. However, 
NSPCC research finds that across England in 2014 nearly 
40,000 desperate young people did not meet the criteria 
for receiving help. This was more than a fifth of all children 
referred to the mental health services, and it was known 
that many had problems due to abuse: 186,453 cases were 
referred from GPs and other professionals, but 39,652 did 
not get any help. Usually they ‘did not meet the clinical 
threshold for receiving help from Child and Adolescent 
Mental Health Services (CAMHS)’.

A child or young person and the family can be referred 
to CAMHS if he or she finds it hard to cope with family life, 
school or the wider world. CAMHS is supposed to provide 
access to psychologists, nurses and social workers, so 
as to help with violent behaviour, depression, eating 
difficulties, anxiety, obsessions, self-harming and the 
effects of abuse or traumatic events, as well as serious 
mental health problems such as those diagnosed as 
bipolar disorder and schizophrenia.

In six mental health trusts where children who had 
problems associated with abuse or neglect were referred 
to CAMHS, one-in-six cases were rejected (305 from 
1,843). The NSPCC says that reported cases of abuse 
were soaring in the UK, and ‘a time bomb of serious mental 
health conditions is being created’. 

This year the NSPCC reported its survey of 1,256 
UK psychologists, teachers, GPs and social workers who 
work with children. 96% said there was insufficient help for 
children who have suffered sexual abuse. Just over half 
blamed waiting lists, and 78% said accessing help had 
become more difficult in the last five years. The charity found 
that children often have to wait more than five months to 
get specialist support, and that abused children often have 
to develop chronic mental health problems, and be suicidal 
or self-harming before services are made available. There 
are tales of young people deliberately self-harming or trying 
to kill themselves so as to speed up referral.

As well as CAMHS, the survey also looked at services 
such as counselling and CBT, provided by the NHS and 
the voluntary and private sectors. 98% of the professionals 
polled said there were not enough of these services, either.

The NSPCC recognised that if abused children did 
not receive the right kind of help and support, the damage 
could last a lifetime and many could suffer from post-
traumatic stress disorder, depression or suicidal thoughts 
in adulthood. A senior clinician, responsible for the care 
of thousands of children, told the BBC that staff felt 
‘desperate’ about the lack of help available.

Children turned away by mental health services (2015) BBC 
News. 12 Oct. Mental health care ‘insufficient for abused 
children’ (2016) BBC News. 27 Jan.

BOOMTIME FOR RITALIN
It remains questionable that attention deficit hyperactivity 
disorder (ADHD) is a specific condition. Short attention 
span, impulsivity and restlessness (being fidgety) were 
first recognised as symptoms of mental illness in the 
1980 Diagnostic & Statistical Manual. Now 5% of the UK’s 
schoolchildren are said to have this behavioural disorder. 
(This is less than half the US level of diagnosis.) Children 
are mainly diagnosed between the ages of aged six and 
twelve, and ‘the condition’ generally improves with age 
– many ‘grow out of it’. Meanwhile, the default official 
response is Ritalin medication.

As a result, prescriptions for Ritalin have more than 
doubled in a decade and there are now fears that children 
are being ‘wrongly’ given the drug. Fears have also been 
raised over the long-term side effects of the medication. It 
can be addictive and has been linked to loss of appetite, 
stunted growth, mood swings, sleeping problems and a 
raised heart-rate.

The NHS says that 922,200 prescriptions were issued 
in 2014 for methylphenidate hydrochloride, the chemical 
name for Ritalin and similar drugs. This is up from 661,000 
in 2010 and 359,100 in 2004. Yet NICE guidelines state that 
the drug should be used for ADHD only as a last resort, after 
doctors have tried counselling and behavioural therapy. Dr 
Tony Lloyd, chief executive of the ADHD Foundation, said 
children are being let down by being prescribed the drugs 
too readily. ‘The guidelines are clear that drugs should be 
dispensed as a last resort. But that is clearly not what is 
happening. They are prescribing because child mental 
health services are overwhelmed.’

Kate Fallon, chief executive of the Association of 
Educational Psychologists, said the drugs were being 
prescribed by ‘harassed paediatricians’. ‘We hear stories 
of teachers who had no idea that one of their pupils had 
ADHD until mum appears with Ritalin. Conversely, we hear 
of teachers telling parents, “We can’t deal with this child, 
so you should go to the doctor”.’

It is claimed that Ritalin works by increasing activity 
in areas of the brain responsible for controlling behaviour. 
Doses are taken one to three times a day. Last year a 
leading brain scientist stated that ADHD is not a disease 
but rather a ‘description’ of symptoms, suffered by most 
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people at some point in their lives. Dr Bruce Perry, of the 
Child Trauma Academy, in Houston, Texas, said: ‘If you 
look at how you end up with that label, it is remarkable 
because any one of us at any given time would fit at least 
a couple of those criteria.’

Now a Cochrane metastudy has looked at 185 drug 
trials involving more than 12,000 children or adolescents. It 
concludes that all the studies were poor and their evidence 
‘very low quality’. All the same, the authors say this did 
not mean that the drugs are not useful – the Cochrane 
findings suggest they do help children concentrate 
at school – but any benefits must be closely weighed 
against the risks. Stimulants like Ritalin should be used 
for hyperactive children, but ‘judiciously’ because they 
can have unpleasant side effects. And better studies are 
needed to help doctors do this. 

Among children who were given Ritalin, on average, 
52.6% experienced unpleasant side effects, compared 
with 40.8% of those in the control group given a dummy 
pill or no medication. This was a 29% increased risk of side 
effects. The risk of serious adverse events was extremely 
low, but it was difficult to predict who might experience the 
more common unpleasant side effects.

Tony Lloyd says drug treatment should be used only 
as an adjunct to behavioural therapies, as recommended 
by NHS guidelines. But this was not happening. ‘The fact 
of the matter is that in the UK medication is the first line of 
treatment and pretty much the only line of treatment. That 
needs to change.’ According to him, ADHD is still under-
recognised and under-treated in the UK.

However, others fear that children don’t really need the 
drug at all, and yet prescriptions have nearly trebled in ten 
years. There are also fears about long-term side effects.

In the meantime, is anyone interested in the fact that 
apparently the condition ‘kicks in’ when energetic boys 
(and some tomboys) are suddenly forced to submit to the 
overbearing discipline of an education system run according 
to the prejudices of unimaginative schoolmarms?
Borland, S (2015) Ritalin use soars as prescriptions reach 1m 
a year. Mailonline. 16 Aug; Experts call for caution over Ritalin 
(2015) BBC News 25 Nov.

And finally, perhaps some better news?

