Outline of the day

· About me  

· Key issues 

· Depression

· Manic depression/bipolar disorder

· Schizophrenia

· Recovery

· Outcome and outcome measures

· Suicide

· Mental health: Selfhood and dealing with the world

________________________________________________________

· Qualified as medical doctor 1982

· Worked as GP until 1997

· Gave up GP Practice in 1997. 

· Retrained, MA in Humanistic and Integrative Psychotherapy 2002

· Work exclusively in mental health, private, recovery-focused, wide range of mental health problems

_______________________________________________________

· Beyond Prozac published in Ireland 2001, in UK in 2004

· Published in UK 2004, PCCS Books

· Expert Group on Mental Health Policy (Ireland) 2003-2006 –  A Vision for Change published Jan 2006

· A Vision for Change Independent Monitoring Group 2006-2008

· Health Service Executive Expert Advisory Group on Mental Health 2006-8

_______________________________________________________

Why change direction?

· Drawn to a more holistic vision of health, including mental health

· Increasing concerns re

           *  validity of medical research

           *  medical training + practice

           *  levels of understanding of health 

               and health problems within the  

               medical profession and 

               among the public

Not personally satisfying work any more

_________________________________________________________

Approach to any situation or problem


· Seek to understand it

· Seek to understand how it might make sense, rather than presume it has no meaning

· Then, develop appropriate responses to the situation or problem

___________________________________________________________

Key issues within “depression” “schizophrenia” and “bi-polar disorder” (Beyond Prozac 2005, p 94-5)

· Fear, terror, anxiety, stress, powerlessness, overwhelm

·  hurts; insecurity, identity issues, relationship issues

· life changes; unresolved losses and grief; self-esteem, 

· self-confidence; unresolved and unexpressed feelings

· lack of assertiveness; abuse, abandonment, rejection

____________________________________________________________

· humiliation, ridicule, bullying; being marginalised

· being displaced, discommoded, disenfranchised

· faced with problems, sadness and life situations which seem unresolvable

·  losing face, loneliness; lack of and fear of love and intimacy; 

· difficult life decisions, self-image issues; fear of failure, fear of success 

_____________________________________________________________

· fear of being invisible to others and for some, fear of being visible

·  one's own expectations, hopes and dreams and those of others

·  ‘the gradual accumulation of self-doubt

·   the angst of having so many choices

· the human need to belong, to have purpose
_____________________________________________________________
· sexuality; issues around sex and relationships

·  financial issues

· the need to find various ways of escaping and withdrawing from 

              *  the difficulties and challenges of life 

              *  from the intensity of one's own feelings
_________________________________________________________________

· the perceived demands of society that one should pretend,  wear a mask,  hide one's distress

·  the anxiety associated with risk-taking in life, especially if one's self-esteem is low

·  peer  pressures

· the human need for acceptance, affirmation and reassurance 

· the human instinctual reaction to protect oneself from overwhelm

___________________________________________________________________

· the human need for a sense of equilibrium and how this equilibrium gets rocked by various shocks on life

· performance anxiety; hopelessness; 

· comparisons between self and others; 

     the human need to trust but fearing being hurt if one does trust in people;

    the challenge of taking responsibility for oneself in a difficult world 

    life events

______________________________________________________________________

    understandable but counter-productive habits such as procrastination 

fear of being with or around people yet not wanting to be alone either 

ostracisation of various types; isolation; 

 the double-edged sword of wanting to get on with one's life but being terrified to do so.

_______________________________________________________________________

   These are some of the real issues which the users of the mental health services have to 

   grapple with on a daily basis

                                 (Beyond Prozac 2005, p 94-5)

____________________________________________________________________
We are treating

·   We are treating all of the above with mood-changing substances
______________________________________________________________________

Cart before the horse

·  There are many gaps in logic amongst the arguments put forward by those who believe and argue that mental health problems are fundamentally biological in origin

· Given our very limited understanding of the human brain, these gaps in logic should, to a truly scientific mind, render a presumption that the cause of mental health problems is biological as being unverified, a valid hypothesis which currently is far from being established as fact

______________________________________________________________________

   The only way in which these gaps in logic can be bypassed is by making giant leaps of faith, something which is generally not acceptable as a scientific endeavour, yet which is quite widespread amongst those who belief in the biological basis of mental health problems.

______________________________________________________________________

· The predominant view within medicine is that the fundamental cause of mental health problems is biological

· This hypothesis is prematurely presumed to be a fact, a leap of faith which in my opinion transgresses a fundamental principle of science, ie the retaining of an open, objective mind regarding all possibilities until one has been established as truth beyond all reasonable doubt

·  Such ‘logic’ is indeed a giant leap of faith. Having made this giant leap of faith, the emphasis within medicine is to devote the vast bulk of medical research into causation of mental health problems to establishing that this is indeed the case: - cart before the horse 

______________________________________________________________________

·  “Filled with a passionate desire to establish psychiatry as a scientific respectable  branch of medicine,  the pioneering psychiatrists of the past century made a fundamental error of judgement

· They first arrived at their conclusion, and subsequently  set up their  research to prove that their conclusion was the correct one

· Deciding that ‘mental illness’ was caused by a physical brain defect rather  than emotional distress, they designed their research to establish that this was the case. The cart came before the horse” 

                                                                    (Beyond Prozac, p.46)

______________________________________________________________________

          Depression

______________________________________________________________________

 What is depression? Medical view: Diagnosis of depression


· DSM IV, from Beyond Prozac p102

· In practice, doctors do not refer to these diagnostic criteria, and diagnose depression rather freely

·  The consistency of depressed mood and duration of this are probably taken as the key factors when making a diagnosis of depression.

_____________________________________________________________________

· “Depression can manifest itself in many ways: sexual promiscuity, anti-social behaviour, alcohol or drug use, joy-riding or poor academic performance

· The adolescent may just appear bored, agitated or show an inability to concentrate”.

·  (Dublin GP Dr. Tom Elliot, Irish Medical News 20 

      November 1998)

______________________________________________________________________

·  ‘Perhaps the most unifying definition of ‘depression’ is that it is a condition to be treated with antidepressant drugs. There may not be a lot to distinguish between the drugs, but there is no end of possibilities for prescribing them’.

                   (Charles Medawar of Social Audit UK,

                                 The Antidepressant Web)
______________________________________________________________________

Classification of depression

· Neurotic/Psychotic:………………….. largely abandoned

· Reactive/Endogenous:

· ‘In simple terms, the distinction is now between unhappiness, termed adjustment reactions, and (depressive) illness’ (Casey). (Problematic)

· The ‘worried well’…and those who are ‘ill’

· Well????   Unwell????

______________________________________________________________________

· If obvious precipitant, the precipitant is seen as the cause

· If no obvious precipitant, generally seen as biological – is a deficiency of a brain chemical eg serotonin or noradrenaline    (Problematic, see later)

· Other factors increasing likelihood of becoming depressed in the face of a life stress: eg the absence of a confiding relationship; unemployment; the loss of a mother in childhood (problematic)
______________________________________________________________________

· A range of many emotions and experiences including; feeling depressed; fear; terror; overwhelm; powerless; helpless; hopeless; anxious, panicky; anger/or anger totally suppressed/or directed solely at self; joylessness, absence of happiness; dread; great insecurity; withdrawal, not wanting to be around people; intense loneliness; etc.

· Depression may come following a period of anxiety, a ‘shut-down’ from intolerable anxiety. Other features frequently missed by doctors include great self-doubt, absent self-belief, little sense of being able to master/shape one’s own life, survive independently, etc. Most of these precede the ‘depression’.
______________________________________________________________________

· Person’s whole being, whole life affected

· Calling it “depression” is inaccurate, and far too simplistic

· Major distress, overwhelm

______________________________________________________________________

· Physical symptoms: eg appetite changes; loss of energy; aches and pains; stomach symptoms; anxiety symptoms such as palpitations, sweating etc

· Emotional difficulties: people describe being depressed; anxious; tearful; numb; decreased interest in sex; excessive drinking; forgetfulness; increased dependence on an other eg spouse; confusion

______________________________________________________________________

What is ‘Clinical Depression’?
· ‘Human beings, to live with themselves, have a natural infusion of positive perspectives on things that enable us to keep going in life. When that’s taken away, it’s called depression’.

· Clinical depression is ‘simply a depression bad enough to need medication’.

                          (Irish psychiatrist Dr. Pat McKeon, 

                          The Irish Times 1 September 1997)
______________________________________________________________________

· Effects of untreated depression
· “The effects of untreated depression are multiple and potentially serious: a mortality of 15% has been found in several studies”

· Mortality rates for “treated depression”?

______________________________________________________________________

 The “biology” of depression 

· ‘Depression, in my view, is no different from diabetes. In  one  you  take  insulin  and  in  the  other  you  take Prozac or some other antidepressant. Both substances are  simply  designed  to  replace  natural   chemicals missing from the body’.

     Dr. Muiris Houston, Irish Times 17 December 2001                                                                                                                                                                              (Irish Times medical correspondent)

· ‘….the fact that depressive illnesses have a physical cause just like diabetes or any other disease’. 

    (Dr. Alan Wade, CPS Clinical Research Centre,  Clydebank,  Scotland, The Examiner, 07 December 2002). 

______________________________________________________________________

·  ‘This  medicine  works  by  bringing  the  levels  of  serotonin back to normal’

· ‘ ‘Seroxat’ is one of the antidepressants that work by returning your serotonin levels to normal’.

