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C LINICAL PSYCHOLOGY FORUM is the member publication
of the Division of Clinical Psychology. The publication has a
proud tradition of creating space for dialogue on the key

issues of our profession. CPF has gone through a lot of evolution in
the time it has been in print and I am pleased to be part of this next
stage of its evolution. As readers, authors, researchers and curious people, we all care about our
member publication and the wide range of content within its pages. It is wonderful to see that
variation reflected in this special CPF Award edition.
I think these articles represent the forefront of the work in our profession, both in terms of the

topics they look at and the contexts in which they are set. Issues discussed include the interactions
between psychology and psychiatry, illness perception, and mentoring in clinical training pro-
grammes. There are explorations of psychologists working in Accident and Emergency settings,
homeless hostels and occupied Palestinian territories. I am also pleased to see shortlisted articles
from across the career-span too, with contributions from pre-qualification through to people in
consultant roles. Again, this represents the breadth of interest in CPF as a publication.
I am personally struck by how clinical psychology and those who work within it manage to find

space for innovation despite the increasing demands being placed upon us. As Amra and Rao say
‘public services’ capacity to contain and sustain a culture of reliable dependency has been under
enormous pressures in recent years.’ Other articles in this awards edition provide further evidence
of these challenges: ‘…countless accommodation breakdowns as a result of violent behaviour
towards staff and other residents…’ (Williamson and Taylor); ‘We both have our critics, which can
be remarkably similar at times’ (Milson); ‘in practice actual staffing levels tend to fall well short’
(Stainsby and White). In spite of these challenges, our profession continues to grow and the peo-
ple within it continue to hold true to the belief that ‘Mutual respect allows for shared voices to be
heard’ (Milson).
All of the shortlisted articles deserve commendation, which is why we have produced this spe-

cial issue. In order to be published in CPF, they have already been through a peer review process,
after that I selected what I felt to be the best article from each issue of the last 12 months to make
up the shortlist. All of those articles were subjected to a second appraisal by the CPF team and
scored on innovative quality, research quality and academic quality. An algorithm was then used
to calculate the winning article, which is:

Minding the margins: An innovation to integrate psychology 
in a homeless hostel environment

by Emma Williamson and Kathy Taylor

Congratulations to the authors on this award and the wonderful article they have written. More
important than that, they are to be appreciated for the wonderful work they are doing. I do
hope they find a way to share information of the award with Bob and other people whom they
have supported. 

Editorial
Stephen Weatherhead
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Editorial

One line in particular stands out for me
from the winning article: ‘…despite the
struggle so many of this population have with
bearing proximity to others, the vast majority
of clients would engage with a flexible and
familiar on-site psychology service if they
could engage on their own terms’. Wherever
clinical psychology is and whoever is receiv-
ing or providing that service, we all hope to
enable people to access clinical psychology,
in a manner which makes all involved feel
cared for, supported and able to ‘engage on
their own terms’. Our job is to do all we can
to facilitate that. 

CPF will continue to be a place where 
we can write and read about the challenges and
benefits of doing all we can to increase the reach
and usefulness of our profession. I look forward
to what the pages of CPF contain in 2016.
Congratulations to all who have contributed

to CPF in 2015, especially the authors of the
shortlisted articles. Well done to Emma and
Kathy, recipients of the first ever CPF award.

Ste
Stephen Weatherhead
Coordinating Editor
s.weatherhead@lancaster.ac.uk
Twitter: @cpfeditor, @steweatherhead

Research Digest
Blogging on brain 
and behaviour

Subscribe by RSS or e-mail
www.researchdigext.org.uk/blog

Become a fan
www.facebook.com/researchdigest

Follow the Digest editor at
www.twitter.com/researchdigest
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PSYCHOLOGISTS have been working to
address social exclusion for some time and
recognise that ‘exclusion is at least as dis-

abling as the problems that lead to it in the first
place’ (Repper & Perkins, 2003, p.30). It has
profound effects on health and is evidenced by
a ‘social gradient’ in which the lower someone’s
social position, the poorer their health (Mar-
mot Review, 2010). Indeed, who could be in a
lower ‘social position’ than the homeless?
Many previous writers and thinkers have

also taken up the specific question of exclusion
linked with homelessness and how we might
understand it (e.g. Scanlon & Adlam, 2012).
The perspective we have found helpful is
informed by psychodynamic understandings of
borderline phenomena. There is a particular
group of homeless people who find it extremely
difficult to sustain stable accommodation even
though offered it and given considerable help
to settle and move; they repeatedly abandon it
or are evicted. Campbell (2006) describes how
she understands the link between this situation
and a core difficulty in the borderline area, the
claustro-agoraphobic dilemma, first described
by Henri Rey (1994). Here, managing the dis-
tance between self and others is challenging –
particularly for those who have early histories of
abuse, trauma and lack of parental contain-
ment. As a result, they struggle to find an area
of safety where others are not so close that they
feel trapped and intruded on (claustrophobic
anxiety) or where when they try to escape from
the intrusive presence of others, feel isolated
and abandoned, and fall apart (agoraphobic
anxiety). It becomes safer to occupy the mar-

gins between places rather than staying in or
out, to oscillate between spaces, or to split peo-
ple and locations into good and bad temporar-
ily to make them feel safer. A life lived in the
excluded margins of accommodation and soci-
ety can be driven by this relentless internal need
to move, to reside at the edge, and not be able
to psychologically stay put. 
Some recent publications inspired us to

believe that a psychological service based in 
a local homeless hostel might be able to 
help address this aspect of marginalisation
(e.g. Maguire, 2006). Johnson and Haigh
(2011) introduced the concept of Psychologi-
cally Informed Environments (PIE), whereby
it is recommended that a coherent shared psy-
chological understanding within an environ-
ment is the best way to facilitate growth,
recovery and enablement. We designed an on-
site psychologically informed environment
service aimed at helping residents sustain
accommodation and promoting access to serv-
ices which would enable inclusion and
engagement in opportunities.

Building a home in the partnership –
integrating services
Psychologists in South London and Maudsley
NHS Foundation Trust were approached by
London Borough of Lambeth (LBL; Inte-
grated Care Commissioning Cluster) to
develop an NHS pilot service based within a 19-
bed homeless hostel run by Thames Reach
(homeless charity accommodation and support
provider) in 2011. Initially, this required a joint
commitment from all three agencies to take

Minding the margins: An innovation 
to integrate psychology in a homeless 
hostel environment
Emma Williamson & Kathy Taylor

Addressing exclusion effectively means not only reaching out into the spaces occupied by homeless people, but
also actually ‘living’ life alongside them, becoming integrated into their home environment, so that a psychological
perspective can become accessible to them, and transformational. 
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the plunge and risk entering into unfamiliar,
territory-sharing arrangements. It was neces-
sary to establish new relationships across organ-
isational boundaries, bringing different
cultures together and developing new ways of
working. As Obholzer (1994) expands: ‘Manag-
ing change inevitably requires managing the
anxieties and resistance arising from the
change process. It is therefore important to
understand the nature of the anxieties that are
stirred up, as well as those inherent
in the regular work of the organisa-
tion’ (p.206). We soon understood
it was vital that the integrated foun-
dations of the partnership were
strong in order to support by con-
tainment the splitting and projec-
tions which could develop in staff,
mirroring those present in the
client group. This required close
communication, regular meetings at all mana-
gerial levels and the development of shared val-
ues, purposes and goals. Unusually for health,
we were not ‘gate keepers’ to our service and
our client group was determined by the hostel
service specification and referral criteria set by
the local authority and based on a borough
wide assessment of need. In this respect, the
service model involved a radical and unique
approach to tackling social exclusion.

Finding a home – 
Psychology in the hostel
The provision of two full-time NHS clinical psy-
chologists (a Highly Specialist Clinical Psycholo-
gist and an Assistant Psychologist) based on site
at the hostel formed the next crucial layer in
providing an integrated service. This addressed
the difficulty many homeless people experience
in making real contact, not only with peers, hos-
tel staff, health and social care systems and wider
society, but also with themselves and their inter-
nal world. We believed there was a need to go
beyond training and supporting hostel staff in
their work with residents on a visiting basis, and
for psychologists to find a home within the hostel
themselves, to ‘…explore that world more thor-
oughly… not from casual encounters, but inti-
mately… to understand what really goes on in
the souls of plongeurs and tramps and embank-
ment sleepers’ (Orwell, 1933, p.213).

Being based on site gave us a privileged
and sometimes challenging opportunity to
experience a little of what it is like to be on the
margins. Displaced out of the NHS setting, as
a small new and vulnerable NHS team trying to
establish ourselves in the clients’ and voluntary
sector’s home, we were now the outsiders find-
ing a place. We were also operating on the
margins of health in a unique and somewhat
isolated service that did not have ready access

to the usual NHS structures and
formal psychiatric support or have
referral pathways that would easily
accept our complex population.
Early work required us to think
about these dynamics and work
with our new hostel partners to
find a way to come into the setting
and be of use, rather than be
experienced as a threat that would

engulf their practice and trigger claustropho-
bic anxieties in the system itself.
Attending to and working on these ‘sys-

tems’ processes enabled the growth of the PIE
frame or ‘container’ (Bion, 1962), that made
the ‘on-the-ground’ work with hostel staff and
residents possible. 

Developing a home in the mind – 
a shared model
We adopted a mentalisation-based treatment
(MBT; Bateman & Fonagy, 2010) approach
within a broader psychodynamic frame. This
enabled residents and staff to understand the
emotional pressures arising in the hostel envi-
ronment and help the residents move from
marginality to inhabiting and dwelling fully in
their lives. The MBT interventions varied in the
physical and psychological distance that they
provided between psychologists and residents.
‘Indirect work’ was conducted via the staff team
through MBT training, consultation, group
case based reflective practice and staff guide-
lines for working with residents. The psycholo-
gists offered ‘informal activities’ that were seen
as interventions of medial proximity to the res-
idents, such as playing games, gardening and
making tea. And for those who could bear
greater contact ‘formal therapeutic work’ was
offered, including individual MBT, explicit
group MBT and MBT-informed art therapy.

Unusually for
health, we 
were not 

‘gate keepers’ 
to our service.
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Bringing in Bob – a clinical example
Bob, a man in his late 50s with a long history
of alcohol addiction and criminal justice con-
tact, made full use of the layers of interven-
tions offered in the PIE as increasing
psychological contact became possible. Bob
had a history of complex trauma from early
childhood. When his mother died when he
was aged six, Bob was placed into the care of
social services by his violent alcoholic father.
He was moved around children’s homes,
experiencing ongoing physical abuse and neg-
lect. When we met Bob, he had been living on
the streets for several decades and
had had countless accommoda-
tion breakdowns as a result of vio-
lent behaviour towards staff and
other residents. In the hostel, Bob
fought against rules and bound-
aries that were experienced as
meaningless intrusions. He also
oscillated between needing to
keep people at a distance through
a terror of closeness, whilst at the
same time finding exclusion and
separation unbearable. At times,
he wanted to physically hold onto
staff and could not tolerate attention paid to
other residents, locked doors, or meetings
that he was not party to. This is what
O’Shaughnessy has described as an ‘instinc-
tual conflict between making or breaking con-
tact’ (1999, p.868) present in the terrified
borderline state of mind.

The hostel team –
holding the pieces together
Bob had previously lived at the hostel, but this
had resulted in an eviction after he was
reported to have violently targeted certain res-
idents and staff, while at the same time split-
ting this off and presenting a picture of the
ideal resident to the management team. Man-
agement were understandably anxious about
his return, how to make this stay a success, and
how to support the team. Group reflective
practice was used to understand the team’s
experiences of working with Bob. Familiar
dynamics were described, whereby Bob was
friendly to some staff and hostile to others,
causing team divides and tensions. Despite this

unconsciously functioning to help Bob feel in
control and safe, it was understood as under-
mining his container (team/environment),
increasing his feelings of insecurity and threat,
and making it impossible for him to use the
support provided. By sharing experiences of
what was working well with Bob, and based on
their psychological formulation, the team
developed staff behavioural guidelines detail-
ing how to work most effectively. This incorpo-
rated an understanding of his aggression as
stemming from terrible fears of intrusion and
his inability to back down when boundaries

were asserted, in order to keep
others at a distance. Staff found
that by making a joke to demon-
strate that they did not pose a
threat, or giving Bob ‘either/or’
options, he was able to understand
the situation and maintain a sense
of control. This avoided excess
impingement for Bob whilst
enabling staff to manage risk. Staff
were also able to understand Bob’s
desperation at times when he felt
excluded or neglected, and made
additional provision to provide

reassurance and structure when it was known
staff would be unavailable. This was very effec-
tive and the team quickly became able to de-
escalate Bob, helping him to settle into the
hostel and sustain a placement long enough to
begin engaging directly with psychology.