SLIPPERY DAVE PROMISES TO BOOST 
MH SPENDING
At some point, one-in-four people will suffer from mental 
ill health such as anxiety or depression, while suicide is 
the biggest killer of men under 50. Evidence suggests 
that mental health is now the public’s No. 1 concern 
about NHS care. So it is not surprising that Prime Minister 
David Cameron recently embarked on a charm offensive, 
focusing on mums and mental health.

The Con/Lib coalition had pledged to put mental health 
conditions ‘on a par with physical illness’. However, by last 
summer YoungMinds was complaining that in 2014 alone 
£35m was cut from the mental health budgets for children 
and young people. They and other charities estimated that 

in real terms the funding for all mental health services fell 
by nearly £600 million (8%) between 2010 and 2015.

A year ago the coalition government promised to 
increase funding for mental health services for children 
and new mothers by £1.25 billion in the five years to 2020. 
Now this seems to be forgotten, but Cameron has urged 
‘a more honest national debate’ so as to ‘stop sufferers 
feeling ashamed’, and promises more services to tackle 
postnatal depression and other mental health conditions. 
He calls this ‘a revolution’ in Britain’s treatment of, and 
willingness to discuss, mental illness.

‘Mental illness isn’t contagious. There’s nothing to be 
frightened of. As a country, we need to be far more mature 
about this. Less hushed tones, less whispering; more frank 
and open discussion. We need to take away that shame, 
that embarrassment, let people know that they’re not in 
this alone, that when the clouds descend, they don’t have 
to suffer silently. I want us to be able to say to anyone who 
is struggling, “talk to someone, ask your doctor for help, 
and we will always be there to support you”.’

The Government now says it will end the postcode 
lottery whereby three-quarters of the 40,000 women 
a year who experience postnatal depression or other 
mental health conditions do not receive vital treatment 
intended to keep families together, protect babies and 
reduce the risk of maternal suicide. It promises that by 
2020 every pregnant woman and new mother will be 
getting specialist NHS help for psychological problems 
related to childbirth.

This guarantee to care for every mother who needs it 
will tackle what the Maternal Mental Health Alliance claims 
are ‘shocking gaps’ in ‘patchy’ NHS maternal mental health 
services. Cameron says he recognises that urgent action 
is needed on maternal mental illness because ‘if untreated 
this can turn into a lifelong illness, proven to increase the 
likelihood of poor outcomes to the mother or new baby.’

In the next five years the NHS will put £290m into new 
community perinatal mental health teams and more beds 
in mother-and-baby units, so as to help women battling 
post-traumatic stress disorder, postpartum psychosis and 
other similar conditions. There are about 120 in England 
but experts say 60 more are needed.

Simon Stevens, chief executive of NHS England, 
says there are also plans for major improvements in other 
areas of mental health care. At the moment, fewer than 
10% of England’s A&E units have a liaison psychiatry 
service; almost £250m will be put into ensuring that ‘at 
least half will have specialist mental health personnel on 
duty around the clock.’ [Why not all of them?] And another 
£400m will go into expanding the still small number of 
teams of psychiatric specialists based outside of hospitals 
who help people having a mental health crisis, such as 
a psychotic episode or those at serious risk of suicide. 
Stevens promises that by 2020 everywhere in England 
will have one. ‘Social care services, the ambulance 
service and the police will give families a place they can 
refer to and help support people at home rather than them 
just ending up on the streets, in a police cell or off to the 
A&E department.’
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These improvements would take the total increase in 
mental health spending, over five years, to £940m.

In future, NHS mental health trusts will also be paid 
to ensure that patients they are looking after get a regular 
physical health check-up, which until now has too often 
been neglected. Many people’s mental health problems 
contribute to them having worse physical health than the 
general population because they do not manage their 
condition well.

Some of the millions who suffer psychologically, often 
with anxiety and depression, due to having long-term 
conditions such as diabetes and heart failure, will also 
be offered cognitive behavioural therapy to help them, 
through an expansion of ‘talking therapies’. Stevens said 
600,000 unemployed people who also had mental health 
problems would be among the first to benefit, to help them 
back into work.

Younger, R (2015) Revealed: Tens of millions slashed from 
mental health budgets. ITV News. 27 July. Campbell, D (2016) 
NHS to give specialist help to tackle mental strain of childbirth. 
The Guardian. 11 Jan. 
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STOP PRESS: 

CHANCELLOR’S PSYCHIATRIST 
BROTHER ABUSES PATIENT 
Psychiatrist Adam Osborne is the Chancellor’s brother. 
In training, he illegally wrote prescriptions for a girlfriend, 
a family member and an escort girl, and in 2010 was 
duly suspended for six months. He was recently again 
suspended, and after another General Medical Council 
hearing he is now ‘struck off’ the medical register. 
Osborne admitted having, for two years or so, ‘an 
inappropriate emotional and sexual relationship’ with 
a vulnerable patient. When he ended the relationship, 
she tried to kill herself. He then sent her threatening 
emails, trying to make her drop a complaint against him. 

Chancellor’s brother admits sex with patient (2016) The 
Guardian. 9 Feb; Halliday, J (2016) George Osborne’s 
brother struck off after affair with vulnerable patient. The 
Guardian. 11 Feb.
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I suffered from postpartum psychosis, and last June, at 
Rich Mix, in London, I had an exhibition that dealt with 
issues related to that condition. There was also a debate 
exploring the link between creativity and madness, and 
whether art could be used as a substitute or in conjunction 
with medication.

 Being creative has worked for me. And since 2014, 
when I stopped breastfeeding, the auditory and visual 
visions have both abated. Although I remain vulnerable 
to psychosis, I am aware of the symptoms and, in effect, 
know how to stop the mental descent.

There were three psychiatrists on the panel for the 
debate: my former psychiatrist, Dr Bass, my former 
psychiatrist in Brussels, Dr Thys, and my publisher at 
Muswell Hill Press, Dr Read. Each was adamant that 
I was an atypical case, and that most of the mentally ill 
patients they knew didn’t possess the same creative outlet 
or facility. Each advocated medication as the best option 
for anyone with a severe mental illness.

I have been diagnosed with schizo-affective disorder. 
I assume that counts as a serious mental illness, but the 
way I manage my condition is not the norm. I have never 
argued that people should emulate my approach, but I do 
argue that creativity has a palliative impact on the brain.

In August Dr Bass asked to see me. Staying in my flat in 
East London brought back memories of the psychosis. As I 
walked to the hospital, I experienced flashbacks of standing 
on the corner of Valance Road, singing at the top of my 
voice and believing that all the drivers were clones. Entering 
the hospital, I saw patients who were visibly mentally 
unwell, and recalled my time at Mile End hospital – I loathed 
sitting in the waiting room, feeling stigmatised just by being 
there. When I was receiving care I became mentally more 

Self-portrait featured in my Rich Mix show, 
June 2015 

SHOULD MENTAL 
HEALTH 
PATIENTS 
BE FORCED 
TO TAKE 
MEDICATION?