     (Seroxat patient information leaflet up to 2003)

______________________________________________________________________

· ‘Depression is a ‘debilitative biological disorder’

· ‘Depressive illness is organic in nature’

· [Referred to depression as] ‘biological depression’

     (Prozac is now the Scapegoat of the Ignorant and the Cruel’, Prof Patricia Casey, UCD and Mater Hospital, Medicine Weekly, 17 December 1997)

______________________________________________________________________

Depression

· “Treating with antidepressants only is like putting wallpaper on a wall that’s cracked thinking that will sort it out’

·  ‘Busy GPs…are probably more likely to reach for the prescription pad as, if time is at a premium, we will take the route we know best”

    (Dr. Richard Brennan, former Chairman of the Irish College of  General Practitioners,  Examiner 

     29th December 2004)

______________________________________________________________________

·                                             Diabetes             Depression

	
	Diabetes
	Depression

	Biochemical abnormality 
	raised blood sugar   
	??????low serotonin ????? low noradrenaline      

	Diagnostic test
	blood sugar levels             
	no test

	Diagnostic test  used
	always
	never

	Diagnosis made without biochemical tests which confirm the biochemical abnormality
	never
	always

	reliability of diagnostic test
	100%
	no test - no reliability

	normal range biochemical being tested
	known with certainty        (3.5 – 8.5 mmol.litre)
	no idea of normal range

	Understanding of when biochemical levels are abnormal and condition diagnosed
	known with certainty by all diagnosing    doctors ( >8.5)
	unknown never tested

	Understanding of the    normal functioning of  the organ involved  
	pancreas: very well understood  
	brain:  very poorly understood: remains a mystery

	Understanding of the 
abnormal functioning

of the organ involved 


	pancreas: understood      very  well: definite microscopic abnormalities
	brain: very poorly understood(normal/abnormal)

	Treatment precision potential of medication
	Insulin Very refined, down to precision of single unit dose calculation. Replacing with like
	Antidepressants Blunt; little dose variation Not replacing like with like

	Mode of action of medication
	Thoroughly known and understood
	Postulated: not at all clear


     “So far, the neurochemical underpinnings of mood disorders  are not known.  Although serotonin was long thought to be central  to their aetiology, some of  the newer treatments have  no effect on serotonin”

     (Psychiatrist professor Patricia Casey, UCD and Mater Hospital Dublin, Irish Medical News 1999)

______________________________________________________________________

     “For more than 30 years the dominant hypothesis of the biological basis (my  emphasis) for depression have been related  to noradrenaline and serotonin”

     (Professor Thompson, Professor of Psychiatry, University  of Southamptom Medical Dialogue, December 1997)

·  Note the word “hypothesis”, not “established fact” Acceptance of the biological basis of depression (as fact) on the basis of unproven hypothesis?

· Why no other hypotheses pursued with equal vigour?
	
	Diabetes
	Depression

	Specificity of treatment
	Highly specific to diabetes
	Not at all specific Used widely for anxiety panic, phobias, shyness social anxiety obsessive-compulsive, anorexia

	Monitoring: Early stages
	Intensive; blood sugar tests several times an hour is not unusual
	No tests carried out because none exist

	Response to treatment

	Swift: effect of insulin treatment measurable within minutes
	Said to take 2-3 weeks to respond to treatment No test or laboratory method to monitor or oversee  response to treatment

	Adverse effects of treatment 
	Very few due to precision of replacing what is missing with like 
	Many: not replacing like with like.

	Monitoring
	Regular blood and urine tests. So refined that patients can carry out the tests themselves daily with sophisticated blood glucose monitoring
	No tests exist so no monitoring of levels of supposed biochemical abnormality

	Response to no treatment
	Swift: stop insulin rapidly rising blood glucose (measurable) leading to diabetic coma
	Effects of cessation of treatment on supposed biochemical abnormality unknown not measurable

	Effectiveness of treatment
	100%
	50-60% (RCPsych)

	Response to placebo
	None
	45-50% success rate

	Response to counselling
	None
	40-60 % success rate

	Duration of treatment

	For life: regular monitoring of blood sugar levels.
	3-9 months: levels of supposed biochemical abnormality never measured

	Life off treatment
	Insulin is for life
	Frequent Where did the biochemical abnormality go? How can we be sure it was ever there?


     If the medication was correcting a biochemical abnormality all along, has the abnormality spontaneously disappeared?

                                                                                                                                                                                                                                                 How can the medication be stopped without any assessment of biochemical levels of the supposed abnormality?

______________________________________________________________________

Depression: ‘The elusive biochemical imbalance’
·      ‘Science does not possess the technology to measure biochemical imbalances in the living brain. The ‘biochemical imbalances’ speculation is actually a drug company-sponsored marketing campaign to sell drugs. The speculation has also been promoted by biological psychiatrists to convince patients to come to them rather than to nonmedical therapists’               

          (The Antidepressant Fact Book, Dr. Peter Breggin 2001)

· ‘It remains anything but certain that clinical depression is, in fact, caused by a decrease in serotonin’.‘The uncertain gropings for proof of a fanciful theory’

     (Professor Sherwin Nuland 1994, medical historian, 

     Yale University, The New York Review of Books, 

      in Prozac Backlash 2001)

______________________________________________________________________

                 Manic depression

               Bipolar disorder 

Bipolar disorder: What is it?

· A descriptive term, used to diagnose people who experience mood swings from depression to ‘elation’, ‘high’, ‘mania’’.

· Mania: ‘Disordered mental state of extreme excitement’ 

                              (Dorland’s Pocket Medical Dictionary)

______________________________________________________________________

Bipolar disorder: Cause(s)

· Genetic: little/no evidence

· Biological: no evidence

· Familial: slightly increase risk, is this nature or nurture?

· Emotional/psychological: identifiable in many/most people so diagnosed

______________________________________________________________________

Bipolar disorder: characteristics

· Diagnosed when the person has episodes of depression interchanging with episodes of being ‘high’

·  Usually, one of each will be considered to make the diagnosis. 

· Rate at which people experience highs and lows vary. 

· People who seem to have little time/space between recurring swings from depression to ‘high’ are referred to as having ‘rapid cycling’, a descriptive term.

______________________________________________________________________

Features of manic depression  (manic phase)

elation

irritability

hostility

disinhibition

overactivity

insomnia

impaired concentration

grandiosity

· Greatly excessive spending everything speeded up

· heightened anxiety

· delusions of grandiose identity or ability

· delusions of persecution

· delusions of reference

______________________________________________________________________

Bipolar disorder: treatment


· In general, medication predominantly. Few doctors believe that any other intervention has promise. 

· The accepted “wisdom” is that bipolar disorder is caused by a brain chemical abnormality, and that medication ‘works’ by correcting this presumed abnormality.

·  The reality is that the drugs used ‘work’ by mood-altering affects.

______________________________________________________________________

Treatment

· Drugs used when ‘high’: 
    Major tranquillisers and ‘mood stabilisers’

· Drugs used when depressed:
    Antidepressant drugs

· Drugs used to attempt to prevent relapse:
     ‘Mood stabilisers’, and sometimes major tranquillisers. 

· People diagnosed as having bipolar disorder may be on several of these substances simultaneously. 

______________________________________________________________________

Bipolar disorder: treatment course and prognosis


· Treatment is usually long term, often for life. In my experience, this need not always be the case

· Very difficult to get reliable figures re prognosis on or off medication

                          (see from Beyond Prozac 2nd edition p. 223)

______________________________________________________________________

Manic depression: What is missing from medical approach
 

· A strong scientific foundation for this approach

·  a recognition of the potential value of psychotherapy and life-based work

·  a recognition of the issues underlying and underpinning the perceived external behaviour – eg stress; patterns (eg denial/avoidance of pain/life/reality/challenge; fear, terror; overwhelm); self-esteem; trauma; unresolved pain (40% triggered by major life event)

·  failing to see that this behaviour may be a protective mechanism /coping strategy which can be understood, rather than an ‘illness’ which descends on the person without meaning or purpose

______________________________________________________________________

· failing to see the psychological and physical problems created by long-term prescription of mood-altering drugs

·  balance a key issue – swinging from one extreme to the other – the physics of a swinging pendulum

·  failing to fully understand the ‘domino’ effect, and how this domino effect can be overcome by the client in time, given adequate guidance and support.

______________________________________________________________________

‘High’ and ‘lows’ can be triggered by 

· major life events; life changes; stress; overwhelm

 when there is no comfortable solution to a very difficult situation

·  fear/belief of not being good enough 

· not being able to express important emotional issues and fears

______________________________________________________________________

What can a psychotherapist do? (many things)


· listen 

· provide a safe space for the person

·  create a safe, supportive, grounding relationship can help the client to work towards balance in all aspects of life

·  help the client empower him/herself

·  help the person explore the highs and lows, and get insight into what they really mean, symbolise, and are calling for

______________________________________________________________________

What can a psychotherapist do? (many things)


·  be patient; “wait” for and with the person

·  help client see that it may take the client some time to fully address the various issues, to get sufficient balance, to be able to prevent/deal with further episodes

·  watch for gaps/blocks/ imbalances in the person’s way of being and living

·  work with client on these; a gentle mixture of support, affirmation and challenge. 