Work with the psychologist – getting closer 
Some residents appeared able to come straight
into formal psychology sessions and make con-
tact; however, many could not. Bob was one of
the residents who, if approached by the psy-
chologists, would retreat from contact. By
being on site, flexible, available and familiar,
the psychologists were able to begin by making
tentative contact with Bob and open-up a
space for dialogue by spending time in public
areas of the hostel. The psychologists would
acknowledge Bob’s presence when he came
into shared spaces in order to make their
benign intentions clear, whilst psychologically
stepping back and allowing him to approach
and engage with them if he chose to. Providing
an attentive space that could slowly be taken-

…countless
accommodation

breakdowns 
as a result of 

violent behaviour
towards staff

and other
residents…
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up was an approach Harper found effective
when offering psychotherapy to rough sleep-
ers on the street: ‘Acknowledgement of
another human being’s personal existence can
be therapeutic in itself, particu-
larly when a large chunk of that
individual’s childhood script
involved them being treated as an
object.’ (2014, p.10). 
Bob began talking in the

kitchen before he became curious
enough about what other resi-
dents did when they met with the
psychologists to begin meeting
one regularly for individual therapy. In the early
sessions Bob took control leading the direction
of the discussion. The psychologist worked sen-
sitively not to ‘impinge’ on his fragile mental
state, while remaining attentive, curious and
supportive to the elaboration of his narrative –
prime conditions for fostering mentalising.
Bob made good progress during his stay.

He continued to drink, at a somewhat reduced
rate, and still had days when he would be chal-
lenging to staff. However, there was a notable
reduction in Bob’s aggression as his frustration
tolerance increased and he began to seek-out
others for contact, most notably by deciding to
track down and visit his father. Bob, remark-
ably, was also able to sustain a bearable contact
with the hostel and after completing an 18-
month stay (the longest he had lived in one
place for 20 years) successfully moved onto
longer-term accommodation. 

Establishing a home for the service –
the future
Significant achievements with the client group
have been made possible by the innovative serv-
ice structure described. We found that, despite

the struggle, so many of this population have
with bearing proximity to others, the vast major-
ity of clients would engage with a flexible and
familiar on-site psychology service if they could

engage on their own terms. In our
first two years 70 per cent of resi-
dents engaged directly with the psy-
chologists, with many going on to
access mainstream physical and
mental health services where they
had failed before. Standardised self-
report and clinician rated mental
health scales demonstrated clinically
and statistically significant reduc-

tions in mental distress (CORE and HoNOS
medium-large effect size; Williamson, Taylor,
Maguire, in preparation). This was also sup-
ported by noted reductions in aggression, crim-
inal justice contact, emergency service use,
self-harm, drug and alcohol use, and sustained
accommodation placements for high profile
‘revolving door’ cases. As a result of the success
of this work, we have been successful in gaining
a Hospital Charitable Trust grant to continue
our existing PIE and substantially expand the
service to two further hostel sites for three years,
in ongoing partnership with Thames Reach and
LBL. Our ultimate goal is to achieve main-
stream commissioning to support the aim of
addressing the issue of social exclusion and to
keep our ‘minds on the margins’.
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INDIVIDUALS with autistic spectrum disor-ders (ASD) have a greater risk of develop-
ing mental health problems compared to

the general population (Helverschou, Bakken
& Martinsen, 2011). Due to the complexity of
ASD, symptoms of anxiety, low mood and psy-
chosis may be incorrectly misattributed to
developmental disorder and remain unno-
ticed (Mason & Scior, 2004).
It is also possible that adults receiving

long-term care for enduring psychological dis-
orders may also have symptoms of ASD that,
due to ‘diagnostic overshadowing’ (Levitan &
Reiss, 1983) or effective accommodation by
the patient (Brugha et al., 2011), have not
been appropriately recognised. Individuals
with ASD account for a small but challenging
sub-group of service users (1.4–3.4 per cent)
using psychiatric services (Fraser et al., 2012;
Nylander & Gillberg, 2001) who may have sig-
nificant unmet needs (Lunsky, Gracey &
Bradley, 2009). Despite guidance that adults
with this dual diagnosis should be treated in
mainstream mental health settings (National
Institute for Health and Clinical Excellence,
2012), staff generally feel this responsibility is
beyond or outside their job role (Day, 1988).
Awareness of the overlap of ASD with other

conditions is vital for devising effective and
appropriate treatment plans (Matson &
Boisjoli, 2008). The present study therefore
aims to estimate the number of adult service
users in the caseload of a CMHT in North West
England presenting with symptoms associated
with ASD using a brief, informant-based

screening tool. A secondary aim will be to
interview healthcare professionals in the
CMHT on how they believe services can be
improved for individuals with ASD and endur-
ing psychological problems, and on their per-
ceptions of the unmet needs of current service
users. 

Methodology
Participants and procedure
Participants were care coordinators in the
CMHT with routine contact with service users.
Some 14 were available to participate at the
time of the study (11 female; median age: 48,
interquartile range: 9.50). All were experienced
mental health professionals from a variety of
backgrounds (median years of experience: 24,
interquartile range: 11.25). All participated in
the screening stage of the evaluation and five
agreed to participate in the interview stage.
Following R&D approval, care coordinators

were approached and provided with an infor-
mation sheet, explaining both parts of the
study, and the consent form. They were assured
that information obtained through this study
would not be used to inform a subsequent diag-
nosis. Once consent had been obtained, partic-
ipants were provided with copies of the
screening tool for a random sample of their
service users. Randomisation was conducted by
the authors using the list randomiser function
of the RANDOM.ORG website’s random
number generator (RANDOM.ORG, 2009).
After completing the screening tool, par-

ticipants were asked to indicate if they would

Autistic spectrum disorder amongst 
Adult Community Mental Health team
service users: A brief evaluation of scale
and unmet need
Paul Baker & Linda Shuttleworth

This study aims to estimate the prevalence of co-morbid autistic spectrum disorders in service users within a Community
Mental Health Team (CMHT) and consider the potential for unmet need through interviewing care coordinators.
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be interested in completing brief individual
interviews about their perceptions of care for
patients with ASD. 

Sampling
On the basis of previous research, it was
hypothesised that a sample size between 90
and 105 service users would be required to
identify individuals with possible ASD. To
ensure equal demand among participants,
each care coordinator was asked to complete
screening tools for eight service users, provid-
ing an initial sample of 112.
Complete data were obtained for 91 service

users. Sixteen were withdrawn as two care coor-
dinators were unable to continue participating,
and four were withdrawn as participants were
not sufficiently familiar with their presentation
to inform assessment. Demographic character-
istics of service users (age, gender, ethnicity
and marital status) were generally representa-
tive of the wider CMHT caseload. Rank per-
centiles of indices of deprivation (IOD) were
calculated by postcode using GeoConvert (UK
Data Service Census Support, 2012).

Measures
Autism Spectrum Disorder in Adults 
Screening Questionnaire (ASDASQ)
Developed and evaluated by Nylander and Gill-
berg (2001), the ASDASQ is a brief informant-
based screening tool for behaviour routinely
seen in individuals with ASD. The ASDASQ has
been used previously in similar settings (Chang
et al., 2003; Nylander & Gillberg, 2001; Somova,
2012) and has demonstrated good inter-rater
and test-retest reliability and good internal con-
sistency (α = 0.85). The ASDASQ was selected
over other measures for its relative brevity and
focus on observable symptoms, thus reducing
participant demand. The scale consists of nine
items relating to symptoms and impairments to
which respondents answer ‘Yes’ or ‘No’. Items
are then summed to provide a summary score
of 0–9. The authors suggest scores greater than
five indicate possible ASD. 

Analysis
Information obtained from the ASDASQ was
first used to estimate prevalence of suspected
ASD in the whole sample, and then compare

prevalence across demographic factors.
Fisher’s exact test was used to compare levels
of suspected ASD caseness (ASDASQ scores
above five) between demographic variables.
Quantitative analysis was conducted using
IBM SPSS Statistics for Windows, version 20.0
(IBM, 2011). Interview data were compiled
and analysed thematically, following the rec-
ommendations of Braun and Clarke (2006). 

Results
Estimating the prevalence of ASD
Complete data were obtained for 91 service
users, accounting for approximately 20.2
per cent of the CMHT caseload of 450. The
median ASDASQ score was 2 (interquartile
range = 4), with 12 service users meeting case-
ness for suspected ASD (see Figure 1). A brief
case history review indicated that one service
user had been formally assessed and diagnosed
with ASD, with no reference to formal assess-
ment or diagnosis in the records of the other
11 service users meeting caseness, including
those with an equal or greater score.
Levels of suspected ASD caseness were

compared between demographic factors using
Fisher’s exact test (two-tailed). No significant
difference in levels of suspected caseness was
found between categories of age (p = 0.45), sex
(p = 0.22), marital status (p = 0.16), ethnicity
(p = 0.25) or IOD percentile rank (p = 0.54).

Exploring staff perceptions of scale 
and unmet need
Structured interviews with care coordinators
lasted approximately 15 minutes each. In
total, five were interviewed over a period of
two weeks.
Participants varied in their estimate of the

prevalence of ASD amongst their caseload,
between a frequent occurrence to a relative
rarity. Perceptions of scale across the CMHT
caseload also varied substantially between
5 and 20 per cent.
Participants were generally more consistent

in their responses regarding the appropriate-
ness of CMHT care and the challenges of work-
ing with service users with a dual diagnosis. All
felt that the ‘standard’ form of CMHT care
failed to meet the needs of these service users,
ascribing this to inflexibility and the predomi-
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nant orientation towards medication. Some felt
that there was a tendency to assume homogene-
ity between service users of a certain diagnosis,
and other factors could be neglected through
adopting a ‘one size fits all’ approach to care.
Some also expressed concern that service users
with a dual diagnosis of ASD did not ‘fit nicely’
into the Payment by Results framework cur-
rently used by the NHS in England (Depart-
ment of Health, 2013); therefore their needs
could not be fully recognised. There was univer-
sal acknowledgement that current resource lim-
itations restrict the time available to staff to
work directly with service users, and all agreed
that patients with ASD and a psychiatric diagno-
sis require increased contact time. There was
also an awareness of how support offered to
these service users would be heavily dependent
on individual workers’ own understanding and
experience of ASD; some participants felt that
their ability to work with these patients was due
to transferable skills brought from previous
roles rather than the ‘core’ skillset required for
their current role as a care coordinator.
There was consistency of opinion on the

adaptations necessary to support these service
users. All believed that further training would
be essential to support them to identify signs of

possible undetected ASD in service users and to
reduce inconsistencies in care. Training would
also be essential to help staff develop an under-
standing of the difficulties faced by service
users with ASD, allowing them to reinterpret
challenging behaviour as a consequence of
their impairment rather than non-compliance.
There was significant concern about the lack of
formal guidelines detailing effective practice
and routes for referral to specialist services,
adding to the inconsistency. Participants also
reflected on the value of high-quality supervi-
sion and opportunities for consulting other
professionals, particularly clinical psycholo-
gists, in enabling them to work with patients
with unfamiliar presentations.
All spoke of the frustration experienced

when working with service users with ASD and
psychiatric problems, reflecting on the difficulty
in understanding their behaviours and remain-
ing compassionate to their additional impair-
ments. Some described a feeling of ‘constantly
struggling’ to find the most effective and feasible
approach, which was heightened by their anxi-
ety of working with a limited evidence base and
a fear of ‘failing’ the service user. Others were
concerned that service users with a dual diagno-
sis could ‘fall through the gaps’ between the

Figure 1: Frequency of ASDASQ scores
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CMHT and specialist services, and that raising
concerns about an individual with possible ASD
could lead to their exclusion from services that
are able to, at least in part, meet their needs.

Discussion
Of the 91 service users sampled in this study, 12
met case criteria on the ASDASQ, suggesting
that 13.2 per cent of the CMHT caseload display
significant levels of behaviour associated 
with ASD. This far exceeds the rate of
1.4–3.4per cent identified in previous research
(Fraser et al., 2012; Nylander & Gillberg, 2001).
This may be due to the lack of vigorous exclu-
sion criteria and subsequent in-depth assess-
ment of patients. Previous studies using the
ASDASQ used thorough case history reviews
and clinical interviews to validate their findings
(Chang et al., 2003; Nylander & Gillberg, 2001),
which were unfortunately beyond the scope of
the current study. However, this liberal estimate
provides some evidence of the commonalities
between psychiatric conditions and ASD and
the risk of diagnostic overshadowing (Levitan &
Reiss, 1983; Mason & Scior, 2004). The lack of
significant differences in demographic charac-
teristics between those scoring high on the
ASDASQ and the wider sample is interesting,
given the consensus of greater prevalence of
ASD in males (Newschaffer et al., 2007) and the
high co-morbidity with mood and anxiety disor-
ders (Hofvander et al., 2009), though it may be
inappropriate to assume preponderance of one
co-morbid diagnosis over another given the
complexity and variability of ASD (Happé &
Ronald, 2008). Rather, the co-morbidity of psy-
chological problems in individuals with ASD
may mirror that of the general population.
Of greater importance to clinical practice

is the finding that only one individual scoring

above five on the ASDASQ had been referred
for assessment; no other service user meeting
caseness had been assessed, including those
who received an equal or higher score than
this individual. Inferring from the findings of
Nylander and Gillberg (2001), it is conceiv-
able that at least half of these have an
unrecognised diagnosis of ASD. 
The findings of the interviews show some

similarity to previous research suggesting that
staff feel unable to provide an appropriate level
of support to service users with ASD and endur-
ing mental health difficulties. Participants did
not, however, endorse the reluctance reported
previously by Day (1988); indeed their anxiety
of failing to provide for service users with ASD
and their desire for further training indicates
awareness and acceptance of responsibility.
This may also reflect a change in attitude
towards inclusion and integration into main-
stream services. The variance in staff percep-
tions of scale supports the need for further
research of this nature to inform care providers.
The ASDASQ is potentially useful for

identifying unmet need; it is unlikely that all
meeting caseness in this study have unrecog-
nised ASD, but some may have symptoms
characteristic of ASD that currently impair
functioning and that are not addressed by
psychiatric intervention. Current assess-
ments for ASD are time consuming and
require specialist training; this study sug-
gests that future research should aim to
develop and refine brief screening tools
such as the ASDASQ to enhance the aware-
ness and confidence of CMHT staff to iden-
tify and work effectively with individuals with
signs of ASD. Further investigation is neces-
sary to validate and generalise these findings
to other settings.
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THE DOCTORATE in Clinical Psychology
at Queen’s University Belfast provides the
opportunity for trainees to do an elective

placement in their final year. My interest in
trauma, conflict and child and adolescent
development led me to a psychosocial depart-
ment in the occupied Palestinian territories
(oPt). The department is part of the Palestine
Red Crescent Society (PRCS), a member of
the International Federation of the Red
Cross/Red Crescent societies. With 92 staff
and 200 trained psychosocial volunteers, the
department has reached an average of 57,000
people a year across the oPt. It provides pro-
grammes for children and adolescents
affected by armed conflict, using evidence-
based and culturally accessible interventions
as well as training, consultation and supervi-
sion to a wide variety of projects. To sum-
marise my experience I will describe the
context and content of the placement as well
reflect on the learning that took place.