Sanchita Islam

debilitated than when I was not. I see no-one now, take no 
medication, and deal with my mental issues my way.

In my book Schizophrenics Can Be Good Mothers, 
Too, there is an essay that asks: ‘Do psychiatrists have 
all the answers?’ Since first seeking help with my mental 
health issues, I have seen more than forty different health 
care practitioners – an experience which unquestionably 
exacerbated my mental health problems.

Entering Dr Bass’s new office, I thought he was going 
to talk about the book or the exhibition. Officially, Dr 
Bass is no longer my psychiatrist, and hasn’t been since 
2009. So I was shocked when he said ‘Do you think you 
might reconsider taking medication?’ An uncomfortable 
conversation ensued, but I remained adamant, and said, ‘I 
just don’t believe in a miracle panacea in the form of a pill.’

I respect Dr Bass, and maybe he believes medication 
would take the edge off my condition. I can get triggered 
easily, I go through extremities of mood, my behaviour 
can verge onto the reckless, and so on. But I have always 
found a way out of the mental pit.
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WAVING, NOT 
DROWNING?

‘DON’T FORGET 
WHAT HAPPENS 
WHEN YOU SKIP 

YOUR MEDS.’

Since working in higher education I have become an avid 
reader of campus novels. They range from the entertaining, 
insightful and amusing to the downright awful. I recently 
read Richard Russo’s Straight Man, which is quite typical 
of the genre in its gentle mockery of academia. In this case 
the focus is an English Department.  In my view it’s not one 
of the best, but it includes a very interesting extract that I 
wanted to share with Asylum readers. 

This extract is a piece of writing composed by one 
of the book’s characters. The story beautifully illustrates 
some of the dilemmas people face in deciding whether to 
take prescribed psychiatric medication. I thought it would 
sit well alongside Sanchita Islam’s interesting article.   

To anyone who questions why people continue to take 
meds, or why they come off them, it’s worth reflecting on.  
I’ve reproduced it in full because I think stories like this 
articulate these dilemmas really well: 

 
‘Her name was Yolanda Ackles, and she’d been a long-

time resident at the Hereford Clinic until it was decided 
that she should be mainstreamed.  One of the first things 
Yolanda did after she settled into her new apartment was 
sign up for classes on campus. She was encouraged to 
do this by her counsellor who assured her that the state 
would pay. The counsellor’s only other advice was for her 
to stay on her medication: “Don’t forget what happens to 
you when you start skipping”.

The problem with the medication was that it made 
everything fuzzy and abstract and gray. Still Yolanda 
appreciated the fact that her meds allowed her to go 
among other people, who would treat her, when she was 
medicated, much like they would treat any other ... It was a 
relief not to be viewed as someone with special problems.  

Dr Bass’s insistence that I should take meds 
reminded me of Julie Burchill’s son, Jack Landesman. 
In July 2015, after a long battle with mental health 
problems, at the age of 29 he committed suicide. Julie 
Burchill then gave a candid interview in The Sunday 
Times magazine in which she argued: ‘In my opinion, 
people with extreme mental health issues should be 
forcibly injected with the medication which helps them 
– screw human rights.’

This controversial view also reminded me of the 
late playwright, Sarah Kane, who had battled with 
crippling depression. Her last play, 4.48 Psychosis, 
resonated with me profoundly. I have tried meds in the 
past – none suited me and the side effects were horrific 
– and apart from poignantly portraying the complex 
battle with the demons that can plague the mind, the 
protagonist in that play describes her experiences 
with medication. Tragically, after going into care in a 
psychiatric ward at King’s College Hospital, 28-year-
old Sarah Kane hung herself with her shoelaces. Staff 
had not checked her for more than ninety minutes. 
She was in hospital for overdosing on antidepressants 
and remaining suicidal. Would forcible administration 
of medication have saved either life? No one can 
answer this question.

Surely it is my fundamental right to decline 
medication. If I didn’t have that choice and I had been 
coerced into taking medication, I don’t think I would be 
sitting here typing coherent sentences. I have been 
in a severely psychotic state, and I know that the 
condition poses a danger to the person or to others, 
and that mental health practitioners have a duty of care 
to administer appropriate medication. If my husband 
hadn’t been with me during my second psychotic 
episode, and I had not received the anti-psychotic 
that knocked me out, I dread to think what would have 
happened. But now I am not psychotic, and haven’t 
been for a long time. Once you are diagnosed with 
a mental health condition, does that mean you have 
to carry the label for life? It seems so. All the same, 
please let me manage my own mind through art, 
writing, ideas, publications and exhibitions, because 
this is the best way of controlling my life and the best 
way I can contribute meaningfully to society.

Julie Burchill’s statement was provocative, and as 
a mother of two sons, I can’t even begin to fathom her 
pain. Living with someone with mental health issues 
is not easy – it is lonely, thankless, and sometimes 
relentless. However, I think coercing people to take 
medication should be the last resort. There will be 
times that are challenging, but living medication-free 
is my decision. Everyone has the right to manage their 
own minds, to make choices about their mental health, 
and for those choices to be respected. ■

Sanchita Islam is the author of Schizophrenics Can Be Good 
Mothers, Too (Muswell Hill Press, 2015), written under the 
pseudonym Q.S. Lam. 
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She sat in the rear or off to the side in her classes, 
and she took lots of notes, though these did not always 
make sense to her later. She studied her professors 
meticulously for signs of kindness; and she was 
often more interested in these signs than in what her 
teachers had to say about cell division ... 

Despite her difficulty in processing information, 
her inability to differentiate between important and 
less important facts, her tendency to mishear, to get 
sidetracked, to mistake irony for its opposite, she 
managed to do comparatively well ... As long as she 
stayed on her medication, she could compete with 
the hangover, the lazy, the drug addled, the terminally 
bored.

There was no need for her counsellor to remind 
Yolanda about what happened when she skipped her 
meds. She had not forgotten. In fact she remembered 
fondly. It was like there was suddenly wind for her sails 
after months of breathless calm. Properly medicated 
Yolanda felt becalmed on a flat lake where others were 
sitting about merrily, wind snapping in their sails, and 
she could hear the sound of her laughter and catch, 
every now and then, a scrap of joyous conversation. 
What is fair that there should be wind on one part of 
the lake and not another?

Skipping her medication caused the sails of her 
own small craft to billow like the others, allowed her 
to join in the merriment, tacking in and out among the 
other revellers, the wind in her hair and her clothing. 
The low gray sky when high and blue, the air so clear 
that Yolanda could almost see in the high cirrus clouds 
the face of a benevolent God. She was still alone, 
of course, but it was exhilarating to move, and the 
laughing people from nearby boats waved to her in a 
manner that made her feel welcome, even though it 
was impossible in such a wind to do much more than 
wave and smile. 