______________________________________________________________________

	One extreme (one pole)
	middle ground (not black-and-white)
	other extreme (other pole) 



	(middle ground skirted around/bypassed, without touching base)

	depression
	free flow of experience /emotion
	‘high’ 

	passive
	assertive
	Aggressive (very rarely violent)

	inertia  inactivity


	balance and flow between both
	hyperactivity

	Little communication 
	clear, direct communication
	non-stop communication

	nothing is possible     
	balance between what is possible and what is not


	anything is possible

	very powerless 


	assertive, balanced inner knowing of one’s power
	excessively powerful

	no sense of control over life 


	balanced sense of  control
	excessive sense of being totally in control and in charge

	prison-like boundaries
	healthy boundaries
	almost no boundaries

	procrastination
	balance
	needing to do everything NOW


other imbalances and dysfunctional patterns can be present in both states    (depressed and manic)

excessive giving or taking

lack of self-care

self-attunement     
self-centredness       
self-mindfulness   

 
self-reliance            self-expression         self-referral


self-honouring        self revelation         intimacy issues

           fear of failure/not being accepted

           living too close to the cliff edge

______________________________________________________________________

)

· many people have some of these imbalances, dysfunctional patterns and polarised thinking/behaviour

· most people either manage to come back to the midpoint frequently enough to return to equilibrium and remain grounded, or

· remain off the midpoint for long periods, but not to the extent of living on the edge (at 
the pole) for prolonged periods of time 

______________________________________________________________________

· swing from one pole to the other can be understood the ‘high’ is not sustainable and will burn itself out

·  so much energy is used up that all energy reserves become totally depleted, hence the ‘high’ followed by depression, withdrawal, exhaustion

· whatever place the client is in, the therapist can help by keeping the middle ground in mind (eg containment, conservation of energy if person ‘high’)

· Medication (eg major tranquillizers) can be quite helpful to bring a person ‘down’ from a ‘high’, especially in the initial stages. 

	
	diabetes
	Manic depression

	Biochemical abnormality
	Raised blood sugar 
	????? 

	Diagnostic test 
	Blood sugar levels 
	no test

	Diagnostic test
	always 
	never used

	Diagnosis made without biochemical tests which

confirm the biochemical 

abnormality
	never
	always


	 
	diabetes
	manic depression

	Reliability of diagnostic test
	100% 
	no test no reliability

	Normal  range of tested biochemical
	known with certainty (3.5 – 8.5 mmol/litre) 
	no idea of normal range never tested

	Understanding of when biochemical levels are abnormal
	known with certainty by all diagnosing doctors( >8.5)
	unknown never tested

	Understanding of the normal functioning of the organ involved. 

	pancreas: very well understood
	brain: very poorly understood remains a mystery

	Understanding of the      
abnormal functioning of the organ involved 
	pancreas: understood very well; definite microscopic abnormalities
	brain: very poorly understood

	Treatment
	Insulin 
	Lithium, Epilim etc

	Precision potential of medication 
	Very refined down to precision of single unit dose calculation Replacing like with like
	Not replacing like with like. No way of measuring effect of treatment on ‘chemical abnormality’ Lithium level monitored

	Mode of action of medication 
	Thoroughly known and understood
	Postulated not at all clear


· “The mechanism of action of Lithium is unclear” (MIMS)

	Monitoring
	Intensive; blood sugar tests several times an hour is not unusual
	No tests carried out because none exist

	Specificity of medication
	Highly specific to diabetes
	Major tranquillizers used to control behaviour in a wide variety of situations

	Response to treatment   
	Swift: effect of insulin treatment measurable within minutes 
	No test or laboratory method of monitoring or overseeing response to treatment 

	Major side-effects
	Very few due to precision of replacing what is missing
	many: not replacing like with like

	Monitoring: ongoing
	Regular blood and urine tests. So refined that patients can carry out tests themselves daily with sophisticated blood glucose monitoring
	No tests exist so no monitoring of the levels of supposed biochemical abnormality

	Response to no treatment
	Swift: stop insulin rapidly rising blood glucose (measurable leading to diabetic) coma
	Effects of cessation of treatment on supposed biochemical abnormality unknown not measurable

	Effectiveness of treatment
	100%
	figures hard to get‘ The value of Lithium as a prophylactic in affective  disorder  has become the subject of some recent controversy’(Dr. Dermot Walsh, Irish Medical Times 2001)

	Response to placebo 
	None
	?

	Response to counselling
	None
	figures difficult to find? researched


	Duration of treatment
	For life: regular monitoring of blood sugar levels
	usually, life: levels of supposed biochemical abnormality never measured

	Life off Treatment
	Insulin is for life
	Possible: I know several  people off medication for years Where did the biochemical abnormality go? How can we be sure it was ever there? If  the medication was correcting a biochemical abnormality all along, has the biochemical abnormality spontaneously disappeared? 




· How can the medication be stopped without any assessment of biochemical levels of the supposed abnormality?

· ‘Lithium – even keel, healing occurs through psychotherapy’.

(Dr. Kate Redfield Jamieson, The Unquiet Mind)

Schizophrenia

· Therapists have little contact with people diagnosed as having schizophrenia

· The very name instils fear and dread; ironic, since the vast majority are so gentle

______________________________________________________________________

· Features: Delusions; hallucinations; thought disorder; paranoia; withdrawal

· Delusion: “a false belief inconsistent with the individual’s own knowledge and experience’; a belief which is demonstrably false”

· Hallucination: “a sensory impression/experience (sight, touch, sound, smell or taste) that has no basis in external stimulation” Auditory hallucinations most common.

“We see the world not as it is, but as we are – or, as we are conditioned to see it” (Stephen Covey)

______________________________________________________________________

· Thought disorder: interruption of thought process (eg  ‘Alison’); thought insertion (others

putting thoughts into one’s head; thought broadcasting (that one’s thoughts are broadcast publicly, that others can read one’s thoughts and mind) 

· Paranoia: ‘a mental disorder marked by well systematised delusions of grandeur and persecution’(eg ‘IRA’ person)
______________________________________________________________________

· Other features, not significantly rated within medical view :

     Decreased/absent will power, motivation; passivity; depression; fear; terror; great overwhelm; helplessness; powerlessness; intense, virtually ever-present anxiety; always feeling very unsafe; great social awkwardness; great fear of any risk, including relationships, social contact; as if stripped of one’s defences; (drastic situation require drastic action – a matter of inner perception)

    International sports? Other arenas involving group participation? 

______________________________________________________________________

Biology: 

  “The theory that abnormalities in dopamine turnover or in dopaminergic receptors are responsible for this disorder has been expounded for more than 25 years” 

   “Despite the enthusiasm with which this substance has been investigated, there is still no confirmation that this * is the primary abnormality n schizophrenia”

         *(nor is there confirmation that any other theory is responsible – my addition)

     (Prof P. Casey, A Guideline to Psychiatry in Primary Care, 1997)

______________________________________________________________________

· Diagnosis:
   “In the absence of biological markers, the most common approach in clinical practice is to base the diagnosis of schizophrenia on the presenting symptoms” 

      (Prof P. Casey, A Guideline to Psychiatry in Primary Care, 1997)

· Treatment:

    Medication – major tranquillisers. Typically prescribed long-term. Vast majority offered nothing else. People often on two or more drugs.

______________________________________________________________________

Schizophrenia: limitations of the medical approach

· Fails to see that the real problem is a major, major experience of overwhelm, and major loss of Selfhood

·  Fails to see or address the intense anxiety, terror, identity crisis, absent self-confidence and self-esteem, powerless social terror –  core issues, in my view. 

· Instead, doctors ‘attack’ the delusions, hallucinations, paranoia, etc, without realising the meaning, purpose and significance of these experiences. Doctors quickly pass over these experiences, going straight into what they believe in – eg attempting to eliminate the above symptoms.

______________________________________________________________________

Schizophrenia: Limitations of the medical approach

· Fails to see the dependence created on mood-altering   drugs when these drugs are prescribed beyond the short term 

· Fails to sufficiently believe that people can recover – give people a message of hopelessness, which clients pick up, internalise and fulfil

· Fails to see the critical importance of social reintegration, and fails to provide well-thought-out programs and strategies to help clients reconnect with important aspects of life (work, relationships etc), in a stepped fashion, at their own pace 

______________________________________________________________________

Schizophrenia: Does psychotherapy have a role?


·  Yes. Patience required. Some clients ‘easier’ to work with than others 

· Clients who have become very “institutionalised” into their diagnosis harder to make progress with 

· Supportive; affirmative; team; place to talk freely without judgement; normalise the experience; enhance safety, confidence, decision-making, powerlessness etc; overcome fears in stepping stones with support, one step at a time.

· See “Recovery”, later in talk

______________________________________________________________________

Schizophrenia: ‘Engagement of patients with psychosis in the consultation’*

· Study looked at how willing doctors are to engage with people’s so-called psychotic symptoms. 

·  ‘Doctors have trouble talking to patients about psychotic symptoms’. 

· Analysed 32 consultations between psychiatrists and patients with schizophrenia or schizo-affective disorder, London. 

· (British Medical Journal, 2002, 325, 1148-1151, McCabe, R. et al)

______________________________________________________________________

Schizophrenia: ‘Engagement of patients with psychosis in the consultation’

·  They found that patients actively attempted to talk about the content of their psychotic symptoms, such as hallucinations and delusions, and the distress associated with these symptoms. 

· However, doctors tend to hesitate and avoid answering the patients’ questions, indicating a reluctance to engage with these concerns. 

·   Proactively addressing patients’ distress about their psychotic symptoms may lead to a more satisfactory outcome of the consultation itself and improve engagement of such patients with health care services, the researchers concluded. 