The context and content 
of the placement
My primary concern on arrival on placement
was how to provide psychological interventions
in the context of a region with few resources and
experiencing ongoing civil conflict. Palestinians
in the oPt experience the daily restriction of
movement through checkpoints and the separa-
tion wall that surrounds the region, as well as
poverty and political violence. It is estimated that
43 per cent of children have experienced vio-
lence, whilst as many as 93 per cent feel unsafe
and vulnerable to attack (Arafat & Boothby,

2003). With more than 60 years history of armed
conflict, it is now estimated that there is a PTSD
prevalence of 23–35 per cent (Constandinides et
al., 2011), although this is unlikely to reflect the
reality of the ‘captive and traumatised popula-
tion’ (Giacama et al., 2011, p.548). The
approach used in PRCS is to increase resilience
to traumatic experiences using a multi-layered
model (IASC, 2007) that addresses both the
need for wide-scale low intensity interventions to
promote wellbeing and mental health protective
factors, but also provides screening and referral
for those in need of specialised mental health
interventions or child protection services. It is
essentially a pre-primary care service that seeks
to promote psychosocial resilience and prevent
mental illness. This model is displayed in Figure
1. The department focuses on Tier 2 and 3 inter-
ventions, which aim to promote individual, fam-
ily and community resilience whilst not
pathologising the normal responses to war.
Throughout my placement I gained expe-

rience in all four tiers of the multi-layered
approach and will give examples here of what
this involved.

Tier 1 interventions: 
Basic services and security
Activities under Tier 1 interventions included
the running of child friendly spaces, called
Corners, which promote basic security for
children through principles of predictability
and consistency. They also provide opportuni-
ties for psychosocial staff to identify and refer
children with difficulties or signs of abuse for
specialised intervention or protection.

Clinical psychology without borders:
Psychosocial interventions in the occupied
Palestinian territories
Tania Josiane Bosqui

As part of the Doctorate in Clinical Psychology I undertook a placement in the occupied Palestinian territories.
The placement taught me about creative service provision, the socio-political influences on wellbeing and the
possibilities for clinical psychologists to work internationally. 
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Tier 2 interventions: 
Community and family support
In terms of Tier 2 interventions, I gained
experience in the provision of training for
psychological first aid (PFA) and community
mobilisation. Firstly, I had an opportunity to
be involved in the dissemination of PFA
through the training of Red Crescent volun-
teers during a 10-day disaster preparedness
camp. The camp was held in the desert out-
side of Hebron to recreate disaster condi-
tions, and aimed to equip volunteers with
disaster management skills. Basic PFA train-
ing aimed to create awareness of psychosocial
needs and how this awareness can benefit vol-
unteers and beneficiaries. Secondly, in con-
junction with the Ministry of Health, I took
part in a public awareness day for the general
public on child protection. 

Tier 3 interventions: 
Focused non-specialised support
My experience of Tier 3 interventions
included the evaluation of the school-based
intervention Children Affected by Armed
Conflict (CABAC) and project consultation.
CABAC is a psychosocial intervention that is

based on a PRCS manual using a cognitive-
behavioural approach that also reflects a cul-
turally appropriate implementation such as
using group storytelling. The evaluation high-
lighted a number of key themes, including an
increase in cooperation with peers and a
decrease in violence and aggression. I also
consulted on internal and external projects to
inform them with psychological theory. One
such project, funded by the Danish Red Cross,
aimed to provide psychosocial interventions
for children in prison with their mothers.

Tier 4 interventions: Specialised services
My experience of Tier 4 interventions
included direct clinical work with PRCS staff
and volunteers. Direct clinical work involved
the provision of brief individual and family
psychological therapy for a wide variety of
mental health and interpersonal difficulties. 

Reflections post-placement
My placement enabled me to gain experience in
all four tiers of intervention in the multi-layered
psychosocial model. These experiences have led
to a great deal of learning in terms of the creativ-
ity needed to meet the needs of different popu-

Figure 1: Multi-layered psychosocial model for emergencies (based on IASC, 2007; Jordans et al., 2010)
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lations, the importance of socio-political influ-
ences on wellbeing and the future of clinical psy-
chology in an international context. 

Creative service provision
My primary concern on arrival on placement
was how to provide psychological services during
chronic conflict. The psychosocial approach
allows the inclusion of wide-scale preventative
interventions in service provision, which is an
inspiring and creative model. It meets the needs
of the Palestinian population by increasing
resilience to the horror of war whilst recognising
the limitations of psychological interventions in
the context of ongoing traumatic incidents. This
approach felt like a great change from northern
Europe where there is a tendency to develop
services that are problem-focused and reactive.
The psychosocial approach is essentially pre-pri-
mary care, step minus one in the stepped care
model, which uses evidence from international
research and audits to actively attempt to
improve protective factors for children, young
people and their families and communities.

Socio-political factors and wellbeing
The context of my placement never ceased to
shock me. Most of my colleagues were
refugees and had restricted freedom of move-
ments. Many were not able to travel across the
separation wall and we often endured high
security checks at checkpoints and road-
blocks. I noticed a regional atmosphere of
tension which then escalated during the
Egyptian and Syrian crises that occurred dur-
ing my placement. The impact of this socio-
political tension and restricted movement had
an observable impact on mental health and
wellbeing. In some ways my experience of this
context led to a feeling of helplessness such
that I felt my psychological training was inept
in dealing with the reality of such an unstable
and chronic conflict. In other ways, however,
I gained confidence in my skills, in being able
to acknowledge and contain this reality and to
adapt and apply what could help to those in
need. This experience has been useful in
returning to Northern Ireland, where on-
going sectarian tension often has a similar
impact on mental health and wellbeing.

Clinical psychology without borders
Finally, throughout my experience on place-
ment I have seen the possibilities for clinical
psychologists and other mental health profes-
sionals to work internationally in the context
of disasters and emergencies. The World
Health Organization has this year published a
mental health action plan (WHO, 2013, p.10)
that focuses on the need for ‘effective leader-
ship and governance for mental health’,
implementation of ‘strategies for promotion
and prevention in mental health’ and
strengthening ‘evidence and research’. There
is therefore a growing international recogni-
tion of the importance of mental health and
wellbeing, and many opportunities for clinical
psychologists to be involved at an interna-
tional level in terms of training, consultation,
research and specialised direct clinical work.
In conclusion, I have left my placement

feeling inspired by the work of PRCS, their use
of an evidence-based culturally appropriate
model and their focus on long-term sustainabil-
ity of psychosocial interventions. Experiencing
a placement abroad has opened my eyes to the
possibilities and potential of my profession.
I highly recommend such an experience to
trainees in order to capitalise on the opportu-
nities of training and the advantages of widen-
ing the scope of placement experiences. 
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ILLNESS PERCEPTIONS are described inthe literature by many different terms.
However, they all refer to the way in which

an individual views their illness and the conse-
quences resulting from the illness. This paper
explores how illness perceptions in children
and young people with physical health condi-
tions respond to psychological intervention.
In a review of research into treatment non-

adherence in teenagers and young adults with
cancer, Kondryn et al. (2011) found that
teenagers and young adults with more positive
illness perceptions were more adherent to
treatment. This finding is useful when looking
at ways in which to improve adherence in
young people, as knowledge of an individual’s
illness perceptions could be used
as a starting point when addressing
treatment adherence.
Illness perceptions may be an

important factor to consider when
diagnosis of a chronic illness is first
given. Young people with more
positive illness perceptions may
find the diagnosis and resulting
life changes easier to accept and
adapt to than young people with
more negative illness perceptions.
This idea is supported by Bazzazian
& Besharat (2012) who looked at the impact
of illness perceptions on adjustment to Type 1
diabetes in a population of 18 to 30 year olds.
The results found that positive illness percep-
tions predicted better adjustment to diabetes.
In addition to adults and young people,

children are capable of forming illness per-
ceptions. Walker et al. (2006) studied
children aged 7–12 years old and found that

they were able to form illness perceptions
comparable to those of adults in all but the
treatment and personal control components.
The findings also suggest that children often
perceive their surroundings in ways that are
not true or intended; for example, thinking
that they are in hospital as a punishment for
bad behaviour. Walker et al. concluded that
health professionals should have an awareness
of the illness perceptions of children in order
to communicate with them more effectively in
paediatric settings.
Studies of adult populations have found

that specific components of illness percep-
tions have an impact on health outcomes.
Marcos et al. (2007) studied the effect of ill-

ness perceptions in females with
eating disorder. Their results
showed that illness identity in par-
ticular (described in the litera-
ture as, ‘the label the person uses
to describe the illness and the
symptoms they view as being part
of the disease’ (Broadbent et al.,
2006)) was associated with better
emotional and psychosocial
adjustment. Broadbent et al.
(2008) studied frequent users of
mental health services and found

that those who believe that they have an ele-
ment of control over their illness have better
health outcomes. In patients with coronary
heart disease Lau-Walker (2007) found that
more realistic perceptions about length of ill-
ness were associated with better self-efficacy,
and Goldstein et al. (2005) found that in
adults with epilepsy, negative illness identity
predicted higher levels of anxiety. 

Illness perceptions in children and young
people with physical health conditions
Vairi A.W. James & Terri Carney

The Brief Illness Perceptions Questionnaire was used to explore how illness perceptions in children and young
people with physical health conditions respond to brief psychological intervention. Perceptions became significantly
more positive in all components of illness perceptions measured.

Have an
awareness of 

the illness
perceptions of

children in order
to communicate

with them 
more effectively.
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Brief IPQ
The Illness Perceptions Questionnaire Revised
(Moss-Morris et al., 2002) was designed to look
at the individual components that make up ill-
ness perceptions. The IPQ-R is, however, a
lengthy questionnaire (over 80 items) which
can be impractical for use in clinical settings.
To address this, Broadbent et al. (2006) devel-
oped the Brief Illness Perceptions Question-
naire (Brief IPQ). The Brief IPQ is a nine-item
questionnaire measuring cognitive illness rep-
resentations, emotional representation, illness
comprehensibility and causal representation.
The cognitive illness representations are split
across five questions measuring: consequences
(item 1), timeline (item 2), personal control
(item 3), treatment control (item 4), and iden-
tity (item 5). The emotional representations
are assessed by two questions measuring con-
cern (item 6) and emotions (item 8). There is
one question measuring illness comprehensi-
bility (item 7) and the final question asks the
person completing the questionnaire to iden-
tify three things which they believe caused
their illness. All questions, with the exception
of the causal question, are answered using Lik-
ert scales ranging from 0 to 10. The Brief IPQ
is widely used in research and clinical settings
as it is a concise and reliable tool for assessing
illness perceptions.

Current study
The current study aims to look at how illness
perceptions respond to psychological inter-
vention in a population of children and young
people with physical health conditions. We
hypothesise that illness perceptions in
children and young people with chronic ill-
ness will become more positive with brief
intervention, and we are interested in observ-
ing how the individual components, as meas-
ured by the Brief IPQ (e.g. cognitive illness
representations, emotional representations
and illness comprehensibility) respond.

Methods
This was a retrospective study of data taken at
initial assessment and final appointment. Data
was available for 24 children and young people
who were referred to the Medical Paediatric
Psychology Service. Referrals included children

and young people with chronic health condi-
tions who experience associated difficulties. 

Measures
Demographic data such as age, gender and con-
dition were obtained during initial assessment.
As each child or young person was discharged
from the service, clinicians recorded data about
the number of appointments offered and
attended and the intervention used.
Children and young people who attended

for assessment completed the Brief IPQ which
was then re-administered at the final appoint-
ment before discharge. For the purpose of
this paper, analysis has focused on 8 of the 9
illness perception factors, as the cause ques-
tion in the Brief IPQ would require qualitative
analysis in the sample size used.