This was what it felt like to Yolanda when she 
skipped her medication, and this is why there is no 
danger of her forgetting her counsellors warning. And 
she knew he was right. If she stayed off her meds too 
long, the warning winds grew too strong, ripping her 
fragile sails to shreds and driving her into the rocks of 
the Hereford Clinic, a thing Yolanda did not want. Still, 
even that was not so much worse than the return of the 
dreaded calm of the medication, of seeing the other 
boats sail merrily off, of realizing that the other revellers 
had been waving not to her but to each other.’ ■

From Richard Russo’s Straight Man. Vintage Books, 
London, 1998, pp. 316–17.

As ever, Asylum would be interested to hear other 
people’s reflections: editors@asylumonline.net 

Follow us on twitter: @Asylumnw
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Day Tripper Enlightened
Debra June Williby-Walker

cold, secluded, and barren
one teardrop from the moon
gave essence to my condition

as the moon-drop fell onto my face
a manifestation evolved
calling my spirit forth

when the wind whistled 
and the howling of the wolves
resonated all around me

i fell to my knees
reached for the heavens
and savored the moment within 

Beneath the Veil
Debra June Williby-Walker
(Inspired by Eric Reusch)

in the stillness
visions appear often
...she sees

in the night
within her dreams
...she soars

in the moonlight
iniquity is atoned
...she breathes 

in the darkness
beneath the veil
...she lives
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Introduction: A new terror
Mental health service users came under a new threat 
when the New Labour government talked about getting 
a million people off welfare benefits. While policy was 
directed against all the disabled, it particularly penalised 
mental health service-users because they frequently 
lack the physical signs of illness or impairment that is 
conventionally associated with disability, and they were 
also already heavily stigmatised. Yet this so-called welfare 
reform was not such a complete shift in social policy. After 
all, mental health service-users were already liable to 
have their rights restricted, be forcibly institutionalised and 
subjected to forced ‘treatment’, while there was powerful 
evidence that many – notably women and members of 
black and minority ethnic groups – suffered from additional 
negative discriminations.

However, the ‘welfare reforms’ carried out by 
subsequent Coalition and Conservative governments has 
taken reactionary policy to a new level. When a government 
attacks and kills its own people it is usually understood as 
repression or civil war. Due to the UK’s recent neo-liberal 
social policies, some of the most disempowered and 
marginalised – the disabled, mental health service users, 
people with learning difficulties and others with long-term 
conditions – are now on the receiving-end of policies more 
punitive than any in living memory. It is reasonable to view 
this as a radical departure for public policy. I want to look 
more closely at this reality, its implications, and how we 
may best understand and respond to it. 

The limits of the welfare state
It may be helpful to look at the historical context of these 
developments. The welfare state created after 1945 broke 
with much that had gone before. It broke the old Poor 
Law link between income and help, in which a person had 
to be destitute to get any help, and instead it created a 
universalist NHS, open to all; it sought to provide decent 
council housing for everyone in need, and an income 
maintenance system that broke with the old idea that it 
was peoples’ fault if they had no work or couldn’t manage. 
Most of all, it was based on the idea of full employment 
– that there should always be jobs for those who needed 
them, and people were no longer to be at the mercy of 
market cycles and the poverty and insecurity that go with 
them. 

With hindsight we can also see two great failings of the 
original welfare state. First, it was essentially paternalistic, 
seeking to improve conditions for people and do good for 
them, without including or involving them in the process. 
Secondly, it failed to treat difference with equality, or even 
adequately take account of it. So for women it was back 
to the home, back to a subordinate role; around all the 
dimensions of equality, race, sexuality, class, culture, 
belief, disability, the welfare state was the prisoner of its 
age, although in the intervening years its advocates did 
much to challenge this fact. (Beresford)

But there is also another major failing of far-reaching 
importance, very pertinent but not often discussed. That 
is the post-war approach to mental health, which failed 
to break with the past. Mental health provision was still 
based on, and reinforced, the narrow medical model; 
it was ever more reliant on drugs; it was still based on 
individualising, pathologising ideas closely linked with 
compulsion, stigma, secrecy and abuse, and people were 
still too often institutionalised. Physical and mental health 
were understood and treated very differently.

So if times now seem hard, it is important to be clear 
that there was no golden age of mental health policy and 
practice to return to. I am not saying everything was bad 
– the humans in the system made sure that wasn’t so. But 
we would be unwise to hope to go back to those days, for 
more of the same, for a return to the 1950s and 60s. The 
traditional approach didn’t work. And it was often cruel, 
unkind, insensitive and inhuman, mechanical, punitive 
and, of course, in many ways discriminatory.

A cruel new paradigm
This is not to say that what is happening now is the same 
as it was then. That is another important distinction I need 
to draw. If the post-war welfare state failed to result in a 
paradigm shift for mental health, I believe that increasingly 
in recent years governments, and particularly today, have 
been taking us in that direction.

It seems to me that the present UK government is 
committed to a politics of destruction. It is hacking away at 
the role of the state as offering support, while nonetheless 
seeming to reinforce its control of people. I believe this 
government is committed to finishing with the values which 
our grandparents fought for before, during and after the 
Second World War, which found expression in the welfare 

The following two articles are written up from papers delivered at the PCCS Conference POSITIVE ACTION 
FOR CHANGE IN MENTAL HEALTH SERVICES, held at Nottingham last November.

Countering Mad Politics 
with Mad Studies

by Peter Beresford
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state – social security, public housing and the NHS. I 
believe this government and its fellow-travellers will only 
be happy when those achievements are cut, outsourced or 
privatised out of existence. Sometimes the politicians are 
even honest about their intentions. 

This is a government that seeks constantly to divide 
and rule, to make one group hate another, to set us at 
each other’s throats – as ‘strivers’ and ‘skivers’, citizens 
and immigrants. This government enthuses over what 
it calls competition, making us fight each other for ever-
diminishing pots of money, while making the wealth we 
create available for the profit-making of big corporations. 
This government seeks to destabilise us all by increasing 
our uncertainty, fear and anxiety, whether about the 
threats they identify to national security or from different 
generations – the young versus the baby boomers – or 
from different faiths and cultures. Let alone supporting 
social justice, this government has undermined justice 
in our society; it has slashed legal aid and recently 
introduced charges for people pleading not guilty. It is a 
government that seems determined to encourage hate 
crime by attacking, with its media allies, mental health 
service users and others, saying they make themselves 
dependent. This government wants to make us deny who 
we are, to not see ourselves as the people it oppresses. 
Instead we should be ‘aspirational’, we should fantasise 
that we are someone else, that is, on a par with the tiny 
band of the super rich that always manages to benefit the 
most. We have a government committed to denying who 
we are and wanting us to deny ourselves, as well. Any of 
us might need help at any time, but that is how it justifies 
welfare cuts.