______________________________________________________________________

·  ‘no research has been published on how doctors engage with these patients with psychotic illness in consultations’.

· ? Indicator of priorities? – not seen as being important  within medical profession? 

   Self-reflection

______________________________________________________________________

Schizophrenia:  The World Health Organisation  Report 2001: ‘Mental Health: New Understanding, New Hope’

· ‘It has been repeatedly demonstrated that schizophrenia follows a less severe course in developing countries’ (Kulhara & Wig 1978; Thara & Eaton 1996).

·  ‘For example, in one of the multi-centre international studies, the proportion of patients showing full remission at 2 years was 63% in developing countries compared to 37% in developed countries’ (Jablensky et al 1992).’

· ‘Though attempts have been made to explain this better outcome on the basis of stronger family support and fewer demands on the patients, the exact reasons for these differences are not clear’ 

______________________________________________________________________

· Schizophrenia Outcomes:Developing vs. Developed Countries (From “Mad in America” 2001)

	
	Developing Countries
	Developed Countries

	On antipsychotic medication

76% to 100% of follow-up period
	15.9% 
	61%

	Best Possible Outcomes

Remitting course with full remission
	62.7%
	36.9%

	In complete remission 76% to 100% of follow-up period                    
	38.3% 
	23.3%

	Unimpaired
	42.9%
	31.6%

	Worst possible outcomes 
	Developing countries
	Developed countries

	Continuous episodes without complete remission
	21.6%
	38.3%

	In psychotic episodes for 76% to 100% of follow-up period
	15.1%
	20.2%

	Impaired social functioning

throughout follow-up period
	15.7%
	41.6%


 (Mad in America, 2001)

·  “For unknown reasons, people with schizophrenia who live in less developed countries have a better outcome with this disease than those living in developed countries”

· “One thought is that people in underdeveloped countries have more family support available, have fewer outside demands, and their behaviours are more readily accepted by their communities”

            (Ho BC, et al. (2003). ‘Schizophrenia and other   

            psychotic disorders’. In RE Hales, SC Yudofsky, eds., 

            Textbook of Clinical Psychiatry, 4th ed., pp. 379–438. 

            Washington, DC: American Psychiatric Publishing)

______________________________________________________________________

 Psychiatrist Dr. Dermot Walsh, former Inspector of Mental Hospitals (Ireland)  
Irish Medical Times,2001)

·  “The overall effect of antipsychotic drugs on major psychiatric illness, viewed from an epidemiological and public health point of view, is uncertain” 

· “Numerous double-blind controlled trials appeared to establish their efficacy in schizophrenia in both the acute stages and in maintenance therapy” 

· “However, the deficiency of the great majority of these trials has recently been highlighted in a review of 2,000 of them conducted from 1948 to 1997”

·  “The overall scientific quality of these (studies) was regarded as poor and did little to enhance the reputation of the drugs which they were designed to evaluate and promote”

· “The newer antipsychotic drugs, whose cost can be as much as five times that of the older, have, despite many individual anecdotal accounts of ‘miraculous’ improvement, been subjected to limited evaluation, and that merely in the short-term and with no indication of their long-stay value or side effects.”)

· “Virtually all of the above considerations apply to the antidepressants as well with the additional consideration that, for what it is worth, the epidemiological evidence is even less flattering……

· And the value of lithium as a prophylactic in affective disorder has been the subject of some recent controversy”.
· “It is not correct to assume that the higher quality trials are necessarily the most recent ones. The combination of low numbers, massive drop-out rates, unrepresentative patients and short duration [average trial duration 6 weeks], make most of these trials irrelevant to everyday clinical practice”.

    (Trials up to 1998, therefore newer drugs included)

Childhood risk characteristics in children who later go on to develop schizophrenia-type problems later in life 

· Social maladjustment in school; a strong preference for solitary play; self-reported social anxiety at age 13; teacher-reported anxiety at age 15; passivity; social withdrawal; social anxiety; hypersensitiveness to criticism; disciplinary problems; antisocial behaviour; peculiarity; odd behaviour; flat affect – eg seldom laugh or smile, no reaction when praised or encouraged. The more anxious children were, the more likely they were to develop schizophrenia.

                            (Irish Journal of Psychological Medicine, 2001)

· Many of these behaviours reflect a high degree of insecurity, of fear, self-doubt and uncertainty. 

· All of this has implications for early intervention. So, why hasn’t psychiatry acted on this sort of information? 

· Because to do so might challenge the medical belief system, that psychiatric illnesses are caused by biochemical brain abnormalities? 

· Research the withdrawal? Lack of relationships?? 

	
	Diabetes
	Schizophrenia

	Biochemical abnormality
	Raised blood sugar
	??dopamine

	Diagnostic test 
	Blood sugar levels
	no test

	Diagnostic test used
	always
	never

	Diagnosis made without biochemical tests which confirm the biochemical abnormality 
	never
	always

	Reliability of diagnostic test 
	almost 100%
	no test, no reliability

	Normal expected range of biochemical being tested 
	known with certainty (3.5 – 8.5)
	no idea of normal range never tested,

	Understanding of when biochemical levels are abnormal and condition diagnosed
	known with certainty by all diagnosing doctors ( >8.5)
	unknown, never tested


	
	Diabetes
	Schizophrenia

	Understanding of the normal functioning of the organ involved
	pancreas: quite well understood
	brain very poorly understood

	Understanding of the abnormal functioning of the organ involved
	pancreas: understood quite well; definite microscopic abnormalities
	brain very poorly understood: (normal/abnormal?)

	Treatment 

	Insulin
	Major tranquillisers (anti-psychotics)

	Mode of action of treatment
	Known precisely
	Not known with any certainty

	“Sedation, rather than any genuine anti-psychotic effect,  is often the main role of standard anti-psychotics” (Psychiatrist Dr. Trevor Turner, Community Mental Health, Summer 1998) 

	Precision potential of medication
	Very refined, down to precision of single unit dose calculation Polypharmacy very rare Replacing like with like 
	Blunt; dosage never calibrated to test results Polypharmacy common Not replacing like with like

	Specificity of treatment

	Highly specific to diabetes
	Not at all specific to schizophrenia: used to suppress aggression, rebelliousness, and spontaneous activity deemed unacceptable where social control is considered important eg  mental hospitals, nursing  homes, prisons, institutions for persons with developmental disabilities Suggests tranquillisation, not biochemical balancing effect

	Monitoring: early stages
	Intensive; blood sugar tests several times an hour is not unusual
	No tests carried out because none exist

	Response to treatment
	Swift: effect of insulin treatment measurable within minutes.
	Tranquillisation usually within hours. No test or  test or laboratory method of monitoring or overseeing response to treatment

	Monitoring: ongoing


	Regular blood and urine tests. So refined that patients can carry out the tests themselves daily with sophisticated blood glucose monitoring
	No tests exist, so no monitoring of levels of supposed biochemical abnormality

	Response to no treatment
	Swift: stop insulin rapidly rising blood glucose (measurable) leading to diabetic coma(equally true for similar conditions)
	Effects of cessation of treatment on supposed biochemical abnormality unknown, not measurable

	Effectiveness of treatment
	100%
	???? 

WHO studies Dr. Dermot Walsh

	Major side-effects
	Few – due to replacing like with like 


	Many: (eg Tardive Dyskinesia, Parkinson’s) not replacing like with like Zyprexa - diabetes

	Response to counselling

treatment
	None
	Soteria House(p.213 Beyond Prozac)

	Duration of treatment
	For life: regular monitoring of blood sugar levels 


	often for years, without any lab monitoring of biochemical levels

	Life off treatment

	Impossible(once on insulin)
	Between 30-75 % Geographical variation where did the biochemical abnormality go? How can we be sure it was ever there?


Brain imaging techniques (Beyond Prozac, p.30-31) 

· “In recent years, psychiatry has become quite excited about brain-imaging technology

·  This research sets out to find abnormalities within areas of the brain, and seeks to identify such abnormalities as proof of biological causation of mental health problems

·  I believe that this research is potentially valuable. But as with all research, we have to be careful and objective regarding how we interpret the results”

· “Brain-imaging techniques have found that people with mental health problems do sometimes share certain brain-imaging patterns

·  Psychiatry tends to claim this research as proof that biology is the primary, fundamental cause of mental health problems

·  Such conclusions are premature and problematic for a number of reasons

· Rather than proving anything regarding cause of mental health problems, these brain-imaging techniques demonstrate something which should not surprise us; that the activity of the brain may well reflect - correlate with - how a person is, emotionally and psychologically.” 

·  “All human experiences have a corresponding and co-existing physical body reaction to our experiences as we go through our day and our life

·  For example, when we feel very anxious, our heart beats faster. No one would suggest that the heart beating faster is the cause of the anxiety. The faster heart rate is one of the ways in which anxiety is expressed in our bodies 

· It is hardly surprising that people who experience sertain emotional and psychological states more frequently than others may have relatively similar brain-imaging scans. 

· Such findings prove nothing regarding the cause of anything. Brain-imaging tests on other human experiences will show similar correlations.”

· “For example, brain-imaging tests on people in heightened sexual arousal will equally show these people as having similar brain scan results to each other

·  To suggest that this proves the particular pattern of brain activity observed in brain-imaging scans is the cause of the sexual arousal would be proposterous

· Likewise, brain-imaging scans on people in a state of rage will demonstrate similarities to each other, as will any group of people who are experiencing relatively similar emotional and psychological states to each other at the time of the scans.”