Results
The group was evenly split in terms of gender:
12 females and 12 males. The mean age of the
group was 13.63 years (SD = 1.93). A number
of health conditions, including gastrointesti-
nal conditions, chronic fatigue, pain (abdom-
inal pain/migraine/headache) and tics had
been diagnosed. Children and young people
were referred for a number of reasons, includ-
ing anxiety, procedural distress, pain manage-
ment, and mood disorder.
The most common intervention used was

cognitive-behavioural in orientation (n = 18).
Also used were narrative approaches (n = 1)
and psychoeducation (n = 1). The remaining
interventions were described as ‘other’ (n = 4).
The mean number of sessions offered to

children and young people was 8.22 (SD =
4.52). The mean number of sessions attended
was 6.65 (SD = 3.19), the mean number of ses-
sions cancelled was 1.22 (SD = 1.65) and the
mean number of sessions that were not
attended was 0.35 (SD = 0.94). These figures
are based on 23 of the children and young
people as session information was not avail-
able for one young person.
Pre- and post-intervention scores from the

Brief IPQ were extracted from the database.
The Brief IPQ test-retest reliability was origi-
nally tested on 132 participants (Broadbent et
al., 2006). Due to the comparatively small
sample size in the current study (n = 24)
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Wilcoxon signed-rank tests were performed
on each question from the Brief IPQ. There
was a significant shift to more positive percep-
tions in all components at the end of inter-
vention compared with initial assessment.
The results of the Wilcoxon signed-rank tests
are shown in Table 1. 

Discussion
The results indicate that illness perceptions in
children and young people attending the serv-
ice become more positive with psychological
intervention. In terms of individual compo-

nents, the biggest changes were seen in emo-
tions, concern, consequences, personal con-
trol, time-line and illness identity.
The finding that perceptions of emotional

impact (item 8) and consequences (item 1) of
chronic illness became significantly more pos-
itive indicates that psychological intervention
is useful in reducing the overall psychological
impact of chronic illness. This is particularly
important with this population of children
and young people as they present with an
increased risk of emotional rather than behav-
ioural problems (Glazebrook et al., 2003).

Question Pre-treatment
score, n = 24
(median (range))

Post-treatment
score, n = 24
(median (range))

Significance

1. How much does your condition
affect your life? (0 = no affect at all,
10 = severely affects my life)

6.50 (1–10) 3.00 (0–7) z = –4.12
p < .001
r = –.59

2. How long do you think your
condition will continue? 
(0 = a very short time, 10 = forever)

6.00 (0–10) 3.00 (0–8) z = –3.92
p < .001
r = –.57

3. How much control do you feel you
have over your condition?
(0 = absolutely no control,
10 = extreme amount of control)

3.00 (0–10) 7.00 (1–10) z = –3.61
p < .001
r = –.52

4. How much do you think your
treatment can help your condition?
(0 = not at all, 10 = extremely helpful)

6.00 (0–10) 8.00 (0–10) z = –2.96
p = .003
r = –.43

5. How much do you experience
symptoms from your condition? 
(0 = no symptoms at all, 
10 = many severe symptoms)

7.00 (0–10) 2.00 (0–9) z = –4.04
p < .001
r = –.58

6. How concerned are you about your
condition? (0 = not at all concerned,
10 = extremely concerned)

7.50 (1–10) 2.00 (0–9) z = –3.87
p < .001
r = –.56

7. How well do you feel you understand
your condition? (0 = don’t understand
at all, 10 = understand very clearly)

6.00 (0–10) 8.50 (1–10) z = –2.54
p = .011
r = –.37

8. How much does your condition
affect you emotionally? 
(0 = not at all affected emotionally,
10 = extremely affected emotionally)

6.00 (0–10) 2.00 (0–7) z = –3.36
p = .001
r = –.48

Table: Results of the Wilcoxon signed-rank tests
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There was a significant improvement in
the perception of personal control (item 3) of
chronic illness. This is a useful finding since
positive perceptions of personal control over
illness can result in better health outcomes
(Broadbent et al., 2008).
Analysis revealed a significant change in

timeline perception (item 2) from perceiving
illness as likely to last for a long time towards
perceiving the illness as likely to last for a
shorter length of time. In this study this is a
positive change for the children and young
people as it indicates that they per-
ceive that there will be an end to
their illness. This reflects the
nature of the conditions with
which the children and young peo-
ple in the study presented, which
were mainly pain related. How-
ever, when using the Brief IPQ to
look at illness perceptions the
nature of the condition would
need to be taken into considera-
tion as, for children with lifelong
illness, acceptance of a condition
can lead to enhanced physical and emotional
functioning (McCracken & Eccleston, 2003).
The finding that the perception of illness

identity (item 5) is significantly more positive
is useful since previous research has found
that more positive perceptions of illness iden-
tity can result in better emotional and psy-
chosocial adjustment to illness (Marcos et al.,
2007). Positive perceptions of illness identity
have also been associated with lower levels of
anxiety (Goldstein et al., 2005).
Perceptions about treatment control

(item 4), comprehensibility (item 7) and con-
cern about illness (item 6) were all signifi-
cantly more positive after brief psychological
intervention. Positive change in illness per-
ceptions have been shown to increase treat-
ment adherence (Kondryn et al., 2011),
improve adjustment to diagnosis (Bazzazian &
Besharat, 2012) and increase self-efficacy
(Lau-Walker, 2007).

Limitations
The main limitation of this study was that it
was carried out retrospectively. A prospective
study design could have explored reasons why

the illness perceptions were more positive
after brief psychological intervention. It would
be useful to look at whether positive illness
perceptions improve adherence to medica-
tion or management of illness.

Future research
Future research could use qualitative meas-
ures to explore how illness perceptions in
children and young people with chronic
health conditions respond to brief psycholog-
ical intervention. Another line of research

could concentrate on individual
components of illness percep-
tions to explore whether an
improvement in one component
of illness perceptions would
result in an improvement in
other components.
In the present study the out-

come data was only measured
immediately post intervention. Fol-
low up studies would be useful in
observing the effects longer term.
Carrying out a literature search for

this paper revealed that there are only a small
number of studies that look at illness percep-
tions in children and young people. Future
research to expand this knowledge base would
be useful.

Conclusions
The results of this retrospective study support
the hypothesis that illness perceptions in
children and young people with chronic
health conditions become more positive fol-
lowing psychological intervention. Since ill-
ness perceptions are known to be influential
in health outcomes this should be taken into
consideration when planning the treatment of
children and young people, both after diagno-
sis of a chronic health condition and through-
out treatment.

More positive
perceptions of
illness identity

can result 
in better

emotional and
psychosocial
adjustment.
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THE Minorities in Clinical Training Group
was set up in August 2012 to facilitate
support for people from black and

minority ethnic (BME) communities, those
who identify as lesbian, gay, bisexual or trans-
sexual (LGBT), and individuals with disabili-
ties or caring responsibilities, on
their pathway to the profession. In
the longer term, the group aims to
contribute towards a better under-
standing of minoritised experi-
ences. The central themes of the
group are therefore peer-support,
sharing and reflecting on personal
experiences, and making a differ-
ence. The group’s committee com-
prises of seven individuals working
towards a career in clinical psychology, united
by a passion for equality and diversity, and by
a commitment to helping ensure that the
voices of under-represented groups are heard.

Members’ characteristics 
The characteristics of our members were
ascertained by devising a brief member’s sur-
vey. This was supplemented by anonymised
data collected from members’ online profiles
and from the discussion forum on
Meetup.com, where the group was initially
located. The survey analyses were carried out

in March 2014 when the group had 70 mem-
bers, at which point 23 members were current
clinical psychology trainees, and 21 were
either employed (as assistant psychologists,
research assistants, IAPT workers or mental
health support workers) or recent graduates

looking for employment or work
experience. Thirteen members
were psychology undergraduates,
and for 12 the relevant informa-
tion was unknown. Location wise,
one-third of members were Lon-
don based.
Although for the majority of

members’ minority characteris-
tics were not initially disclosed,
subsequent self-disclosures online

appeared to indicate that members from BME
backgrounds were the largest sub-group, fol-
lowed by those with disabilities, and then
members who identify as LGBT. However, the
results of the survey presented a slightly differ-
ent demographic profile, thus the sample sur-
veyed may not be representative of the group.
The survey consisted of demographic ques-
tions, open questions about members’ reasons
for joining the group, and questions about
potential obstacles faced on the professional
pathway, and motivation and views as to how
access to the profession could be increased.

Minorities in clinical psychology training:
Reflections on the journey to finding a voice
Guilaine Kinouani, Evangelia Tserpeli, Jennifer Nicholas, 

Bianca Neumann-May, Vasiliki Stamatopoulou & Jeyda

Ibrahim-Özlü

Much has been achieved and learnt since the ‘Minorities Group’ became incorporated within the Pre-Qualification
Group structure, both collectively and individually. In this article, in addition to introducing the group and its
members, members of the group’s committee reflect on the journey so far and highlight some of the challenges that
have come to light during this initial stage of development. Many of these appear to mirror common experiences
for individuals from minority groups, and thus may provide an opportunity for the profession to further the
dialogue on difference and equality whilst hearing some of the voices of trainee and aspiring clinical psychologists
from minority groups as they attempt to find themselves and their voice on their pathway to the profession.

The group aims
to contribute

towards a better
understanding of

minoritised
experiences.
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Ethnic background Percentage

Any other white background 22

White English 11

Asian/Asian British-Indian 11

Black/Black British-Caribbean 11

Any other mixed/multiple ethnic background 6

Asian/Asian British Pakistani 6

Any other Asian background 6

Any other black/African/Caribbean background 6

Black/Black British African 6

White Scottish 5

Mixed white and black Caribbean 5

Mixed white and Asian 5

Total 100

Table 1: Ethnicity of respondents

Figure 1: Sexual orientation of respondents

Heterosexual

Gay woman

Gay man

Bisexual
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Conclusions from the results of the survey can-
not easily be drawn. The response rate was rel-
atively low (17 members out of a possible 70
took the survey). Hence, categories are based
on small numbers.
All survey respondents except one were

female. Four respondents declared a disability
which was specified as ‘depression’, ‘post-trau-
matic stress disorder’, ‘mobility issues’ or ‘men-
tal health’. An equal number of respondents (22
per cent) reported having dependents. Table 1
shows the ethnic categories and percentages of
individuals who responded to the survey. Figure
1 shows sexual orientation of respondents.

Sexual orientation of respondents 
A summative content analysis was carried out
on the qualitative data. This allowed keywords
(words appearing repeatedly within and
across responses) to emerge. Broader themes
encapsulating keywords were then identified.
With regards to reasons for joining the group,
dominant themes were ‘gaining support’,
‘networking’ and ‘raising awareness of diver-
sity issues’. The main obstacles reported were
‘low paying jobs’, ‘lack of relevant experi-
ence’, ‘lack of paid work and opportunities’
and ‘lack of awareness of diversity issues and
difference within the profession’.
In terms of respondents’ motivation to con-

tinue on their pathway to the profession,
answers centred on ‘professional prospects and
fulfillment’, ‘making a difference’, ‘enjoying
the job’, and ‘a sense that clinical psychology
was one’s vocation’. The high value placed on
clinical work was reflected in comments such
as: ‘I deeply value the work with my clients.’
In relation to increasing access, across all

identity characteristics the need for support/
encouragement, role models, a revaluation of
what may be deemed ‘relevant experience’,
and a perceived need for a ‘better understand-
ing of difference, privilege and/or power
within clinical psychology’ were common
responses, suggesting some shared perspec-
tives across minorities.

Challenges and successes
There were many initial challenges for the
group, many related to developing a sense of
identity and, as part of this, deciding on the

group’s name. We recognised that any term
used to describe groups of people has limita-
tions, but wished to ensure the group’s name
and purpose spoke of members’ identities, his-
tories and social positions in relation to power
rather than their mere numerical under-repre-
sentation. We decided on the term ‘minorities’
to reflect such positioning whilst recognising
that processes of militarisation vary for different
groups who have unique histories of oppression
and peculiar experiences in relation to access to
structures of privilege. We felt the term was suf-
ficiently inclusive and highlighted a collective
experience. We reflected upon the possibility
that ignoring members’ individual experiences
and circumstances may position them as ‘repre-
sentatives’, trivialise the complexities of their
experiences, and thus inadvertently contribute
to their minoritisation.
Identifying the group’s place within the

DCP mirrored our journey of self-definition
and visibility. While there has been some excel-
lent work completed by the Race and Culture
Faculty, we wished for a space that included
other minorities. As aspiring clinical psycholo-
gists we also believed our perspective was differ-
ent, particularly in relation to power; we
wondered about not being heard, feared being
silenced or silencing ourselves through inhibi-
tion. Several objectives and operational ques-
tions were buzzing through our heads: ‘What
do we have to offer?’, ‘Will others be supportive
of our cause?’, ‘Will we be adequately funded?’
We additionally had to confront more deep-

rooted anxieties related to speaking up about
oppression and stigma and creating some safety
in the mist of fears of rejection and self-doubt. 
This sense of uncertainty was mirrored by

the dynamics on the internet discussion forum
as this stage was signified by little interaction
between group members. When our launch
conference was postponed the group had to
rethink and re-evaluate, reflecting on the
process. However, soon, the time for clinical
psychology training interviews arrived and with
it came an increase in activity on the forum,
with people seeking support and advice whilst
sharing their struggles and achievements. Cap-
turing the spirit of disappointment, happiness
and hope felt important. The group silently wit-
nessed public expressions of joy and sadness in
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relation to application outcomes.
However, with this same uncertainty came

excitement, a sense of innovation and the
bringing together of like-minded people pas-
sionate about change. We have become eager
to learn about the experiences of our col-
leagues/patients from other minority back-
grounds and to bring them on this journey of
inclusion with us. Small successes such as the
response to our social media pages and launch
conference have been humbling as well as excit-
ing, and the support from the DCP and from so
many colleagues has been overwhelming. 
This renewed sense of hope coincided with

increased members’ engagement. New links to
relevant topics and individual stories were
posted online. In time, some members started
to open up about more sensitive subjects such
as their experience of marginalisation and
‘otherness’. Feelings of hyper-vigilance and of
invisibility started to be openly discussed. The
challenge of conformity and the fear of speak-
ing up about one’s experience became recur-
rent themes, as was the sense that difference
was not given sufficient space during university
discussions. We were taken aback by the
number of members appearing to grapple
with such experiences alone.