A maddening politics
It seems to me that this is a government committed to 
generating mental ill-health, whose welfare ‘reforms’ have 
undoubtedly increased many people’s distress, driven 
thousands to contemplate suicide and hundreds to actually 
carry it out.

A politics that is essentially distressing and maddening 
is not going to take mental health policy and practice 
at all seriously. It seeks to make you deny who you are 
and hate everyone else. It is a politics of madness. The 
government’s appalling record on mental health provision, 
the dismantling of services and benefits, is just a part of 
this bigger denial.

Like its Coalition predecessor, instead of supporting 
good policy and practice for mental health, this 
government peddles rhetorical positives while it is busy 
whittling away and destroying the existing infrastructure 
of help, support and understanding. It uses policy 
to oppress people. So it talks up ‘recovery’, ‘peer 
support’ and mindfulness, while making those ideas 
the handmaidens of efforts to force people off benefits 
and into jobs, however inappropriate the jobs may be, 
whatever difficulties people face, whatever barriers there 
are in the way of such jobs for them, and whether, in fact, 
there even are any jobs. 

We have to accept that we cannot expect to see 
understanding, sympathy or a grasp of good mental health 
policy from such a government. But the problems it poses 
due to the nature of its politics and ideology are far more 
profound. One consequence of the emergence of neo-
liberal governments like ours is that they form a powerful 
alliance with traditional psychiatry: both ideologies 
individualise responsibility and frame understanding in 
terms of individual rather than social causes and analysis.

The government’s policy is irrational and even more 
maddening because there is no interest in any evidence. Of 
course it ignores the experience of service users. People 
like me have long highlighted the importance of policy and 
practice giving equal value to the knowledge that comes 
from lived experience – from service users’ realities – as 
well as that traditional knowledge which is generated by 
researchers and other professionals. However, the present 
government makes it clear that it does not value and will 
ignore both expert and experiential knowledge. 

Futile old-style responses 
So I don’t think we should waste too much time thinking 
we could influence this government, trying to help it see 
the error of its ways. What we see as a government’s 
problems are what it sees as solutions.  

• There is little point publishing begging letters from 
politicians and celebrities, as happened recently, 
saying that equal weight in NHS spending should 
be given to mental health provision. This is not 
likely when the government is bent on cuts.1

• What is the point of MIND recently saying that 
councils should spend 1% on mental health 
prevention, and criticising them for not doing so, 
when everyone knows council budgets continue to 
be slashed? Does MIND do this so as to appear 
to be acting, when otherwise they mainly seem 
to be concerned with keeping their government 
contracts and a place at the ‘top table’?2

• Finally, I don’t see any point in us struggling 
desperately to impose our meanings on 
government rhetoric, like the idea of ‘recovery’, 
when we have so little power to do so, and the 
government’s reactionary purposes now debase 
every ‘good idea’. 

Towards an alternative strategy
I believe that if we are committed to supporting people 
experiencing distress, and challenging the social, 
economic, cultural and political causes, from all our 
different roles, then we must develop our own

• ideas for change and policy and practice;

• collectivity and alliances;

• personal and professional autonomy.

All this brings me to a new international development: 
mad studies. It was a Canadian book, by LeFrancois and 
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others, Mad Matters (2013), that really helped this take off. 
This book is living proof that people with direct experience, 
supportive professionals, academics, educators and 
researchers can together take forward something better, 
something different from the old psychiatry and the old 
reactive campaigning, something to offer hope. That is: 
mad studies and mad action. And here we can see the 
value, the strength and the possibilities of such a new 
direction, building on such alliances. Suddenly it feels 
like a struggle that can be won. Since then, much has 
happened here in the UK to take forward this alternative 
way of coming at our mental and emotional distress, with 
more events, publications, social networking and social 
media spreading the word.

Lucy Costa, a Canadian survivor, worker and activist, 
has offered a helpful definition of mad studies on the mad 
studies network website. She says it is: 

an area of education, scholarship, and analysis about 
the experiences, history, culture, political organising, 
narratives, writings and most importantly, the PEOPLE 
who identify as: mad; psychiatric survivors; consumers; 
service users; mentally ill; patients; neuro-diverse; 
inmates; disabled – to name a few of the ‘identity 
labels’ our community may choose to use… Mad 
Studies, right here, right now is breaking new ground. 
Together, we can cultivate our own theories/models/
concepts/principles/hypotheses and values about 
how we understand ourselves or our experiences in 
relationship to mental health system(s), research and 
politics. No one person, or school, or group owns 
Mad Studies or defines its borders. As explained in 
the book, Mad Matters, Mad Studies is a, ‘project of 
inquiry, knowledge production and political action’. 
Presently…we need more action.3

Lucy Costa makes it clear that she sees mad studies as a 
cooperative venture, but one led by the experience, ideas 
and knowledge of ‘mad-identified’ people. I believe that 
this is a wonderfully hopeful new development. And it is 
particularly timely.

Sustaining mad studies
Mad studies is still in its early development in the UK. 
We must do all we can to safeguard it and ensure it is 
not subverted by governments and policy-makers, as 
so many other would-be progressive developments 
have been. Mad studies needs to hold true to the clear 
hopes and possibilities invested in it. We must defend 
the principles of mad studies, and not allow them to be 
diluted. They

• are based on the primacy of user experience and 
knowledge;

• and on people from their different standpoints 
working together on equal terms;

• they seek to be inclusive, challenging exclusions 
and discriminations;

• they are truly participatory;

• they reject the crude medical model which 
dominates psychiatry, and are social and holistic in 
vision, analysis and ideas;

• they seek to unite action and analysis.

We need a mad studies which remembers that wonderful 
lesbian feminist quote: ‘The master’s tools will never 
dismantle the master’s house’. It seeks to do things 
differently, in humanistic, equal, accessible, culturally 
appropriate, anti-discriminatory and participative ways.

I believe that this a time when the supposed certainties 
of neo-liberal dogma are beginning to be questioned and 
come unstuck. It is the time to develop our ideas, proposals 
and initiatives and start building them. We must challenge 
right-wing received wisdom – specifically in relation to 
mental health policy and practice, but also more generally 
from our standpoints as service users, workers and 
carers. We now have a powerful new narrative to share 
and spread: Mad Studies. It is an alternative to the over-
medicalised, over-drugging psychiatric model in daily use. 
Now is not the time just to try to respond by making the 
most of the cracks left by this government, but to prepare 
for the longer-term future. 