· “It should not be forgotten that no brain-imaging tests are  carried out in the evaluation of people attending doctors prior to the decision on a diagnosis of a psychiatric 'illness’”.

Brain-imaging techniques (Beyond Prozac, p.43) 

· “Researchers make much of observed differences between 'normal' people and those with 'mental illnesses', typically tending to interpret these results as proof that these 'illnesses' are caused by biological brain abnormalities
     This is a misguided conclusion. For example, according to the Guardian, 17th November 2003, scientists found that people harbouring racial prejudice share similar findings on brain scans

     These scans merely demonstrate that the brain activity mirrors different states of being. they say nothing about how the state of being came about. 

    A correlation should not be presumed to indicate cause. 

Brain-imaging techniques

     “Brain-imaging research is a valid pursuit. But it behoves us all not to draw conclusions beyond the findings of our research”

                                                



 (Beyond Prozac, p.43)

·  “Brain-imaging techniques are currently creating great excitement within psychiatry as a possible way of establishing a biological - brain abnormality - cause for 'mental illness'. One such study, using brain-imaging techniques to assess brain areas activated under specific circumstances, found that:

           the area activated in depressive patients by negative   

           thoughts was the part of the brain known as the 

           amygdala, a region associated with fear”
                                   (Irish Medical News, 17 November 2003)

· “A study published in Science (June 2003) looked at brain-imaging techniques in shy adults

·  Using functional MRI scans, researchers from Harvard Medical School and Massachusetts General Hospital assessed responses to two groups of photo images;  people known to them, and people they had never seen before

·  They found an unusually high activity in the amygdala of shy adults when shown photos of people unknown to them

·  the amygdala is the part of the brain involved in regulating emotion and basic instincts such as fear, the part of the brain activated in depressed people in the previous study mentioned”

· “How interesting that the brains of shy people react similarly to brains of people diagnosed as 'depressed’

·  These results should not surprise us, since fear is a virtually ever-present feature in people experiencing any form of emotional and psychological distress”

· Similar findings in people in a deep meditative state

“A man hears what he wants to hear and disregards the rest” 
(‘The Boxer’, Simon and Garfunkel)


“I believe that the process by which doctors diagnose ‘mental illness’ is fundamentally flawed.  In the process of diagnosis, doctors  actively seek out certain characteristics or ‘symptoms’, which are considered by doctors to be highly significant. 

In contrast, other characteristics that are present within the person are deemed unimportant. They are not sought out; rather, they are virtually ignored. Regarding what is called ‘schizophrenia’, doctors actively seek to establish whether or not the person is experiencing hallucinations; delusions; paranoia, severe withdrawal and thought disorder.” (Beyond Prozac p. 175)

“Disregards the rest” (highly unscientific practice)

What is virtually always there, central to the person’s distress but unnoticed by the doctors:-

        overwhelm; fear of living;

        ever-present anxiety and terror; 

        great loss of Self-hood; crisis of identity; 

        no sense of belonging 

       little sense  of being able to deal with their world 

       effectively;

       profound helplessness and powerlessness; 

       total lack of inner belief that one can change things or 

       make life better for one’s self; 

       constantly feeling very unsafe, not being able to make 

       one’s self feel  safe or protect one’s self 

Voices are a consequence of the above, rather than being a primary problem, visited upon the person with no sense, meaning, purpose or  explanation

Examples of voices making sense

  26 y o male: very difficult parental separation in 1999 

From hospital letter:

“ ‘There are voices in my head’. ‘The voices of his mother, brothers and other family members.’ 

 Anger towards his mother: ‘he wanted to hit his mother…..aggressive feelings towards his mother

Voices saying that he ‘should go home and harm her’

I met mother: I felt angry towards her: she came into all 

three sessions

He constantly deferred to her, she answered all the questions

even after my fifth request to her to let her son answer

anger, with no other way of sorting the need, the pain, no sense of being able to take action

in college for 2 years: home every evening (2 hour train journey)

she decides what clothes suit him

she talks with the shop assistants etc

surely the services would serve him better by creating structures which would support him in his need for Self-hood, independence and independent living

_______________________________________________________

26 y o male, ‘intrusive violent thoughts’ , 

very ‘out of  character’,  which was a clue

very quiet, unassertive, great Self-doubt, bullying

much missing in his life; he felt powerless to change anything

overwhelmed, terrified, desperately unhappy

______________________________________________________

Worked together over two years

 Self-confidence and assertiveness rose slowing and steadily, 

thoughts always ‘appeared’ when he felt threatened, 

vulnerable, frightened …..coincidence????

Now, no such thoughts, because, his needs are being met,

 in love, full life, full expression of Self, he has no need for

 these ‘voices’, these prompters, and since they no longer 

serve any purpose, they rarely happen

_______________________________________________________

24 year old male        First attended me June 2002

Meds then: Effexor 225 mgs daily (for 18 months)

                    Risperdal 4 mgs daily (for 3 years)

                    Dolmatil 1,400 mgs daily  (for 2 years)

Meds now: Effexor: none: off for 30 months

                    Dolmatil 300 mgs daily  (1/5th)

                    Risperdal: none for 9 months

Voices initially very critical and judgemental of him

Hasn’t heard voices for 3 years. Getting life back on track, gradually, steadily, at a pace that works for him. 

______________________________________________________________

Has done several computer courses during the past 4years, each one involving a step up in challenge. 

Distinctions: poetry

 Self-confidence increased steadily, gradually,  

 now quite strong 

Social anxiety greatly decreased,  growth of Self-hood

Financial cost of this work….compared to gains

_____________________________________________________________

24 year old female:

two voices: one male, one female: 

male very abusive towards and about her: 

female defending her to the male 

ongoing argument between the two voices:

Had several abusive relationships with males, including her father. 

No sense of Self-worth, or of being able to protect herself from such abuse or deserving of such protection

 ‘serves you fucking right!’ - an ongoing, dynamic, drama, projected outside herself on to an external screen – the voices – of her conflicts being played out as she goes through her day, mirroring and reflecting her experience, hurt, and challenge.  

Voices occur  when she feels overwhelmed, very worried and scared; vulnerable, angry.

Attending the mental health services for four years, this was the first time her voices were discussed and explored

Only ‘treatment’ had been drugs – major tranquillisers: 5 stone weight gain; drowsy, couldn’t function. Voices sedated too on the medication.

_______________________________________________________________

21 y. o. female: ‘Eating Distress/disorder’:

voice  in her head repeatedly telling her not to eat; that she is 

fat; driving her to lose more and more weight

Preoccupation with food, for her, is a way of escaping for from the reality she would experience if she were not totally preoccupied with food – that she is scared stiff of life; of the challenges of the adult world; of risk; of relationships; of failure; of success etc.

These voices are in keeping with her overall state of mind and state of being, and can be understood in the context of her life, her inner world, her almost total lack of Selfhood, And how she experiences her life. 

Hates and avoids anything that brings her back to reality

_________________________________________________________

24 y o male: living with parents

He likes the voices; he would miss them if they weren’t present. They give him a sense of security. 

The voices are company for him in a life where he feels – and is – very isolated. 

He worries that if the voices were not there he would feel very anxious. He is probably right about that

Nothing to occupy his time; nothing to distract him from the pain; distress; losses; hopelessness; powerless; etc.

Not coincidentally, the onset of his  ‘voices’ happened whilst at third level college.

 Having no sense of himself, he became overwhelmed

He struggled to deal with the challenges of moving away from  home

He couldn’t cope with  exposure to all the challenges and possibilities of college life

He couldn’t continue. He left college, withdrew to home 

___________________________________________________________

17 year old female from Co. Clare: 

 hearing voices: started 2 years earlier,  at a time when she was being bullied intensely.

felt totally excluded and isolated from her peer groupsaw  no way of re-connecting with her peers

no friends: no activities: rural environment: 

parents ‘behind the times’: little help to her in her overwhelm and pain

______________________________________________________

None of the above received any attention from the (State medical) services

In my office, would laugh and smile spontaneously, suddenly

The ‘voices’ were chatting away to her.

Is it so surprising that a young, totally isolated girl would hear voices in her head, creating her own ‘company’, perhaps as a substitute for friends, for a life? 

Voices not the problem. They were a “symptom”, giving voice to the real problems, which were less expressible

Working with people hearing voices

Restore ownership of the experience to the person

Dialogue with the person about the voices, get an understanding of why they might be there

Identify the key issues, eg absent Self-confidence; terror;  anxiety; powerlessness; enormous Self-doubt; little or no confidence in their capacity to find happiness, fulfilment in life, or get their needs met productively  

Work collaboratively with the person to help them get their life back on track, to regain their sense of Selfhood. 

This must be done at a pace which does not overwhelm the person, who has already experienced considerable Overwhelm and great Self-doubt in their lives.

Hearing voices: medical approach

·  immediate invalidation of experience

·  immediate pathologising of the experience

· no dialogue or attempt to understand or contextualise 

· extermination of the experience becomes the goal 

· ‘ownership’, power and control shifts from person to the   carers, away from the person

Is it normal/abnormal to hear voices?

· Never normal, according to the medical approach.

· Yet, everyone has conversations going on in their heads, virtually constantly

· People frequently talk to themselves as they go about their day…(people-watching)

· For much of the inner conversation, people know they are communicating  with themselves. Its obvious to them that this is what’s going on 

               eg “I need to put the bins out”…. 

                    “I need to ring Jim”

                    “I look fat/slim in this”

· At times, it may not be quite so obvious that the voice we are hearing in my head is me talking to me. 