Final reflections
Although we at first wondered whether our
attempt at representing the voices of so many
would perpetuate stereotypes and generalisa-
tions, we are developing trust in the profession’s
ability to resist such processes. We have discov-
ered that there is power and safety in numbers
and a wealth of knowledge to be found in our
differences. As we give ourselves permission col-
lectively to make mistakes and to not know every-
thing there is to know about difference, we feel
better able to voice our experiences. As minori-
ties, many of us have learnt to deal with feelings
of exclusion and marginalisation alone, possibly
because of shame, or fear of exposing oneself, of
being silenced, misunderstood and/or rejected.
Such anxieties appear to have been reflected in
online discussions. Consequently, we feel that
growing in confidence and in openness as a
group may help support the visibility of our
members’ experiences. We are grateful to have
been trusted with this immensely important task

and have many exciting projects in the pipeline.
Indeed, there is much that can still be achieved
and learnt and we are hopeful that with
increased trust and ongoing support from the
DCP, more meaningful dialogues around differ-
ence and oppression will take place.
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MULTIPLE SCLEROSIS (MS) is a neu-
rodegenerative, inflammatory –
demyelinating condition of the cen-

tral nervous system with a variable clinical
course involving several disease subtypes. Mul-
tiple sclerosis means ‘many scars’ and disease
progression follows four main subtypes. The
most common is relapsing-remitting multiple
sclerosis, which is characterised by acute
attacks of neurological dysfunction followed by
partial or complete recovery (SNAP, 2000).
Current prevalence rates in the UK are calcu-
lated at 150 to 200 cases per 100,000 of the
population with the highest prevalence in
Scotland. The pathology and ensuing disability
is a combination of axonal demyelination,
remyelination, and axonal and synaptic degen-
eration (Orhun, Kantarci, Brian & Wein-
shenker, 2005). The accumulating lesion
profile in the brain is diffuse, affecting central
nervous system functioning, commonly dis-
rupting motor and sensory systems, and multi-
ple brain regions involved in diverse functions.
Characteristic changes in areas of the brain

involve lesions in the subcortical white matter
fibres, particularly in the periventricular areas,
corpus callosum and infratentorial areas (Fil-
ippi & Rocca, 2007). Long-term axonal and
myelin loss can contribute, along with other tis-
sue loss, such as grey matter, to atrophy within
the MS brain (de Stefano et al., 2007). The clin-
ical manifestation of the disease varies consid-
erably between sufferers and is related to lesion
site and brain atrophy, with subsequent effects
on function both physical and psychical.

Understanding emotional 
changes in multiple sclerosis
MS is not necessarily limiting of chronological
longevity and increasingly (with the advent of
disease modifying therapies) sufferers are liv-
ing expected life spans, albeit with multiple

symptomatology profiles. Bearing in mind
that MS most likely affects individuals at a
young age, lifelong psychosocial trajectory is
necessarily swayed. This is influenced by sever-
ity of the pathology, retaliative immunological
response, indicated treatment options,
intrapsychological adaptation and systemic
factors. While no two patients with MS are the
same, shared characteristics of response to
diagnosis, coping with the illness unpre-
dictability and symptoms, and core self iden-
tity disruption can be identified. This has
been described as a process of ‘identity redef-
inition’ (Irvine et al., 2009). The ‘Y’-shaped
model of adjustment highlights distress and
maladjustment resulting from threats to self-
identity, with psychological treatment focus-
ing on reducing the discrepancy between self
identity pre-illness and the present (Gracey,
Evans & Malley, 2009).
This psychosocial realignment is compro-

mised by cognitive irregularities affecting
attentional systems, mentalisation based per-
spective taking and decision making. Ulti-
mately, emotional processing and generalised
information processing are squashed.
The resulting psychological phenotype is

often grief, anger, avoidance and denial. ‘Why
me?’ is a frequent call, and the need for
answers increases, aroused over time with few
definites to assuage the impact on life. Affec-
tive fervour and imbued hopelessness ascends.
The best laid plans of youthful vigour are
divorced from the individual, straining
through the myriad of symptoms and fatigue
that relapse and remit.
The prevalence of depression is unsurpris-

ingly high with a point estimate of 25 per cent
in community samples (Forman & Lincoln,
2010). It is likely that depression is a com-
pound of psychological reactivity and the
inflammatory neural milieu.

Considering the emotional and cognitive
impact of multiple sclerosis
Steven Meldrum
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Increasingly, the role of psychological the-
ory and interventions has been applied to suf-
ferers of all chronic neurological diseases and
offers a way of elucidating the process of
intrapsychic conflict amongst the entangle-
ment of social, occupational and medical sys-
tems. The acknowledgment of the individual
sufferer and not just an anonymous ‘disease
model carrier’ surely can mitigate the difficult
process of adaptation to this unwanted
change to an individual, which MS brings? 
Further, psychopathology overlay exacer-

bates physical symptoms, reduces recovery from
relapse, and injures family systems that are
already impacted. Costs also increase through
more occupational sickness, higher benefit
access, and frequent medical return appoint-
ments when psychological care is not provided.

Understanding cognitive changes 
in multiple sclerosis
Cognitive impairment is a well recognised and
now accepted symptom of multiple sclerosis.
Prevalence rates of cognitive changes in this
population are estimated to be anywhere
between 45–65 per cent (Rao, 1995). It is only in
the last few decades that this has become widely
accepted and investigated (Bobholz & Rao,
2003). Due to predominately subcortical white
matter aetiology in the MS brain, the cognitive
domains and processes most affected are atten-
tion, speed of processing, and memory (DeS-
ousa, Albert & Kalman, 2002). More cortically
subserved cognitive functions such as language
processes, praxis, calculation and graphia are
generally preserved, with research findings high-
lighting that widespread damage to white matter
leads to a functional disconnection between dif-
ferent cortical areas and deep grey matter struc-
tures. Axonal fibre damage can also lead to a
slowing in neuronal communication affecting
the speed of cognitive processes (DeLuca et al.,
2004). Due to the somewhat unpredictable and
quasi-random distribution of lesions in the MS
brain, presentation and progression of cognitive
deficits vary between sufferers (Gainotti, 2006).
The anatomical distribution of inter-individual
MS pathology with respect to functionally elo-
quent neural areas and networks, determines
the clinico-cognitive phenotype (Guttmann,
Meier, & Holland, 2006).

The assessment of the cognitive dysfunc-
tion in MS has been evaluated, with research
highlighting optimal tests that should be used
to assess any potential cognitive impairment
(Sartori & Edan, 2006). Recommendations
have included test batteries with the following
characteristics:
1. Tests independent of motor coordination
and visuospatial ability.

2. An assessment focus on attention, working
memory, and speed of processing.

3. A brief administration to minimise the
ever-present confound of fatigue.

Sartori and Edan (2006) recommend a brief
30-minute test battery that includes the Paced
Auditory Serial Addition Test (PASAT), new
learning using the California Verbal Learning
Test, and digit span backwards for working
memory. The authors recognise the con-
founding factor of depression impacting on
cognitive test results. 
Recently, Langdon et al., 2012 undertook

the task of developing a clinical tool for neu-
rologists and healthcare professionals to use
when assessing cognition in MS. A committee
of seven neurologists and five neuropsycholo-
gists with expertise in MS convened to design
a brief test battery. They recommended the
Brief International Assessment of Cognition
for MS (BICAMS) which is a 15 minute screen
comprising: the Symbol Digit Modalities Test,
California Verbal Learning Test – II (first five
recall trials), and the Brief Visuospatial Mem-
ory Test – Revised.
Despite the cognitive profile in MS being

heterogeneous, consistent deficits found
include problems with attention and the ability
to attend to more than one thing at the same
time (divided attention) (Bobholz & Rao, 2003). 
An intact attentional system is vital for the

efficient processing of other various ‘higher
order’ cognitive systems, examples being mem-
ory retrieval and executive functioning. There
is some suggestion that deficits in higher cogni-
tive operations are actually secondary to pri-
mary speed of processing and attentional
problems in MS. Evidence indicates that the
multifocal lesion profile may affect brain areas
which form the working memory substrate,
leading to working memory impairment in the
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early stages of the disease (Pelosi, Geesken,
Holly, Hayward & Blumhardt, 1997). 
McCarthy, Beaumont, Thompson and Pea-

cock (2005) considered the profile of atten-
tional dysfunction in MS using divided and
sustained attention methodology across uni-
modal and bimodal visual and auditory para-
digms. The authors concluded that their
results were not related to motor slowing or
information processing speed deficits but
linked with the task demands and the modal-
ity targeted. When the MS group were per-
forming the divided attention task in
visuo-auditory bimodal trials, their perform-
ance suffered most and this could be
explained within Baddeley’s (2003) theoreti-
cal framework. This would suggest a deficient
central executive component, impaired in
allocating attentional resources efficiently
between visual and auditory modalities. 
Hamilton, Rochester, Paul, Rafferty,

O’Leary & Evans (2009) examined cognitive-
motor dual tasking in relapsing and remitting
MS, and age and gender matched controls.
Participants took part in five conditions: walk-
ing, a fixed digit span task, an individually
titrated digit task, walking with a fixed digit
task, and walking with a titrated digit task; the
latter two conditions representing the cogni-
tive-motor dual tasking conditions. Compared
to controls, the authors found that MS partic-
ipants had greater decrements in dual task
performance. These decrements were evident
in walking speed, digit task and swing time in
fixed demand dual tasks, and decrements in
walking speed in titrated demand dual tasks. 
They concluded that the dual task decre-

ment in the cognitive-motor paradigm could
be due to a divided attention deficit, or over-
loading of working memory as a result of walk-
ing requiring greater attention resources.
The implications of this are that people

with MS may have difficulty walking and talk-
ing and that this problem could be linked to
an increased risk of falls. The authors high-
light the need for a clinical tool to assess
cognitive-motor dual tasking ability in MS.

Conclusion
The initial rupture of identity when health
changes occur is not to be underestimated.

Adaptation to chronic disease requires capac-
ity for change and ability to form a new rela-
tionship with the body that is somewhat
unrecognised. This process is invariably
accompanied by emotion; commonly, anger
and sadness, which requires psychological
processing for successful assimilation for liv-
ing with long term illness to occur.
A central nervous system disorder unfortu-

nately creates cognitive impairment and
higher rates of affective disturbance in addi-
tion to the myriad of physical symptomatology,
and this can influence coping and the effective
psychological mechanisms required to cope.
Service providers recognise, and service

users appreciate, appropriate and holistic care
with bespoke intervention at all stages of
chronic disease management, both pre-diagnos-
tically and through to long-term management.
This is now expected to include a comprehen-
sive definition of care that is inclusive of emo-
tional wellbeing and recognition of cognitive
effects of MS. This is in addition to established
medical practice that treats the pathology rate,
fatigue and pain/sensory symptoms.
In Scotland, standards for neurological

services are established that explicitly define
psychology involvement as a must for patient
care in MS (Healthcare Improvement Scot-
land, 2009). Similarly, in England and Wales,
NICE guidelines are published about manage-
ment of multiple sclerosis in primary and sec-
ondary care (NICE, 2003).
Working with patients with a diagnosis of

multiple sclerosis requires a thoughtful under-
standing of their difficulties within a biopsy-
chosocial model. A psychological formulation
and treatment model offers a deserved vehicle
to aid adaptation, allowing positive assimila-
tion and growth in chronic illness. Clinical
psychologists possess the full gamut of neces-
sary skills that, when applied, add value to the
lives of patients victim to multiple sclerosis.
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THE TITLE OF THIS PIECE is inspired by
the title of Professor Tom Burns’ book,
Our Necessary Shadow: The Nature and

Meaning of Psychiatry. In this book Professor
Burns, a psychiatrist, explains the title as such:
Difficulties with wellbeing or mental illness
are a consequence of humanity. Hence the
difficulties, and psychiatry’s attempts to allevi-
ate them, are a necessary shadow. If this is the
case then clinical psychology can be seen as
seeking to share the shadow with psychiatry.
Another view is that clinical psychology oper-
ates in the shadow of psychiatry within mod-
ern mental health services. Psychiatry is the
dominant model in mental health care and
remains at the apex of the hierarchical struc-
tures of mental health services, at least in the
majority of services. However, our core func-
tions and aims are undeniably similar.
The origins, development and core role of

both professions are complex; however, put
simplistically, psychiatry can be
seen as the study and practice of
alleviating mental illness from a
basis in medicine, whereas clinical
psychology is the study and prac-
tice of the application of psycho-
logical thinking to people in
distress. Even from my crude sum-
mary it quickly becomes evident that a certain
amount of disagreement is predictable.
It would seem that it is the nature of the train-
ing, and therefore the thinking, which leads
to areas of debate and disagreement.
This disagreement in thinking around

mental health is not a recent phenomenon. In
her examination of Victorian approaches to
people’s admittance to asylums, Sarah Wise
(2013) documents evidence of the debates
over the nature of ‘lunacy’ from as early as the
eighteenth century, with the medical doctors,
or alienists as they were titled at the time,
declaring some people insane whilst others
sought to demonstrate that an individual’s

behaviour was contextual and understandable
when the person was understood. Interest-
ingly, these disagreements led to the forma-
tion of a group entitled the ‘Alleged Lunatics
Friends Society’, whose founding member
had experienced the system personally, and a
subsequent member was the founder of The
Lancet. Perhaps an early indication of experts
by experience being vital in raising awareness
of issues professionals can remind blind to?
I have worked for five years in an acute in-

patient service for young people and have
spent a considerable amount of that time in
lengthy ward rounds with colleagues in nurs-
ing, psychiatry, occupational therapy and edu-
cation, amongst other professions. There have
been disagreements and debates, a fair pro-
portion of which I’m culpable of initiating.
The differences in training and approach are
always evident; however, they are more fre-
quently a strength rather than a hindrance.