This government wants to drag us back to a poor law 
past where people were driven mad by daily deprivation and 
disadvantage, and left unsupported by any positive system 
of help or care. We must have the courage and confidence 
of our convictions, and fight for a different, holistic, social 
and humanistic model of help, one which involves us all as 
service users, workers, family and friends. ■

Peter Beresford is Professor of Citizen Participation at 
the University of Essex, a long-term user of mental health 
services and welfare benefits, and co-chair of the national 
disabled people’s and service-users’ organisation and 
network, Shaping Our Lives. 
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CHALLENGE, COMPROMISE 
OR AVOID?

Some thoughts on trying to bring about 
change in mental health systems

by Lucy Johnstone

We live in exciting times. The biomedical model which 
underpins psychiatric theory and practice is under threat 
as never before. Chairs of the diagnostic manual (DSM) 
committees openly describe the manual as ‘a research dead 
end’ and admit ‘There is no reason to believe that DSM5 is 
safe or scientifically sound.’ Mental Health Europe, a large 
organisation representing professionals and service users, 
has written that ‘Western psychiatry is in crisis’, and deplores 
‘the simplistic and imposed application of … reductionist 
science which can encroach on basic human rights’. Journal 
articles ask ‘Is psychiatry dying?’ and warn that we may be 
entering an era when ‘… the psychiatrist is an endangered 
species’ (Oyebode & Humphries 2011). Research suggests 
that all psychiatric drugs may increase, rather than reduce, 
disability over the long term (Whitaker, 2010). Meanwhile, 
the evidence is mounting that even the more severe and 
long-lasting forms of mental distress can best be seen as 
responses to a complex mixture of social and relational 
adversities: poverty, inequality, exclusion, abuse, violence, 
neglect, loss and trauma. And yet at a day-to-day level, 
mental health practice continues much as before. 

Mental health professionals who believe that this 
presents us with ethical dilemmas are faced with difficult 
decisions in their daily practice. The key question becomes 
not ‘How can we best use our scientific expertise to help the 
sick?’ but ‘How ought we to help the most disadvantaged 
members of our society when their lives and circumstances 
lead to overwhelming distress and despair?’ The first version 
of the question will inevitably fuel the ongoing and largely 
futile attempts to find the elusive biomarkers for ‘mental 
illness’; the second suggests that all aspects of our theory 
and practice must be based not on a disease model but on 
an explicit commitment to social justice.

I have described this dilemma as Challenging, 
Compromising or Avoiding (Johnstone, 2011). Should mental 
health workers remain within a deeply flawed mental health 
system and try to change it from within? Or do the inevitable 
compromises simply mean that they will be colluding with 
and thus perpetuating it? Alternatively, should they leave, 
and miss the opportunity to offer a different perspective that 
might help some service users to leave psychiatry behind? 
Or is this just avoiding the problem in order to have an easier 
life by leaving the difficult work to others?   

Members of my own profession of clinical psychology 
have struggled with this conflict. One has concluded that 
‘Many psychologists have spent enormous amounts 
of energy (sometimes whole careers) trying to change 
intransigent systems and institutions such as hospitals; I 
believe that our energies are best spent working where we 
can be most effective and taking a critical stance on things 
from the outside which we feel are harmful and unethical.’ 

In contrast, another has argued that it is no solution to 
‘leave the dirty work to others for reasons of convenience 
or conscience … We cannot opt out and climb some moral 
high ground. We are all implicated.’  

[I believe] There are no simple answers. Challenging 
from within is certainly not easy, and often not effective. As I 
wrote in ‘Psychiatry: are we allowed to disagree?’ (Johnstone, 
1993), those who openly question core tenets such as the 
validity of diagnosis, the effectiveness of psychiatric drugs 
and so on, will quickly meet an array of responses designed 
(consciously or otherwise) to preserve the status quo. 
These range from attributing all improvements to medical 
intervention, to describing dissent as ‘extremism’. The further 
you push it, the more actively you will be resisted, up to and 
including complaints to your line manager, suspension, loss 
of job contracts, warnings about being unemployable, and 
closure of training programmes. Any critically-minded mental 
health professional will have observed or experienced such 
consequences. I have certainly done so.

On the other hand, it feels deeply collusive to sit in a 
room where traumatised and desperate people are having 
their reactions designated as medical illnesses to be 
‘treated’ by damaging quantities of drugs, and not to say 
anything. Let’s be honest, it feels collusive because it IS 
collusive – and  yet, objecting to every example of what you 
may see as poor or unethical practice would probably result 
in being sacked at the end of your first day. 

However, what might be called ‘avoiding’ is also 
unsatisfactory. The mental health system urgently needs 
new perspectives, and people trapped within it (both staff 
and service users) desperately need to be offered those 
perspectives. Mental health staff are people like anyone else 
– the vast majority are there for good motives, genuinely 
wanting to help, and often deeply demoralised by the obvious 
ineffectiveness of much psychiatric intervention. Clinical 
psychologists in particular have a duty, I believe, to repay 
the privilege of their training, status and salaries by getting 
involved in some of the most difficult and stressful work, 
rather than, in the words of one survey, being perceived as 
‘aloof, precious about their roles and elitist’. 

So, what is the solution? I’ve spent a long time thinking 
about this, and come to accept that there is no perfect 
answer to these dilemmas. There is no position in which the 
advantages are not, at times, outweighed by the constraints; 
no position that is uniquely effective or powerful, but equally, 
none that does not offer at least some opportunity for working 
towards the replacement of unevidenced biomedical models 
with understandings based on narrative, dialogue and social 
justice. The crucial issue is not so much where we situate 
ourselves but whether we are aware of the implications of 
our roles and actions. ‘Whether we like it or not, psychology, 
like any discipline, contains an implicit political ideology …
The choice we have to make, therefore, is not between 
involvement and non-involvement, but between awareness 
of our involvement and denial.’ We should be informed, 
reflective and honest about these ethical dilemmas rather 
than pretending they do not exist.

Working within mental health systems offers a unique 
opportunity to challenge ideas and practices from inside, but 
the practitioner will have to pay the price of choosing their 
battles. There are no clear guidelines for when compromise 
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system without a degree of collusion – sometimes quite a high 
degree. Clinicians may have to pay the price of permanent 
low-key frustration and guilt. They may never be sure whether 
the challenge or the collusion is winning. They can only do 
their best, faced with a daily series of quandaries large and 
small. On the Bristol Clinical Psychology training course – 
sadly now defunct – trainees developed a list of strategies 
for surviving in systems and, if possible, changing them. The 
list included: building respectful team relationships; finding 
your allies; being prepared to take on the most demanding 
work and get your hands dirty; challenging ideas not people; 
offering, not imposing, alternatives; inviting outside speakers, 
circulating articles, contributing to journal clubs; building 
influence, even if you have limited power; and remembering 
that a single conversation can change lives. 