· This is more likely to happen when we are stressed or overwhelmed …..voice may change from “I” to “you”

· For example, if I screw up on something … “You fucking eegit”…whatever were you thinking you fucking dope”

The change from “I” to “You” is one step towards removing the apparent source  of the voice away from me, to another, one who addresses me as “You”, as all people who are not me do address me. 

But if I think about it, it is clear that it is still me talking…to me…about me, conveying some message to me that makes sense in the context of my life
Sometimes we go further along the process of  removing the apparent source of the voice away from  one’s self 

This may occur out of habit, creativity/fantasy creating

or when we are overwhelmed/very traumatised and/or very unhappy and don’t know how to get ourselves out of the life situation we find ourselves in

Yet, as with the “you” above, if explored with openness,

it usually takes little time to see how these “voices” might well

be me talking to me, but in a more abstract, metaphorical, 

symbolic fashion, voices and talk which reflects and acts out 

an important truth/conflict/experience/fear/sadness.

These voices are simply de-personalised... “de-I’d”… but this is hardly grounds to presume it is ‘crazy’ to hear these voices

Not a million miles away from hearing one’s own voice…..a spectrum of voice-hearing…rather than either/or…… rather than normal/abnormal…..rather than right/wrong….

How valid is it that society has decided, in such a black-and-white way, that only one way of hearing voices is normal/acceptable and others are absolutely not normal/acceptable?

· Definitely abnormal, always, according to the medical approach

· but, we all hear voices to some degree

· so, are we all abnormal ?

· some people apparently hear voices regularly and the voices do not interfere with their lives at all

Possible explanations for hearing (“unusual”) voices

· Some people report experiencing such voices as a matter of course

· Voices may counter excruciating emotional pain; loneliness; worthlessness; invisibility; boredom; 

   

  i.e. a creative activity

· Voices may provide a means to express, give voice to,  and/or ‘act out’ a major source of distress

· Voices may provide an outlet for an emotion or characteristic which the person tends to suppress or feels totally unable to resolve in their everyday world (eg violent thoughts)

· May provide a voice for a person who has no voice

· May communicate my distress and need to myself and to others, in a round-about way, which may be the only way I can deal with and express my reality, distress, overwhelm

                The voices are not the core problem

                            See “key issues” slides

Growing up

· GROW is a worldwide mental health movement, supporting people who experience mental health difficulties

· Their magazine GROWing: GROW in Ireland News and Guide  (issue 14/3&4 Winter 2006) included an article entitled “Childish, Half-developed or Adult”

·  This article contrasted childish characteristics and their effects in and around the person with adult characteristics and their effects in and around the person

·  The clear message from this article was that with attention, work and support, we can each move away from “childish” behaviours and attitudes towards adult ones, a movement which has considerable benefits for the person’s mental health and wellness. 

· By “childish”, they mean the types of dysfunctional behaviours and attitudes often engaged in by children, and indeed sometimes by adults

·  By “adult”, they mean functional behaviours in which the person takes ownership of themselves and their lives, 

                 recognises their needs and honours them,  

                 communicates as clearly and directly as possible, 

                 strives toward balance, discipline, assertiveness,

                 Self-belief and belief in others 

· This article resonates with my experience of working with people experiencing mental health problems, many of whom have been diagnosed as having a mental illness

·  Indeed, many of the people I have worked with who had been diagnosed as suffering from mental health problems such as anxiety, depression, bipolar disorder, eating disorders and obsessive compulsive disorder have described themselves as feeling very young, childlike, being very fearful of the adult world, and terrified by the idea of having to grow into an adult.

·  A key theme in my work with people is to foster and facilitate their growth into their own adulthood, whatever age they are

· This process towards adult maturity, when embarked upon by the person in a realistic way, frequently leads to recovery well beyond that previously experienced by the person

· Given that helping people with mental health difficulties to grow into their adultness can have a very positive effect on their mental health, clearly the promotion of adultness has immense potential as a preventive tool to people reaching the point of experiencing mental health problems

           Recovery

· “to get something back after losing it”

· “to regain”

· “to get well again after being ill or weak”

          (The Oxford Concise School Dictionary)

 Principles of Recovery

· Recovery ‘of’ rather than recovery ‘from’:

though recovery ‘from’ tends to happen as a natural consequence of recovery ‘of’, in particular, recovery of Self and the ability and self-belief to deal effectively  with the world

   Person truly seen and interacted with as a human being   

          rather than their ‘illness’ being the dominant factor within the interaction.

· Approach is truly holistic: 

all aspects of the person are taken into account, as are all interventions which may have potential for that person, including medication.

· Medication reduction or cessation is not a prerequisite to 

             recovery work

   
 Learning to Live well (whether with or without the limitations of illness)

· A truly therapeutic relationship created

· Trust is key: many users do not trust their service providers.   

· Partnership

· Patience

· Realistic hope

· Realistic empowerment

· Openness

· Safety, including the safety to express whatever is going on  for them in their life

· Pacing: small goals and achievable steps:  one step at a time – pace must be tailored to the person. 
· Accurate understanding and empathy: getting a clear understanding of where the person is at is a prerequisite for effective Recovery work.

· Understanding the role of fear, terror, trauma, powerlessness, hopelessness, self-protection

· Respect and dignity

· Honesty and realness

· Takes the person’s life, support systems and contexts fully into account
· Fosters autonomy;  resilience;  self-management;  self-belief;  self-confidence;  inner power;   self-determination;  control;  self-ownership and (positive) self-responsibility within their lives : (at the person’s pace)

· The normalisation of emotional distress

· Realistic optimism about recovery 
· Individualised self-management plan

· Peer support

· Use of community resources        
· User involvement at all stages and at every level                                                                                       
· Choices and preferences respected
· Personal growth

· Listening and tuning in – of a very high quality
· No pressure to ‘recover’: recovery need rarely/never be mentioned. The process of recovery emerges through time, not rushed
· Recovery orientated programmes: tailored to the needs and ‘place’ of the individual,  ie where the individual is at within themselves and their world. These programmes designed to enable, empower, and increase self confidence, belonging, meaning and purpose 

               All the above actually happen, not just lip service 

· Recovery journey is not a straight line upwards


                                                                                                    /

                                                                                         _ _     /

                                                                                   _ _/      \_/

                                               _ _ _                   _ _ /
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· Individual to each person: recurring patterns

· Balancing belief in person with no pressure to recover

Outcomes and outcome measures 

· Traditionally: symptom elimination – chief outcome sought and measured within traditional medical model

· Within recovery orientation: Symptom elimination, but as part a wider context including: 

· individual’s experience of happiness, contentment, fulfilment, meaning 

· more fulfilling relationships and participation in life

Outcomes and outcome measures

· Selfhood recovery and dealing effectively with their world

· Initiating/returning to work/education

· Medication usage

· Reduced  dependence on social welfare/disability benefits

· (Positively) exiting from services

· Reduced use of services: reduced admission rates, outpatient attendances
· Individual’s own story/narrative seen as important, including their own assessment of recovery

· Impact on suicide risk/rate

              Recovery in Action


        (Each had been attending the secondary mental health services prior to attending me. Some continue to attend  these services in addition to attending me)

·  64 year old woman, from Dublin region, depression for over 20 years First attended me 2003. Had been on Molipaxin (antidepressant) 100 mgs for over 2 decades.

        Now, off antidepressant for two years. Major gains in self-confidence, assertiveness, and other key qualities. She (and her husband) report changes in her levels of contentment and quality of life that they did not dare think about previously.

---------------------------------------------------------------------------------------

· 45 yr old female, schizophrenia for 12 months when first attended by October 2006 

· at her wits end when first attended me: “going nowhere”: had begun to hear voices following an extremely distressing event in her life

· within the (state medical) services, voices only were ‘treated’ – with increasing doses of  Zyprexa. Exterminating the voices was the only purpose of her ‘treatment’

· 4 stone weight gain on meds. Sleeping most of day, like a ‘zombie’.  

· With me, medication gradually, gently reduced in very small increments, 7.5 mg Zyprexa compared to 20 mgs 7 months ago. 
· Much of her old self ‘recovered’. She and her husband noticing many signs of recovery. More work to be done.

__________________________________________________________
· 33 year old female from Tipperary area  (manic depression x 8 yrs)
·  began attending me 2002. Had been on several medications. Now off all meds for over 2 years (her action), back working full time for the past 2 years. Gets mildly depressed 1-2 times a year, we deal with this by meeting and resolving the current issues. No manic episode for over 4 years
· Text from her, Winter 2004: ‘I wanted to thank you for being a friend and a shoulder to cry on when I needed it.  I get by with a little help from my friends! Really good to see you, nice to know I can still find the place! Will keep in touch’
________________________________________________________
· 18 year old female from Limerick area, depression for 4 years. 
· On Effexor 300mgs (antidepressant) when first attended me Jan 2007 (according to MIMS, max adult dose is 225 mgs). 
· She had missed major chunks of school time over 5 year period.
·  Her psychiatrist was recommending ECT at the time as the next step, she and her parents did not want this so they contacted me. 

· Key aspects had been missed, eg major loss of Self; her ways of dealing with the world not functionally effective.
·  Therapeutic relationship created. Meds gradually reduced, now off meds x 6 months
·  Outline plan: to work together as a team, increasing her sense of Self, increasing the effectiveness with which she deals with the world, towards next year’s leaving cert, not this year’s
· She does not and will not need ECT. I believe she will make a good recovery, and go on to have a fulfilling life, off medication, and without limitations.