This has only become possible, in
my opinion (I’m mindful that I
haven’t consulted my colleagues
on this), because we have been in
such unavoidably close proximity
with one another and shared con-
cerns about a large number of
young people in various states of

distress. Mutual respect allows for shared
voices to be heard and differences of opinion
to be considered. The anxiety caused by work-
ing with distressed children can cause avoid-
ance amongst teams at times and professional
dilemmas become more pronounced.
What I have found to be the most fruitful

source of input from all professions is not the
medication or therapy often described as the
main tools of the respective professions, but
the input that their training and mine allows
us to contribute to the thinking and subse-
quent care planning of young people in dis-
tress. The key difference, I believe, lies in the
primacy of causation that each discipline

Sharing the shadow
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allows for 
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to be heard.
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attributes to distress, which is undeniably a
product of our training. Clinical applications
of the continuum model of psychological func-
tioning and distress have a significant role in
devising care plans for young people with com-
plex presentations. For example, formulating
an understanding of people’s presenting diffi-
culties in the context of their development
and personality, highlighting factors which
could be viewed as intrinsic and non-clinical
aspects of the person rather than part of a dis-
order is essential when seeking to define
success, recovery and defining when ‘treat-
ment’ ought to stop. Likewise, when seeking to
formulate risk, understanding the mechanisms
which interact to maintain or exacerbate risk is
an area which our training in psychology
affords us essential and unique insights.
The training is more similar in length than

often thought and publicised, psychiatry train-
ing (to consultant level) takes 13 years, whilst
clinical psychology training (to newly quali-
fied level) is on average nine years (three
years undergraduate, an average of three
years as an assistant or research assistant and
then a three year doctoral degree). If the
pathway to consultant grade clinical psycholo-
gist was to be used as a comparison, they
would be almost identical, with the path to
consultant level clinical psychologist taking a
little longer. 
The British Psychological Society careers

website states that: ‘Clinical psychology aims to
reduce psychological distress and to enhance
the promotion of psychological wellbeing.’
This is a reasonable yet wide summation. 
The Royal College of Psychiatrists leaflet

on psychiatry careers states ‘Psychiatrists are
medically qualified doctors who specialise in
the care of patients with mental disorders.’
This is, in my opinion, equally reasonable and
yet just as broad.
Those two statements show both our simi-

larities: ‘…aims to reduce psychological dis-
tress…’ and ‘…the care of patients…’, but also
our differences ‘…the promotion of psycho-
logical wellbeing…’ and ‘medically qualified
doctors… of patients with mental disorders’.
Whilst clinical psychology’s strength is hav-

ing different grades and diverse areas of work,
it is also perhaps an area of weakness, espe-

cially when seeking to establish roles in multi-
disciplinary teams. With respect to newly qual-
ified clinical psychologists, the difference in
role between them and consultant grade clin-
ical psychologists is marked. We as a profes-
sion need to examine how we are considered
by the decision makers in mental health com-
missioning. Is there a thorough understand-
ing of the different roles and responsibilities
of different grades of clinical psychologists?
Whilst there are many similarities between

the professions, there is also a tension, which
is at once historical in origin, but remains to
this day.
In Civilization and Its Discontents (1930/

1961), Freud utilised the term, ‘the narcis-
sism of minor differences’ to explain conflicts
between parties appearing to be more similar
to one another than different, he stated that:
‘It is precisely the minor differences in peo-
ple who are otherwise alike that form the
basis of feelings of hostility between them’.
Whilst this appears an accurate reflection of
the debates which occur between the profes-
sions, we also face challenges, both in terms
of current standing and progression of our
respective disciplines.
Despite the differences, it is possible that

some more focused collaboration could be of
benefit to both professions, and more impor-
tantly, those people that seek our assistance.
The newly elected head of the World Psychi-
atric Association has stressed the need for psy-
chiatry to take a more sociological and
anthropological approach to assisting people
and wishes to see training for psychiatrists
altered as such. Furthermore, Sir Simon Wes-
sely, President Elect of The Royal College of
Psychiatry, has highlighted the need to repair
the reputation of psychiatry and recruit into
psychiatry. Whilst I’m not in a position to com-
ment on the significance of these aims, they
do differ to the challenges faced by clinical
psychology. Clinical psychology, in my opin-
ion, rather than repairing a reputation is still
in the process of establishing its role and rep-
utation as core to services related to people
with psychological difficulties. 
The role of therapy is firmly established

and continues to grow within the NHS, with
initiatives such as Increasing Access to Psycho-
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logical Therapies (IAPT); however, the prac-
tice of clinical psychologists involves a great
deal more than therapy, and its practitioners
work in such diverse areas that its core role is
yet to be established as of central importance
to those with cognitive or emotional difficul-
ties. We are placed in similar brackets on
Agenda for Change pay scales to therapists
and other mental health practitioners’ whilst
our medical colleagues maintain distance
from this. In my opinion, career progression
in clinical psychology is at risk if the profes-
sion allies itself too closely to unimodal thera-
peutic provision, as increasingly this is
undertaken by people on much shorter career
paths and therefore lower wage demands. Our
training prepares us for working most effec-
tively with complexity so it should follow that
psychological complexity is where we ought to
focus our efforts. Whilst many in psychiatry
strongly refute the suggestion that they are
purely interested in medication, clinical psy-
chology has for some time had to define it’s
‘added value’ as if they are little more than
unimodal therapists, which is equally reduc-
tionist. Both are demeaning and unhelpful,
but clinical psychology, more than psychiatry,
has to justify its cost.
Notably, psychiatry is a profession which

seems unique in that it has an
‘anti’ movement. There is no
anti-haematologist or anti-paedi-
atric orthopaedic surgery move-
ment. It would be interesting to
see how people reading this piece
would respond to someone who
identified themselves as an anti-
clinical psychology. If you’re not
sure, join Twitter, there are
plenty of people who do so there. I for one
would feel threatened, defensive and,
although reflective, I would I believe feel some
antagonism to my perceived attackers.
Although the anti-psychiatry movement is
often believed to reside solely in clinical psy-
chology, this is not the case and even hard-
ened activists would, I believe, state that their
antagonism is focused more on biocentric
models of wellbeing rather than the profession
itself. The debates will continue and ought to,
but the opening statements may need revisit-

ing if discussion is to be productive. I for one
do not identify myself as anti- any single profes-
sion or person; I’m more pro-choice, which by
definition requires much more integrated
leadership by people with experience of sys-
tems and difficulties themselves.
A most pertinent reflection which perhaps

both professions ought to bear in mind when
engaging in discussion regarding one another
is that oft quoted sentence by Joan Riviere in
one of her public lectures, regarding rivalry:
‘What we cannot tolerate in ourselves we are
not likely to tolerate in others.’ A cautionary
glance inwards is always worth considering
before engaging in conflictual interactions
with others.
Whilst differences remain, we both have

our critics, which can be remarkably similar at
times. As I’ve stated, psychiatry is viewed as
having medication as its primary tool, much
as clinical psychologists are essentially viewed
as therapists. Both professions would whole-
heartedly refute these stereotypes as simplis-
tic and reductionist. So, what else do we both
do? Well, therein lies the rub. The other tasks
we do are also open to shared criticism. Diag-
nosis is criticised as being unscientific, but
what is mooted as our alternative, psychologi-
cal formulation, if it is claimed to be scien-

tific, would also fall short, however
inappropriate the comparison.
The clinical decision making
processes of both professions,
whilst based in theory, are often
influenced by our own preferences
and presumptions. Theory is not
necessarily scientific, many psychi-
atrists and clinical psychologists
would cite the value of psychody-

namic thinking to their work, either in direct
or indirect interventions, but when it comes
to rigorous ‘evidence’, psychodynamic theo-
ries remain precisely that. Both medicine and
psychology are posited to be highly scientific;
however, the application of these principles
to people is far from the rigorous science
from which they develop. Trisha Greenhalgh
(2011) has written eloquently of some of the
problems of evidence-based medicine, many
of which apply equally to clinical psychology.
The scientific method is utilised by both pro-

We both have
our critics,

which can be
remarkably

similar at times.
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fessions, generating hypotheses, testing them
and using the best knowledge available to
make informed decisions regarding treat-
ment. However, the information and there-
fore thinking used to make these decisions is
different. Clinical judgement is a term often
cited negatively in accordance with ‘making
things up as you go’ by commentators seeking
a wholly evidence-based service but, I believe,
both psychiatrists and clinical psychologists
often have to rely on this when seeking to
assist individuals. Perhaps rather than an
either/or discussion, more fruitful progress
could be made attempting to give parity to
both approaches and how both forms of
thinking can work closer in order to better
support people.
A colleague in psychiatry recently

bemoaned the lack of time he has to see each
person due to his caseload and invited me to
shadow him so I could witness this. I would rel-
ish this opportunity, but for various reasons
we have not been able to undertake this as yet.
This did make me think, if I had 5 or 10 min-
utes with each person, what would I focus on,
what would I ask? The return is as interesting;
if he had around 45 minutes with the young
person and also viewed the person in a ther-
apy group – a different interpersonal con-
text – which I am able to do, would he see the
same person? I hope one day we can both trial
this day-swap. The benefits of being trained to
identify problems quickly is as useful as the
ability to consider the whole person and the
presenting problems in the context of that
person. We both have strengths and weak-
nesses when it comes to service delivery.
Ultimately, we are all in the privileged

position of offering a service to people and we
must find more proactive ways of talking and
working together in mutually respectful ways,
if we are to maximise the benefit to those who
really matter, those people who seek our
support. What may be the most constructive
way forward, if we are both indeed in the pro-
fession of assisting people in distress, is to
both work together on how best to enhance
the role played by people in distress in leading
their care and having their views heard. 
Outcomes for people experiencing dis-

tress are modest at best, if we are all honest.

Some people find medication helpful, oth-
ers find benefits in therapy. The most impor-
tant question here is why some benefit and
others don’t? 
I believe the challenge facing both psychi-

atry and clinical psychology is to find more
effective ways of talking together to improve
services and to be open to one another’s
knowledge and expertise. If outcomes for peo-
ple who access mental health services are to be
improved then the least that users of services
can expect is that professionals can work effec-
tively together to develop options and choices
for them to access in order to maximise their
own wellbeing. 
This discussion, although it may make us

both confront our own insecurities and con-
cerns, is one which not only we, but also peo-
ple seeking our assistance, requires us to have.
The decisions we make and the ways we work
together do and will continue to impact on
those who seek our support. For that reason
alone, closer working alliances with people
who use and have experience of services ought
to be integral to both professions’ progress. 
The need to understand and assist people

who experience psychological illness or dis-
tress casts a large shadow on humanity. There
is room in it for all of us.

References
Freud, S. (1961). Civilization and its Discontents. In J.

Strachey (Ed. and Trans.) The Standard Edition of
the Complete Psychological Works Of Sigmund Freud.
London: Hogarth Press [Original work published
1930].

Greenhalgh, T. (2012). Why do we always end up here?
Evidence based medicine’s conceptual cul-de-sacs
and some off-road alternative routes. Journal of Pri-
mary Health Care, 4(2), 92–97.

Wise, S. (2013). Inconvenient People: Lunacy, liberty and
the mad doctors in Victorian England. Vintage.

Author
Dr Gordon Milson,
Clinical Psychologist,
Manchester;
gordon.milson
@aps-uk.org;
Twitter: @gordonmilson



34 Clinical Psychology Forum Awards Special Issue – December 2015

1. People are social and material beings
We are all feeling bodies in a social world.
Bodily feedback, in the form of feelings, is the
most fundamental aspect of being human.
However, bodies can’t speak and feelings are
difficult to put into words. What does get put
into words, our inner speech (Vygotsky, 1962)
or running commentary on our own and oth-
ers’ actions, has social origins: our thoughts
are continuously shaped by acquired cultural
resources and influenced by experiences of
the social and material world. Inner speech is
largely retrospective, representing what has
just occurred. In doing so it can serve as a tool
to guide our own (and others’) actions, and in
this way have some relatively limited influence
on future circumstances.
It is frequently difficult for us to make sense

of, or explain to others, how and why we feel as
we do. Complex feeling states often arise invol-
untarily in response to subtle environmental
features, related to past events that have been
forgotten, or that we do not connect with our
current experience (Damasio, 1999; Kagan,
2007; Le Doux, 1999). We are frequently
unaware of the many influences upon us: due
to their complexity, or sometimes, in the case
of advertising, tabloid media or politician’s
speeches, the deliberate, covert manipulation
of our feelings by those in positions of power
(Caldini, 1994; Freedland, 2012; Jones, 2011). 
As bodies, we are discrete individuals. But

this individuality is relationally and socially pro-
duced. Uniqueness and individuality are thor-
oughly social and material accomplishments.