The Bristol list also included ‘Looking after yourself’, 
and many people, including myself, have found this kind 
of stress unsustainable over a whole career. In my view, 
there is no shame in moving into related but in some 
ways less demanding fields such as academia, training 
or writing. I don’t think this has to be seen as avoidance: 
as argued above, the key issue is not whether you are 
technically inside or outside the mental health system, but 
the principles and aims you bring to your work. There will 
still be compromises, but you may be able to reach a wider 
audience and at less personal cost. 

In either position, there are opportunities to raise 
awareness and work for change outside your job description, 
for example, via social or print media, conferences, 
campaigning, and supporting the service user/survivor 
movement in any way that is helpful.   

I end with an example of challenge that illustrates my own 
profession at its best. In May 2013, coinciding with the launch 
of the most recent edition of DSM, the Division of Clinical 
Psychology issued a position statement which stated:  

The DCP is of the view that it is timely and appropriate 
to affirm publicly that the current classification system 
as outlined in DSM and ICD, in respect of the functional 
psychiatric diagnoses, has significant conceptual and 
empirical limitations, and there is thus a need for a paradigm 
shift in classification in relation to these diagnoses, towards 
one which is no longer based on a ‘disease’ model.

This statement was reported on the front page of the 
Observer (12.5.13) and led to a huge amount of national and 
international coverage, both positive and negative. It also 
attracted support from organisations including the Division 
of Educational Psychology, the Critical Psychiatry Network, 
Hearing Voices Network England, the Psychological 
Society of Ireland, and the International Society for Ethical 
Psychology and Psychiatry. 

Despite endorsement by some psychiatrists, the 
statement was mainly attacked on the grounds that it 
represented a ‘turf war’ in which clinical psychologists are 
said to be  attempting to usurp the power and privileges of 
their medical colleagues. I was a member of the working 
party which drew up the statement, and while no profession 
is free from vested interests, I am confident that this particular 
event was a rare example of willingness to put principle 
before professional politics. Too often, psychologists have 

had, in the words of one of them ‘… an ambivalent position 
towards psychiatry – wanting full professional independence 
but, at times of selective convenience, co-opting a medical 
knowledge base.’ It is very much easier for individuals, 
professions and organisations (including charities) to give 
lip-service to accepted assumptions which they know to be 
false, than to stick their heads above the parapet. This really 
is collusion, and it must stop.

The strong reactions to the DCP Position Statement 
can be explained by the fact that diagnosis is the essential 
foundation of the biomedical model. Without a reliable 
and valid classification system, it is ultimately impossible 
to maintain the claim that psychiatry is a legitimate branch 
of medicine. Avoidance of this issue is not an option, 
either scientifically or ethically. The DCP Statement gives 
psychologists and, I hope, other clinicians, the confidence to 
collude less with this practice, and challenge it more openly. 
It should also lead to greater choice for service users, as I 
argued in my recent book A Straight-Talking Introduction to 
Psychiatric Diagnosis (PCCS Books, 2014):   

If the authors of the diagnostic manuals are admitting that 
psychiatric diagnoses are not supported by evidence, 
then no one should be forced to accept them. If many 
mental health workers are openly questioning diagnosis 
and saying we need a different and better system, then 
service users and carers should be allowed to do so 
too. This … is about choice. It is about giving people the 
information to make up their own minds, and exploring 
alternatives for those who wish to do so.

In summary, questions about how we respond to human 
suffering and despair are not simply ones of science or 
evidence, though that may be a part of it. They are ultimately 
moral and political issues on which we all need to take a 
stand, wherever we find ourselves, and in whatever way 
we can. There are hopeful signs, and many possible paths 
to the same end. I believe we may, finally, be within sight of 
the paradigm shift in mental health theory and practice that 
is so long overdue. ■

A longer version of this article appeared as Johnstone, L (2011) 
‘The clinical psychologist’. In, Mental Health Ethics: The human 
context. Phil Barker (Ed). London: Routledge.

Lucy Johnstone is a consultant clinical psychologist and former 
head of the Bristol Clinical Psychology Doctorate. She recently 
left clinical practice in order to work as an independent trainer.
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Dear Editor,

I have been getting Asylum for a few years, and 
while I am very cognisant of the excellent quality of the 
periodical, I am struck by the absence of contributions 
from psychologists. However, I must say that I have got 
most help in my struggle to deal with ‘schizophrenia’ –  I 
use inverted commas because I don’t agree with the term 
– from reading the extensive work of the Anglo-German 
psychologist Hans J Eysenck, who died in 1997.  

I am a ‘service-user’ very much of the non-compliant 
fraternity – or I would like to be – but the doctors 
send for the police when I refuse medication. I hate the 
bloody drugs. I am forced to take Olanzapine Depacote, 
Thyroxine and Furosemide. The first is an anti-
psychotic. The second is to regulate my thyroid gland, 
which was depleted by some other drug I was forced to 
take. The third is a diuretic, probably given because my 
legs are swelling. My GP puts this down to some kind of 
oedema, but I have noticed that it is a condition which 
is rife amongst those who take anti-psychotic drugs of 
various types.

God bless Peter Breggin! (Famous for Toxic 
Psychiatry and Your Drug May Be Your Problem.) Long 
may he struggle against orthodox, repressive psychiatry!

I know that a lot of people – who should know better 
– used to say (and still do say) that Eysenck was a fascist. 
Actually, he was anything but a fascist. In fact, he was 
a great genius and a very kindly person. I know this 
because I started to write to him in 1972 after reading 

his seminal work Psychology Is About People. I continued 
to write to him over the years – twelve times in all – and 
each time he generously answered all the questions I had 
put to him.

I believe Eysenck was a great psychologist. He always 
asserted that the study and measurement of personality 
was central to psychology. His three-dimensional model 
of personality gives a great way to understand how stress 
can bring about neurotic and ‘psychotic’ breakdowns, 
alcoholism, drug addiction, criminality, etc. Over the 
years he devised his three dimensions: 1) running from 
extraversion to introversion; 2) from neurotic instability 
to stability; and 3) from a tendency to conform to social 
norms to a tendency to deviate from them. (Incidentally, 
he also found that this third dimension tended to be 
connected with ‘masculinity’.) And if someone is at a 
vulnerable point in this three-dimensional web, stress 
can push them over the edge.

Actually, I don’t agree with Eysenck’s work on race 
and intelligence. If he had a fault it was that he liked 
to be controversial. I don’t think he was a racist but he 
naively thought that if he had come across some data 
it was his duty as a psychologist to publish them, not 
withstanding what outcry they might cause. 

By the way, I am 69 and have been fighting orthodox 
psychiatry since 1971. Alas, I may not live to see the 
reforms I want!?!

Sincerely, Aidan McCrory

I guess this reminds us that everyone is a surprising 
bundle of contradictions, and we should never jump to 
conclusions about people.