___________________________________________________________________
· 46 year old female from Tipperary, depression for 9 years
· Began attending me in 2005, then on Effexor 150 mgs, and off work due to depression for the previous 2 months
·  We worked together to lift her self confidence, and to reverse some counterproductive habits, such as procrastination, self-depreciation, replacing these with assertiveness, Self-care, resilience, persistence, action-taking
·  I worked with her and her employer’s occupational health people to facilitate a gentle transition back to work
· She is now recovered, off medication for 9 months, and back to work without interruption for over a year 

______________________________________________________________

· 37 year old woman, for Cork-Kerry region, depression for   8 years, prior to attending me
·  began attending me in 2004
·  previously told by her psychiatrist that 

           (i) her depression likely to be life-long

          (ii) she could expect to be on medication for life (on

          Effexor 150 mgs when first attended me), and would 

          therefore have to be mindful re having children.

· Her actual core problems, which had not received any attention within the mental health services, were:-

              very low sense of Self, repeated history of bullying, 

              anxiety, fear, great self-doubt. 

· We worked together on these. 

· Gradually, we reduced her medication. 

· She has now been fully off medication for over 2 years. 

· She is well, now assertive, confident. 

· Her first child now 1 year old

·  angry that she had to postpone having children while on medication, possibly unnecessarily, as she is now doing fine off medication. 
____________________________________________________________
· 24 year old woman, from Limerick region, depression for 3-4 years. First came to me in 2001. 
· She was accompanied by her sister, as she was on so much medication (Seroxat 50 mgs) that she could not think straight, so she relied on her sister to do the talking for her
·  Difficulty forming sentences due to sedation, and she looked to her sister every time I asked her a question. 

· She had been told by her psychiatrist that her ‘clinical depression’ would be a lifelong condition
·    Off medication for the past 3 years. Now fully recovered and happily married. Xmas card 2006, well, mother

__________________________________________________________
·  26 year old woman, from Cork-Kerry region, depression for 4 years
·  off work due to depression for a month prior to attending me in 2004
·  extremely low self-belief and self-confidence at that time
·  having been on medication for 3 years, she had stopped it prior to attending me as it didn’t seem to be helping

· Pretty high-powered job, and she greatly doubted her ability to return to this work

· I worked with her and the her company’s medical officer
·  We created a return-to-work plan, a gradual, doable plan, which she felt less threatened by than a sudden return to full work
·  Now, back at work for the past 2 years
· Happier and more content than she has been for years

________________________________________________________________
·  35 year old male, from Tipperary region
·  depression for 10 years
·  on antidepressants continuously for the 3 years prior to attending me
· had been out sick from work for 3 months as a consequence of his depression
· First attended me November 2005, referred to me by his GP

· He was on Effexor 225 mgs (max adult dose of the antidepressant) when first attended me
·  In referral letter to me, his GP wrote that the person “made an initial improvement on antidepressants but now feels stuck in a rut despite the fact that he goes on a six monthly basis to see the psychiatrist”

· Now: off medication fully for 6 months.  
· Fully returned to work for 15 months
·  Handling work stress better than ever
·  Consistently for the past 15 months, he describes experiencing  levels of inner peace, calm, enjoyment,  contentment, relaxation, autonomy, inner control,  assertiveness, self-understanding, fulfilment, quality of relationships, which were previously unknown to him.

__________________________________________________________
·  32 year old female, from Cork-Kerry region
·  manic depression since 1998
· After 3 years of largely absence from work due to illness, she has now been back in her place of work, virtually uninterrupted for the past  30 months
·  She has learned how to manage her illness, both with medication and non-pharmaceutical strategies
·  She now notices the beginning of a manic episode at a much earlier stage, and immediately makes contact with me
· We stay in close contact during that time, and together we have managed 3 episodes in the past 2 years without disruption to her life
·  She has learned a great deal about assertiveness, self-confidence, resilience, persistence, Self-care, and other key components of mental health and wellbeing
·  She is on a small dose of Tegretol on an ongoing basis
______________________________________________________________
· 31 year old female, “depression” for 2 years
· 2004, at her wits end, in enormous distress
· Unable to attend work for 3 months prior to attending, me, on Prozac 40 mgs from psychiatrist
·  Progress was slow but steady. 6 months after beginning attending me, she returned to work, and has remained at work for over the past 2 years. She feels she has got her life back
·  Remains on Prozac 20 mgs. Could probably do without it, but we are taking our time with regard to reduction of medication. Attends me at 4-6 weekly intervals now.

_________________________________________________________________
· 24 year old female, from Connaught, depression for 6 years. PhD student
·  Several hospital admissions prior to attending me in 2004
·  We worked together for a year, meeting 2-4 weekly
·  Her depression related to major suppression of the emotional aspect of herself. We worked together on this
·  As a result of our work, for the first time in 8 years she felt free of depression.
·  In her opinion, the work we did was the most important work she had ever done with regard to her mental health
________________________________________________________________
· 43 year old male from Munster, schizophrenia for 20 years
·  Attending me for 3 years. We now meet monthly
·  He describes a major improving in wellbeing during this time

·  Continues to attend the services, and on medication 
· Attendances at services consists of 5-10 minutes with psychiatrist, basically a question and answer session
·  He says he has learned how to manage these meetings, which he feels are of little real significance or relevance to him, him life, his wellbeing. 

· He remains on a low dose of medication
·  For the past 18 months he describes being happy, content, fulfilled, creative, in control, assertive, calm, living a full and varied life, travelling abroad successfully, working, satisfactory relationships
·  Still gets occasional bouts of anxiety, has his own strategy for managing this, a strategy which works for him
· These bouts are transient, and they no longer disrupt his life in any way
____________________________________________________________
· * 26 year old male from Wexford, depression for 4 years 

·    prior to attending me in 2002
·  Told by psychiatrist that he would be on medication for life. On Prothiaden 75 mgs when began attending me

·  Total loss of Self and Self confidence
·  Now off medication for over 18 months
·  Last contact I had from him was a text in June 2006: “Hi Terry, things are looking up again. We beat out arch rivals (hurling) and I kept their best player scoreless enough said! Thanks for your support”

_________________________________________________________________
· * 59 year old female, from Co. Tipperary
·  manic depression for 2 years prior to attending me
·  First attended me in 2003, heavily sedated on medication
·  Good recovery, on low dose of lithium last time I saw her in 2005. Last contact I had from her was the following text (emigrated to North America in 2005)
·     “Thank you for a great recovery I have got through some terrible weeks [family-related stresses] with flying colours. Hope you are well, family also”.

____________________________________________________
· 30 year male from Leinster
·  Obsessive-compulsive disorder for years, first attended me 2003. Had attended services for ten years, little success
· Virtually ever present violent thoughts towards others, which would suddenly pop into his head as if from nowhere, apparently out of character with his otherwise very gentle persona. 

· However, these thoughts made sense on two levels  - 

·     (1) he suppressed anger, and this was his only way of allowing any expression of anger

·     (2) He had lived for years with extremely low self-esteem, continuously withdrew from all aspects of life out of fear, terror, intensely lonely and deeply unhappy

     We worked together to address these issues, build his sense of self, assertiveness, inner control. 
· Now, “intrusive thoughts” gone
·  They occasionally return for a day or so, perhaps once a year, always for a reason
·  He now knows how to handle them, and why they return.
·  He is happily married since, and recently made a partner in family business
·  On no medication for over 2 years.

__________________________________________________________________
· 22 year old male from Connaught, depression for 3 years, first attended me in 2005
·  Had been told by the services that he had a chemical brain imbalance and likely to need medication for life
·  Core problem – extremely low sense of self, consequently withdrawing from life. Tended to get very stuck in ruts of inactivity, procrastination
·  Took him quite some time to begin to take action to address the core issues
· Now, not depressed, off medication for 2 years, working 35 hour week at 3rd level college in Connaught for the past 3 months 

____________________________________________________________
· 60 year old male from Midwest, depression for 20 years
· On antidepressants for 20 years
·  First attended me in 2006
· Some core problems, not worked with by the (State Health) services, including:- well ingrained patterns, such as inaction; procrastination; avoidance; escapism from reality; unassertiveness; indiscipline around how he lives; lack of resilience persistence, the taking of right action and seeing it through to completion

· In our work, we have looked at and addressed these issues
·  He now reports feeling better that he has for years, with more to live for
·  He has some way to go to overcome his well ingrained patterns

______________________________________________________________
· 26 year old male from Co. Clare
·  Anxiety and depression for 2 years, on antidepressants
·  First attended me in 2004, because felt not getting anywhere attending mental health services
·  Actual core problem – intense ongoing grief and loss, secondary to the death of both parents by age 5, and all subsequent related losses

· Went through an intense grieving process over a 12 month period
· He then emerged from that process, far more at peace with himself
· He was able, for the first time in 6 years, to risk entering a loving relationship, which he is still currently in, much in love and content with life
·  Off medication for 18 months
_____________________________________________________
· 35 year old male, schizophrenia for 10 years
· First attended me in 2003: terrified; paranoid; withdrawn
· “will I get out of here alive?”
· Over 4 years, got his life up and running; creativity; social 

     contacts; social involvement; assertiveness; empowerment; saying “no”; healthy boundaries and limits

 Stopped medication himself 3 months ago – had been gradually reducing it with psychiatrist and me

Of course, not all the people who attend me do well
When they don’t, there are usually apparent reasons for this 