2. Distress arises from the outside inwards
Distress is not the consequence of inner flaws or
weaknesses. Many psychological therapies pre-
sume that both the causes and the experience
of distress are inside a person. This gives thera-
pists a legitimate basis for intervention: individ-
uals can be worked on in ways that social and
material circumstances cannot. Those thera-
peutic approaches that do not attribute distress
to some kind of personal emotional defect
(however acquired) often point instead to cog-
nitive failure, with interventions focused upon
refining the person’s cognitive processes. Alter-
natives, such as systemic approaches, recognise
that difficulties do not arise within individuals
but in the relationships and interactions
between them (which are always powerfully
influenced by social, cultural and material cir-
cumstances). Similarly, community approaches
locate distress in the social structures, material
circumstances and power relations of everyday
life. However, even these approaches are neces-
sarily limited by the reality that they generally
operate at the proximal level of influence in
people’s lives. In order to effect true and lasting
change it is necessary to address distal factors
through wider political and societal reform.
The fact that some of us seem to survive

adverse experience unscathed while others
are thrown into confusion or despair may be
taken as evidence of personal qualities such as
self-esteem, willpower or – more fashionably –
resilience. However, it is far easier, and more
credible to point to embodied advantages
acquired over time from the social-material

The Draft Manifesto
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environment than to posit essentially mysteri-
ous and unanalysable personal qualities origi-
nating from within.

3. Distress is produced by social and
material influences
Social and material influences include trauma
(accidents, disability, severe illness, life events),
abuse, neglect and social inequality (organised
in hierarchies of class, gender, ethnicity, sexu-
ality and disability). The more that these inter-
sect the more likely distress becomes. To
understand people’s problems we must always
consider their circumstances: their social and
material vulnerabilities and the extent to which
they have powers and resources to avoid, toler-
ate or overcome problems.
Read, van Os, Morrison & Ross’s (2005)

meta-analysis suggests that at least 60–70 per
cent of people experiencing visual or auditory
hallucinations were physically or sexually
abused in childhood. This evidence has
received less attention than the dominant psy-
chiatric view which portrays distress as a conse-
quence of biological or genetic influences.
Similarly, social inequalities that exclude or
marginalise contribute significantly to the
potential for distress. Wilkinson & Pickett
(2009) show that in societies where the gap
between the richest and poorest is greater, the
prevalence of health problems is higher. The
effects of trauma, social inequality and life
events interact with the less visible, less quantifi-
able effects of parenting, friendship, nurturing
and caring. This is one reason why ‘the same’
event causes distress in some, but not others.

4. Distress is enabled by biology 
but not primarily caused by it
All experience is enabled by biology, but
enabling is not the same as causing. For a
very small number of organic diagnoses
(e.g. syphilis, Korsakoff’s syndrome, the
dementias) consistent biological causes of
distress are known. But for the overwhelming
majority of functional diagnoses there is no
consistent evidence. In the words of psychia-
trist Kenneth Kendler (2005, p.434–435):
‘We have hunted for big, simple, neu-
ropathological explanations for psychiatric
disorders and have not found them. We have

hunted for big, simple, neurochemical expla-
nations for psychiatric disorders and have
not found them. We have hunted for big,
simple genetic explanations for psychiatric
disorders, and have not found them.’
But this does not mean that biology should

be largely ignored, as is so often the case in
social science and (predominantly cognitive)
psychology. Psychologists should strive to
understand how distress is produced by the
adverse socialisation of embodied, biological
capacities, rather than by their impairment,
disease or failure.

5. Distress is influenced by biology to the
extent that people have different
biological capacities
Some biologically enabled capacities facilitate
transactions with the world and help protect
people from distress. For example, it may be
an advantage to possess conventional physical
beauty, sporting prowess, musical ability or
unusual intellectual ability. More important,
perhaps, (perceived) lack of such gifts may
undermine self-worth and render people more
susceptible to distress. Biological variation
interacts with social and material circumstance
in creating, or protecting from, distress.
Current molecular genetic research typi-

cally finds that effects of genetic differences
are small, non-specific, produced by multiple
DNA sequences, and always dependent upon
environmental mediation (Joseph, 2006;
Rose, 1997). Biological factors influence sus-
ceptibility to distress, but this is not simply a
matter of objective biological advantage which
orders people along some dimension of
human excellence. The value placed upon
biological capacities is always a social valua-
tion, and their effects always depend upon
social and material circumstances.

6. Distress does not fall into discrete
categories or diagnoses
There are some similarities between experi-
ences given the same label (ADHD, schizophre-
nia, anorexia, etc.). Nevertheless, the quaint
notion that distress can be neatly partitioned
into robust categories reflects the mistaken
belief that it is caused by organic diseases or
impairments. Once distress is understood as a
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socially and materially generated experience,
there is no reason to presume that it can be clas-
sified this way. This may be why psychiatric diag-
nosis is notoriously both unreliable and invalid.
Because of this, all of its claimed benefits – in
respect of aetiology, treatment, prognosis, serv-
ice planning, inter-professional communica-
tion, reassurance to service users and their
families – are compromised.
Distress exists on a continuum with all

other experiences. Its variability reflects the
great complexity of our social and material
worlds, the fluctuating interactions we experi-
ence, and the uniquely socialised embodi-
ments each of us have acquired. Nevertheless,
since we all occupy the same planet and
belong to the same species, there are also sim-
ilarities in our experiences of distress. These
reflect shared embodied capacities: to feel sad
when abandoned, angry when insulted,
ashamed about sadness or frightened of anger;
to get so overwhelmed by such mixtures of
feeling that our very perceptions of the world
get distorted (Cromby & Harper, 2009). They
also reflect similar power relations, social inter-
actions, material circumstances, and the
opportunities and vulnerabilities these create.

7. Distress is an embodied way of being
in the world
Distress describes embodied experiences pro-
duced by, and consistently responsive to, social
and material circumstances. Yet research in
neuroscience and social psychology shows that
much of our experience is not transparently
available to conscious introspection (Kahne-
man & Tversky, 1982; Schwitzgebel, 2011; Wil-
son & Dunne, 2004). Hence, when individuals
from Western cultures talk about feelings of low
mood they usually offer accounts that empha-
sise individual inadequacy and guilt, whereas
those from non-western cultures emphasise
fatigue and pain (Fancher, 1996; Kleinman,
1986; Watters, 2010). Psychiatry nevertheless
construes distress as medical diseases that are
(primarily) treatable with drugs. Although this
acknowledges the body as the site of distress, it
largely ignores the continuous significance of
cultural, social and material circumstances.
Cognitive psychology studies processes such

as memory, perception, reasoning and judge-

ment, and informs clinical psychological expla-
nations of distress as problems or dysfunctions
within normal cognitive processes: errors in rea-
soning, attribution biases, overgeneralisation,
etc. Therapy attempts to correct such errors
and restore normal psychological functioning.
However, this approach overemphasises indi-
vidual psychology and particularly conscious-
ness, confuses social and material causes with
cognitive effects, downplays bodily processes,
and almost completely neglects those social and
material causes of distress external to the per-
son and their proximal situation.

8. Behaviour cannot be separated 
from context
The ability to act always depends upon the
particular social, material and embodied
resources available. In turn, the effects of
our actions are not simply dependent on our
intentions. They also depend upon the
intentions and actions of others, and upon
the opportunities offered by the constantly
changing social and material world. Ade-
quate psychological accounts of causality
therefore need to be multiple, complex and
open-ended. They must recognise the
unpredictable nature of social interaction
(Shotter, 1993), the ‘on average’ influence
of social structures and relations (Archer,
1995), and the constantly changing influ-
ence of culture (Harre, 2002). Psychology
often explains activity as though it were pro-
duced by the kinds of causal mechanism we
see in machines. In doing so, it typically
downplays or ignores social and material cir-
cumstances, relative to cognition. It favours
individualistic conceptualisations against
which these real influences typically appear
only as mere context.
Conversely, both community and systemic

approaches attend more to social and material
circumstances, and typically see causality as cir-
cular rather than linear. These approaches
begin to understand how distress both affects,
and is affected by, life events, people’s ideas
about themselves, their relationships, and
their social and cultural situations. Neverthe-
less, all therapies are limited in their ability to
address the multiple, complex current and his-
torical realities that inculcate distress.
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9. Distress cannot be 
removed by willpower
The notion of willpower inhabits many theo-
ries of psychotherapy. Willpower constitutes
a mysterious, interior moral force that can-
not be measured or demonstrated because,
whatever its social utility, it doesn’t exist
(Smail, 2001a). To assume that it does, and
to call upon patients to demonstrate it, can
be positively cruel.
Whilst willpower doesn’t exist, we do have

will: the experience of being able to choose
and decide. But without powers, the exercise
of will is impossible. These powers may be con-
currently present in the world, or may have
been acquired historically, embodied from
engagement with it. I will not be able to speak
French (to will a sentence in French) if I have
never studied and practised the language. Sim-
ilarly, I will not be able to behave confidently if
I have not acquired and embodied the kind of
experiences which engender that confidence.
Just as distress is not a thing, neither is

willpower a thing. Both are terms used to cat-
egorise how people experience and interact
with their social and physical environments.
Willpower is the idea that people’s choices
depend only on some inner strength, rather
than also depending upon circumstances.
Taking the view that distress and willpower are
things inevitably leads to a search for solutions
within individuals. If distress and willpower
are instead seen as processes thoroughly inter-
locked with relational, material and social cir-
cumstances, solutions are more likely to be
seen as outside individuals, in their social and
material worlds. 

10. Distress cannot be cured by
medication or therapy
Distress is not an illness, so cannot be cured. It
is not bad genes, faulty cognitions or the Oedi-
pus complex, but misfortune and the wide-
spread abuse of power that mire so many in
madness, addiction or despair. These are not
symptoms of illness: they are states of being
that encapsulate how most of us might
respond to chronic adversity. They are mani-
festations of problems and abuses in interac-
tions between people, systems and resources,
not flaws internal to the person.

The most widely cited evidence bases for
psychiatric medication and talking therapy are
overly-optimistic catalogues plagued by inade-
quate methodological procedures, unreliable
clinical outcome measures of limited real life
significance, and the selective publication of
favourable results (Angell, 2004; Epstein, 2006;
Kirsch, 2010). The more rigorous the study and
the longer the post-treatment follow-up, the
harder it is to demonstrate any superiority for
the clinical treatment over dummy, placebo or
alternative (Westen & Morrison, 2001).

11. Medication and therapy can make 
a difference, but not by curing
Sometimes, medication can usefully anaes-
thetise distress, offering temporary respite.
During these short, chemically induced holi-
days from their misery, those with resources
may initiate life changes that alleviate their
problems and establish positive future trajec-
tories. But whether this occurs is a function
not simply of the medication but of the
resources and circumstances within which it is
ingested: consequently, medication can also
make things worse (Moncrieff, 2008).
Therapy can also help, though again not

by curing. Understood generically, therapy
provides comfort (you are not alone with your
woes), clarification (there are sound reasons
why you feel the way you do) and encourage-
ment (I will help you deal with your predica-
ment) (Smail, 2001b). In an atomised,
fragmented, time-poor society, where solidar-
ity and collectivity are scarce, these are valu-
able, compassionate functions. Therapy can
also help by identifying and amplifying avail-
able resources and challenging unhelpful dis-
courses (e.g. you are lazy, you are ill, you are
to blame, etc.).

12. Successful psychological therapy is
not primarily a matter of technique
When therapy helps, it seems to be primarily a
matter of two kinds of influence: on the one
hand relationality (ordinary human compassion
and understanding); on the other, coincidence
with social and material circumstances. In the
therapy literature is it well established that the
clients who do best are generally young, attrac-
tive, verbal, intelligent and successful (YAVIS)
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(Schofield, 1964). By contrast, those whose
needs are described as complex and requiring
long-term treatment are usually the poorest
(Davies, 1997; Hagan & Donnison, 1999).
Where people have, or can obtain, more
resources they will have more scope to act upon
whatever insights they might have gained. Simi-
larly, when therapy helps, this depends on the
successful interaction between both parties’
social and material circumstances and the result-
ing powers and resources that they can mobilise.
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THE HEALTH & CARE Professions Coun-
cil (HCPC, 2012) and the British Psycho-
logical Society (BPS, 2004) place clear

importance on continued personal and profes-
sional development (PPD) for practitioners
working in clinical settings. The use of mentor-
ing is increasingly recognised as being a valu-
able strategy to encourage PPD (e.g. Smith et
al., 2005). Mentoring can be defined as:

A personal relationship in which a more experi-
enced… individual acts as a guide, role model
and teacher… of a less experienced [mentee].
A mentor provides the mentee with knowledge,
advice, challenge, counsel and support in the
[mentee’s] pursuit of becoming a full member of
a particular profession. (Clarke, Harden &
Johnson, 2000, p.263)

Previous research examining mentoring in clin-
ical psychology training programmes in the US
indicated that mentoring helped mentees
develop a professional identity (Green & Haw-
ley, 2009) and manage stress (Clark, Harden &
Johnson, 2000), and predicted a more success-
ful career in terms of financial gain, promotion
and responsibilities (Allen et al., 2006; Under-
hill, 2006). In a recent meta-analyses of 42 inves-
tigations into mentorship in the medical
professions (Sambunjak, Straus & Marusic,
2006), the authors reported consistent evidence
of a range of positive outcomes for mentees
(including increased self-confidence and pro-
ductivity). Despite the potential benefits of

mentoring, there has been no previous research
evaluating mentoring schemes provided by UK
doctoral clinical psychology courses.