It is true that the word ‘fascist’ is sometimes bandied 
about rather loosely. However, in 1970 Hans Jurgen 
Eysenck (as his opponents liked to emphasise) did nothing 
to enhance his reputation amongst the fair-minded – and 
much to trash it. At the time he was Britain’s most well-
known psychologist, but he used his ‘scientific’ credentials 
and fame to boost a book that was unashamedly racist: 
he claimed that IQ tests prove that brainpower is mainly 
determined by genetics, and that the poorer you are – and 
especially the darker your skin – the lower your intelligence. 
This seemed particularly outrageous on several counts: 
as a German Jew, young Hans Jurgen had been given 
sanctuary before the War in good old tolerant England, his 
grandmother had died in a Nazi camp, the psychological 
and genetic ‘science’ he offered was highly dubious, and 
racism was rife and tensions were high.

It is no wonder that some of us were angry about 
the con he was trying to pull. When Eysenck toured 

LETTER: YOU NEVER CAN TELL …

his racist ‘truth’ to packed audiences at universities and 
similar venues, he simply refused to answer anyone 
who stood up to make any plausible points against him. 
For example: that IQ tests are biased towards children 
receiving a high level of Western academic instruction; 
that, on average, poorer and ‘darker’ children suffer from 
all manner of disadvantages, and certainly get fewer 
educational opportunities; and that, anyway, the group of 
psychological subjects with the highest average IQ score 
in the world (at 160) was a class of teenage aborigine 
girls at an Australian boarding school run by particularly 
dedicated nuns.

I witnessed Dr Eysenck deliver his inflammatory 
‘scientific’ ideas on race and intelligence to an audience 
packed into York University’s biggest lecture theatre. 
During what was billed as ‘question time’, the calmest and 
most telling refutation of Eysenck’s case was made by an 
African student. But, as he had done with each previous 
critic, Eysenck flatly ignored him and calmly asked for the 
next question.  

The Editor



Craig Newnes is a clinical psychologist who retired after a 
30-year career, and now offers a disillusioned critique of 
the profession.

On the whole the arguments are cogently presented, 
beginning with how the profession is keen to be viewed as 
having a scientific basis. However, questions immediately 
arise with that project. As regards research, for instance, 
‘the median publication rate of clinical psychologists 
continues to be zero’. Also, the pool of clinical psychologists 
has a limited demographic since training places mainly go 
to white women (83%) in their mid-twenties (84%).

Each chapter includes many references, and the author 
draws on his own reading with good effect. For instance, 
he quotes Magaro, in the 1970s: ‘Because the mental 
health industry is financially dependent on “mental illness” 
there is no real reason to treat effectively,’ and Forsyth: 
‘Psychologists do not study the mind, they do experiments.’ 

Newnes criticizes the currently fashionable treatment, 
CBT, which ‘… holds that mood and emotions can be 
directly influenced by thoughts despite the reality that 
thoughts, feelings and behaviour are entirely different 
…’ He also warns that ‘more and more people are being 
diagnosed as being mad.’ And yet, ‘… for a supposedly 
reflective profession, clinical psychologists … have failed 
to adequately criticize the inherent contradictions and lack 
of validity in psychiatric diagnoses.’ 

The book does indicate the value of more socially-
informed practices, but Newnes’ frustration with the 
profession comes through strongly in much of it. 
Sometimes the tone is caustic: ‘What clinical psychologists 
do extremely well is hide what they do.’ (My italics) And: 
‘The majority of clinical psychologists are in the business of 
judging and labelling people (usually complete strangers), 
and then interfering in their lives.’ 

Many psychiatric journals too, consistently give 
‘a mechanistic view of therapy and humanity’ or they 
are ‘vehicles for drug company propaganda’. Newnes’ 
frustration emerges again with statements such as: ‘There 
is more to life (and therapy) than the categorisation of 
people into diagnostic entities or personality types.’ 

Newnes shows how people labelled with a psychiatric 
diagnosis are still largely excluded from mainstream society 
and congregated in psychiatric units, which admittedly are 
smaller than the big old psychiatric hospitals, but ‘diagnosis 
is ubiquitous’ in order for clinical psychologists to be able to 
claim their fees (in the USA, from insurance companies). 
Psychiatric diagnoses have also increased exponentially in 
America, where schools actually profit from the psychiatric 
labelling of children and adolescents. 

Meanwhile, as long as clinical psychology is based 
on the premise that it is individuals who are the problem, 
and that individuals need to change their subjective ideas, 
effective action to change people’s actual problems is 
going to be ignored. This is the heart of the problem.

Newnes informs us that fifty years of research does 
not ‘demonstrate that the prevailing nosology for mental 
disorders is based on valid disease entities.’ How to help 
people becomes problematic when addressing their core 
problems is always linked to some or other psychological 
theory. Therapy is essentially limited because the illusion is 
maintained that individual therapy can magically transform 
individuals whose very real difficulties lie in the context of 
the lives they are constrained to lead (My italics).

Furthermore, worrying and still-existing trends of 
treatment include electroshock, which induce molecular 
and cellular changes characterized by Peter Breggin as 
brain damage. 

At times, some of Newnes’ prose is cluttered and 
over-elaborate, and my own view is that the reservations 
and drawbacks about the majority of approaches in 
clinical psychology could have been more succinctly 
described, before gathering together information about 
more enlightened directions. These include the work of 
Guy Holmes, the walking groups in Shrewsbury, and the 
‘Healing Balm’ model.

Positive suggestions for ways forward include the 
socially informed practices already mentioned, but also 
‘… to embrace the commonplace wisdom of philosophy, 
literature and poetry’ – in other words a creative approach. 
This is something I, as a practising adult education tutor, 
fully encourage. Newnes mentions two examples of creative 
writing research which conclude that it has a positive 
therapeutic effect (Mills in 1991 and Gilbert in 1995).

Positive projects are also cited, including community-
based interventions such as the Family Well-Being 
project in Birmingham, which favours positive changes in 
the environment, as well as Soteria House in Bradford, 
which emphasises safety and companionship rather than 
‘treatment’.

Newnes suggests that possible ways forward for the 
profession might involve clinical psychologists protesting 
the use of ECT, or expanding the entry qualifications to 
include degrees other than in psychology, or for them to 
research the effects of coercive treatments. I think these 
steps would be viewed within the profession as anarchistic, 
but they do represent Newnes’ frustrations and hopes.

Clinical Psychology: a critical examination is extremely 
valuable for drawing attention to the profession’s limitations. 
I only hope a less dogmatic ‘clinical’ approach, with psycho-
logists becoming open to a wider range of wisdoms – from 
literature or an awareness of societal and environmental 
issues – might be one result of reading this important and 
challenging book.

William Park has an Eric Gregory Award (Poetry), a Master’s 
in the Creative Arts, and a PGCE (Lifelong Learning).
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