· A 30 year old man from Munster attended me  5 years ago with a 10 year diagnosis of schizophrenia
· Another male, 45 year old from Munster, attended me 4 years ago with a 15 year diagnosis of depression
· Both men had lost their sense of Self to a very major degree
·  In both cases, this loss of Self preceded the onset of their mental health problems, and was in my opinion a key trigger for their mental health problems

· They were totally entrenched, institutionalised within their diagnosis fears/terrors; etc, and their subsequent withdrawal from the world

·  Neither men were prepared or able to take even the smallest steps towards recovery; too consumed by terror and absent Self-belief
· However, these men, and others, might do better within a mental health system which sees the creation of broadly based, comprehensive recovery-oriented interventions as a core part of its remit, including the recovery of Selfhood, and effectively dealing with the world

____________________________________________________________
· Woman, mid-forties, 25 year diagnosis of manic depression
· What has not been dealt with by the services during these 2 decades is her patterns/themes:-
·  eg her acknowledged extreme reluctance to ‘grow up’, to live in the real world, as opposed to the fantasies she continually creates: her fear of reality, her inability to cope with every day reality: ever-present terror: feeling unsafe everywhere, especially inside herself

· A key aspect of her manic depression is her totally absent sense of Self.
·  She repeatedly conjures up huge ideas, none of which ever come to fruition, because she is far too frightened to embark seriously on these
· These huge ideas act as a recurring enticement, creating a buzz of excitement, facilitating her desire to not engage with the real world
·  This strategy is doomed to failure, in that it never really leads anywhere

· But becoming intermittently consumed and enthused by grandiose ideas is perhaps a lot more palatable than the emptiness she would otherwise feel
·  She is deeply institutionalised within her patterns of living, of escaping, of avoiding, of procrastinating, of avoiding being responsible for herself
· She repeatedly stated that she does not want to live as an adult; that she will not live as an adult in an adult world

Recovery is not rocket science

·  A properly, fully structured recovery-focused mental health service would be well placed to the step-by-step approach which these people and others need to facilitate their recovery

Medication

· medication has its place in the alleviation of emotional and mental distress.
· medication should only be reduced with medical supervision, and very gradually, with the proviso that medication may also need to be increased, that this may happen, and is not to be seen as a sign of failing
·  rather, as part of the journey of life, towards recovery of Self 

· Reducing medication can be associated with significant problems, including considerably increased agitation and ‘relapse’

Medication should only be reduced (by professionals) in the smallest increments possible, in a very gradual, paced way, sometimes over several years

                       Suicide

Suicide: some realities
· “It will generally be found that as soon as the terrors of life (and/or the pain of living) reach the point where they outweigh the terrors of death, a man will (may) put an end to his life” (Shopenhauer)
· Some people choose to end their life
· Suicide is not a mystery. In the eyes of the person, at that particular time in their lives, there is always a valid reason.
· There is mass denial of the difficult reality that some people choose to end their lives.
· That some people who were suicidal later change their mind on this does not dilute the “rightness” of their previous action, as they saw it at that time.
People exhibiting suicidal behaviour

· Full attention

· Safety first

· Assess level of intent and risk, act accordingly

· Take time: warmth: empathy: 

· Gently explore suicidal behaviour 

                       AND

     the feelings, hurts, losses, hopelessness underlying the suicidal behaviour. 

Working with a person who is deeply suicidal

· Be mindful of limits: the limits of the situation, and your limits

· Balance

· Protect your heart

· Common themes

· Each situation unique

· Be aware of compromising situations

· Refer/delegate/involve others as appropriate

· Trust/lies

· Contact/follow up

More likely to be less suicidal at end of meeting(s) if people feel

· Heard

·  Met

·  Connected

·  Respected

· Cared about 

· Understood 

· Not rushed 

· Valued 

· Honoured (their reality, their private world)
People who have attempted suicide

· Safety to talk openly

· Explore the attempt:- pre, event, post

· Honour the person’s pain and feelings

· Meet them in their loneliness, distress

· Explore level of intent

· Explore current level of intent, and act accordingly

People bereaved by suicide

· Each suicide is unique, though common themes
· Know your limits
· Stages of grief: bear them in mind
· Openness
· Say little, listen a lot
· Much time and space, to express and work through shock: numbness: confusion: anger: guilt: grief: loss: what might have beens: etc: 
Honour the person’s life, in dialogue with loved one’s

· Holding, not leading
· Each person’s reaction is unique to them – individual response

      Be aware of how powerful the draw to be with that person can be 

      Explore this with family members if feels appropriate to the situation.

· Open door: see frequently, especially initially. Phased contact: may open up more as weeks pass
· Not the time for major statements, eg “why”
· Contact numbers 

People expressing thoughts of suicide: Assess:

· level of intent (clearer towards end of meeting)
·  level of risk 
·  level of support and understanding (internal and external)
· quality of connection between you and the person

People in deep distress appreciate and value

· Respectfulness: gentleness: accurate empathy: your presence: safety: time: attentive listening: being “met”: being understood: being accepted: being valued: mattering: being able to say anything: connection:
· High quality communication

· Trust

· Their private world being deeply understood

· Realness: the person you are

· Lifeline

Factors which suggest serious intent

· Depth of planning

· Secrecy

· Deception

· Seriousness of attempt

· Level of hopelessness

· Previous attempt(s)

· Inability/unwillingness to create good connection with you

· Depth of talking of suicide


Mental Health

                             Selfhood

                                   +

           Dealing effectively with the world

Selfhood

·  Self-relationship: Self-befriending: Self-awareness: 
· Self-support: Self-listening:  Self-observation:
· Self-identity: Self-image, or Self-concept:
· Self-confidence: Self-centredness: Self-referral: 

· Self-expression: Self-esteem: Self-worth:

· Self-talk: Self-care: Needs: Self-reliance:
· Self-honouring: Self-validation: Self-honouring: 
· Self-ownership and Self-responsibility: 
· Self-support:   Self-regulation: 


Selfhood

· Self-connectedness: Self-attunement: Self-belief: 
· Self-empowerment: Self-empathy: Self-gentleness:
· Self-discipline: Self-hood and the four seasons:
· Self-attunement: Self-honesty: Self-love: Sexuality: 


Selfhood

· The rainbow of emotions: Creativity: Self-respect:
·  Self-Assertiveness: saying ‘no’: Self revelation:
· Meaning and purpose: Self-realisation:
·  Autonomy and Self-determination: Spirituality:


Dealing effectively with the world

Selfhood and dealing with the world: Healthy boundaries

Reality:  Reality checking: Interpreting the world 

Uncertainty:  Hurts:   The middle ground

Mastery, autonomy, and being in control 

Change, loss, disappointment, letting go, moving on

Procrastination and avoidance: Balance: equilibrium   

Pacing: Patterns and habits:  Taking things personally

Dealing effectively with the world

Conflict resolution:   Letting things go: Completion: Routine and structure  

Resilience: Mind-reading:   “Everydayness”: Beliefs  

Values, principles and expectations:  Living in the present  

Stepping stones, one step at a time: Effort and outcome: Comparisons 

Relating: Peers: Social contacts and networks: Experimenting and risk-taking 

Dealing effectively with the world

Fear and anxiety: Interests, hobbies, activities: Sexuality 

 Failure: Mistakes:  Success: Taking action: proactivity

 Motivation: Persistence:  Self-discipline and determination: Organisation and order

 Balance, flexibility and moderation: Choices, decision-making and problem-solving 

 Physical activity: Blaming: Creativity: Alcohol and drugs    

Dealing effectively with the world

 Saying ‘no’: Friends and social networks:  Meaning, purpose and fulfilment    

Revisiting:   Unwritten contracts: Need-meeting: Pleasure, happiness and fun    

 Belonging: Adaptability: Time, energy and attention – 

3 important commodities 

Communication: Independence: Individuality: Projection: 

Inertia and momentum

Keeping things in perspective: Will power – the power of the 

will: Fear: Contact   

Exams: Anxiety: Hard work and repetition:

Attention to detail: Anchors: Judgement and criticism

Shoulds, musts, ought to’s, have to’s

Relatedness – feeling connected to other people:   

Contributing: making a difference: mattering

Learning: Negotiation and compromise: Growing up 

Mental health problems, selfhood, and dealing effectively with the world

Mental  health problem      Selfhood          Dealing effectively

                                                                          with the world

· Schizophrenia               loss 6-10                    reduced  6-10

· Bipolar disorder           loss 5-10                    reduced 5-10

· Depression                    loss 5-10                    reduced 5-10

· Anorexia                       loss 7-10                    reduced 7-10

· OCD                              loss 5-10                    reduced 5-10

· Considerable variation, though ever present

(Illustrative purposes only) 


How I work

· Relationship central

· Accurate empathy

· Accompany person on their journey

· Understanding: validation: empowerment:

· Tuning in: “get inside their head”: their Self-image:

· How they see themselves:

· How they see and experience their world

· Everything about them makes sense

· Gently foster the growth of Selfhood and effective dealing  with their world

· Be real

· Be aware of possible “next steps”

· Give expression, voice to all aspects of the person

Your greatest asset in this work is the person that you are

· Your  person

·            humanity

·            being

·            presence

·            humanness

·            humility

·            empathy

·            compassion 

·            intuition and gut instincts
(The original of these notes were presented as a PowerPoint presentation by Dr Terry Lynch at a workshop at Counselling Works Ltd, Milton Keynes, England on 20 Oct 2007. The original PowerPoint presentation is available at www.counsellingworks.com)