University of Leeds mentoring scheme
The scheme was set up in response to feedback
from Psychologists in Clinical Training high-
lighting the importance of support external to
the training course. Whilst a variety of support
is provided for trainees within the course struc-
ture (including placement supervisors, clinical
and academic tutors) this all involves staff who
also evaluate trainee competency. The scheme
was designed to provide trainees with a non-
evaluative space in which to explore PPD.
Milne provides a thorough consideration of

how clinical supervision is defined in his 2007
systematic review. For the purposes of this proj-
ect it is important to note that key aspects of the
working definition of clinical supervision such
as quality control and maintaining competence
(Milne, 2007) do not apply in the same way to
the non-evaluative mentoring relationship. 

Aims of the study
Service evaluation projects were commissioned
in order to explore: (i) trainees’ experiences
of the scheme; (ii) mentors’ experiences of the
scheme; and (iii) its cost effectiveness. The lat-
ter project will not be described here as, owing
to a number of factors (changes within core
staff team during the period studied, availabil-
ity of data), it was not possible to conduct a full
analysis of cost, although initial investigations

An evaluation of the University of Leeds
mentoring scheme for psychologists 
in clinical training
Rachel Notman, Nick Hartley, Rebecca Yule, Fiona Thorne 

& Sheila Youngson

This study describes the introduction and evaluation of a mentoring scheme for trainee clinical psychologists on
the Leeds doctoral training programme. It explores the experiences of both trainees and mentors participating 
in the scheme.
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suggested the cost of trainee support was
reduced when the scheme was introduced.
The main research questions explored were:
� How often did mentors and trainees meet? 
� What topics did mentors and trainees
explore? 

� How does mentorship compare to
supervision? 

� What was considered to be important in
the mentor-trainee relationship?

� Did mentors and trainees learn or benefit
from the scheme?

Method
The mentoring scheme was established at the
beginning of the 2011–2012 academic year,
for the 16 incoming first year trainees, and
had been in place for nine months at time of
the study. Mentors were local clinical psychol-
ogists who had at least one years experience
working within the NHS and had volunteered
to take part. All mentors attended a training
day run by some of the course core staff.
Quantitative and qualitative data were

elicited using a semi-structured questionnaire.
The questions used were developed for the
purposes of this project and focussed on areas
of key importance to the research commis-
sioners (e.g. how the scheme was being used,
perceptions of usefulness by trainees and
mentors) as well as key issues from
the relevant literature about suc-
cessful and unsuccessful mentor-
ing (e.g. relationship factors).
Following ethical approval

from the University of Leeds
Research Ethics Committee, the
questionnaire was sent to all six-
teen mentors and trainees
enrolled on the mentoring
scheme, with nine mentors (56 per cent) and
ten trainees (62.5 per cent) choosing to partic-
ipate. Qualitative data were categorised using
the stepped guidelines provided by Braun and
Clarke (2006) for thematic analysis. 

Results 
How often did mentors and trainees meet? 
Of those who responded to the questionnaire,
77.8 per cent (seven mentors) had some form
of contact with their trainee, with a mean of

2.4 one hour meetings during the nine month
period studied (range 1–4 meetings).
Appointments most frequently (45 per cent)
occurred during placement time; however,
trainees’ study days (36.6 per cent) were also
used. The majority of meetings were at the
mentors’ place of work.
Responses indicated that trainees some-

times struggled with travel or finding an
appropriate time to meet that did not
impinge on teaching or placement. However,
mentors described the scheme as feasible in
terms of preparation for the role and practi-
calities such as travel and time out of work.
Trainees’ travel time to meet their mentors
ranged from 13 to 170 miles per year. Men-
tors’ travel time ranged from 13 to 33 miles
per year. 

What topics did mentors 
and trainees explore? 
Both mentors and trainees were asked to
describe the content of their conversations.
Mentors reported that the majority of time
was spent discussing academic work (esti-
mated at 24 per cent), self-care (16 per cent),
personal development (14 per cent) and
placement issues (14 per cent). Mentors
described the skills they drew on during these
conversations, such as the use of theory or

models, sharing their experiences,
communication skills, practical
advice and relationship building. 
The trainees estimated that

they spent 19 per cent of the time
discussing professional develop-
ment (including future career
options, learning styles and theo-
ries), 18 per cent discussing per-
sonal development (including

personal development techniques, work life
balance, self-care), 16 per cent discussing clin-
ical work and 14 per cent discussing university
issues (including academic work). 
The difference in focus described by the

mentor and trainee groups is of interest. How-
ever, it should be noted the different groups
may have been drawn from different dyads
(for example, the mentor from one pairing
may have chosen to participate in the investi-
gation, whereas their trainee did not). 
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How does mentorship compare 
to supervision? 
The majority of mentors described the relation-
ships as different to supervision in terms of style
(e.g. more advisory, less formal) and content of
conversation (e.g. more content relating to
PPD). However, mentoring conversations were
described as similar to supervision in terms of
the use of reflection, the provision of support
and the development of clinical skills.

Mentor-trainee relationship
All mentors described a positive relationship
with their trainee. Specific descriptors included
‘beneficial’, ‘open and trusting’ and ‘warm and
relaxed’. Six mentors stated that they had not
encountered any difficulties in the mentoring
relationship. One mentor, however, did report a
difficult conversation regarding a personal/pro-
fessional ethical dilemma. Unfortunately, this
mentor did not answer the question regarding if
or how this had been resolved.
Nine of the ten trainees who responded to

the questionnaire reported to be either very
happy or happy with their mentor relation-
ship. The remaining respondent had made
contact with their mentor, but had no face-to-
face meetings with them at the time of com-
pleting the questionnaire. Eight trainees also
stated that they were very happy or happy with
their mentor’s style of mentoring. One
respondent was not happy with the approach
their mentor used, but unfortunately further
details were not available in relation to this.
In terms of the quality of the relationship,
trainees commented on the importance of the
support offered to them by their mentor, how
they felt about the relationship (if the rela-
tionship felt relaxed/stress and contained)
and how open they felt they could be. 

Did mentors learn or benefit from the scheme?
Mentors said they felt that mentoring pro-
vided support not covered by tutoring or clin-
ical supervision, that they had learnt more
about the ongoing challenges psychology
trainees face, that they found the role reward-
ing, and that they had used the scheme as a
way to reflect on their own PPD. Two mentors
stated that in the future they would set up a
contract with trainees to discuss their expecta-

tions of the scheme such as frequency of con-
tacts and anticipated use, along with what they
as mentors were able to offer.
Six mentors stated that they had achieved

what they hoped to from the scheme and one
stated that they had not. This mentor had e-
mailed their trainee after the allocation
process but the trainee had not replied.

Did trainees learn or benefit from the
scheme?
Trainees were asked whether they had person-
ally and professionally developed as a result of
the mentor scheme; 77.8 per cent reported
that it had facilitated their development.
Trainees reporting PPD identified many areas
in which they had developed, including:
increased confidence, career advice and view-
ing issues from a different perspective. Impor-
tant aspects of the relationship were described
as mentors minimising power imbalances,
containing and ‘checking in’ with the trainee,
and sharing their own experiences of training. 

Discussion
Mentors felt the scheme offered a unique
form of support that was broader and less for-
mal than clinical supervision. Mentors felt
that they benefited from the scheme in terms
of their own PPD and that it was practically
feasible. Throughout their responses trainees
commented on the significance of their rela-
tionship with their mentor. This may indicate
that this confidential and non-evaluative space
is important for the trainees to fully explore
PPD (Dickinson & Johnson, 2000). 

Limitations and future research
The most limiting factor in terms of generalis-
ability is the response rate: 44 per cent of men-
tors and 37.5 per cent of trainees chose not to
participate. Although there is no way of con-
firming this, it is likely that mentors and
trainees who had more positive experiences of
the scheme were also more likely to participate.
Therefore, the results may be positively skewed
towards beneficial learning experiences.
Whilst this was necessary in order to

ensure respondent confidentiality in the cur-
rent investigation, data were collected sepa-
rately from mentors and trainees. This meant
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that relationships could not be looked at as a
whole. A potentially useful avenue for future
research may be to interview mentor-trainee
dyads in order to gain in-depth information
about what contributes to the relationship. 
The investigation did not include an

‘objective’ measure of outcome for either
mentors or trainees. Whilst quantifying PPD is
complex, it may be useful for future research
to explore the possible influence of mentor-
ship on different outcome domains (e.g. job
satisfaction, resilience, self-efficacy). 
There is no clear definition of the ‘effect’

of the mentoring; however, trainees reported
that they experienced PPD and developed a
positive relationship with their mentor. The
literature suggests that benefits for both men-
tor and trainee tend to increase over time
(Allen et al, 2004; Underhill, 2006). It is

planned to repeat the investigation to explore
how the relationship and utility of the scheme
may have developed over the three years of
the cohort’s training.
Mentoring is described by Green and Haw-

ley (2009) as a process that is not only helpful
for trainees and mentors but also for clinical
psychology as a profession. Although they
write from an American perspective, they
comment on mentoring as a way to enable psy-
chologists to assert themselves in a health serv-
ice with conflicting interests in both public
and private sector systems. This holds reso-
nance for UK clinical psychologists within the
changing NHS in the wake of the Health and
Social Care Act (2012). It is hoped that this
preliminary research will be a first step in
thinking about how this resource could bene-
fit psychologists during training and beyond.
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THIS PIECE by Lydia Davis (2013)
reminds me of what can’t be seen, spoken
about or heard. One can turn a blind eye

to things knowingly or unknowingly, as facing
them can be uncomfortable. Adjustment to
transitions can be unsettling, as it requires
relinquishing places of familiarity and facing
of survival anxieties. Embracing the loss of
what is known and connecting with change is
often challenging, although this may offer
opportunities for development and growth.
Our paths are often determined by the
choices we make at such transitional points.
Turning of a blind eye (Steiner, 1993) is

not uncommon in organisations. Reviews like
the Francis report (2013) and the report into
the abuse at Winterbourne View  (DH, 2012)
point out malpractice which
organisations fail to notice. Gold-
man (2008) uses a similar case of
leadership negligence at SkyWaves
Aerospace International to point
out the consequences of a culture
of ‘no emotions allowed’. Such
reports are important markers for
what can go wrong in organisa-
tions and how this could arise
from compromised capacity to
hold compassion and care in
mind. This paper intends to consider factors
such as containment, empowerment, respon-
sible autonomy and internalised accountabil-
ity to facilitate a culture of compassion. It
briefly examines dynamics, which impact such

attributes in individuals and groups. The
scope of reflective organisations, where lead-
ers invest in containing structures and
processes is discussed. Although the focus of
the paper is on healthcare, issues explored are
relevant to wider settings, as compassion and
staff wellbeing is relevant to all organisations.

Compassion and care in organisations 
Capacity to provide care requires a state of
mind which has an ability to hold both oneself
and others in mind. Engaging with ourselves in
a caring role is as important as engaging with
the care needs of clients. This interplay
between self and other is explored well in Fon-
agy and Bateman’s (2006) work on ‘mentalis-
ing’. It attends to mental states (beliefs, wishes,

feelings and thoughts) which
determine what we do. They
describe mentalising as ‘the key
social-cognitive capacity that has
allowed human beings to create
effective social groups’. It is ‘a per-
ceiving and interpreting behaviour
as conjoined with intentional men-
tal state’ (Allen, 2012). The con-
cept is widely used in clinical
settings and is linked with concepts
such as empathy, psychological

mindedness, and ‘the third position’. Mentalis-
ing requires attention to the intentional mental
state of others whom we are with physically, psy-
chologically and emotionally. We can all lose
this capacity temporarily when we disconnect

Developing a culture of compassion: 
Can't or won't?
Amra S. Rao

We are sitting with our old mother in the nursing home.
‘Of course I’m lonesome for your kids. But it’s not like being in a strange place where you don’t know anymore.’
She smiles, trying to reassure us. ‘There are plenty of people here from good old Willy.’
She adds. ‘Of course, a lot of them can’t talk’. She pauses, and goes on: ‘A lot of them can’t see’.
She looks at us through her thick-lensed glasses. We know she can’t see anything but light and shadow.
‘I’m the last of the Mohicans, as they say’.
The Last of the Mohicans, Lydia Davis (2013)
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with the awareness that others have a ‘mind’
and treat them as physical objects (Fonagy &
Bateman, 2006). This work on mentalising pro-
vides a helpful framework to add to the under-
standing of compassion and how this is
compromised in groups and organisations.
Individuals and groups under pressure

and faced with anxieties can experience a bor-
derline state of mind where capacity to sym-
bolise and have sufficient distance from the
physical reality to pay attention
to mental representation is lost.
Attempts to understand difficul-
ties are often concrete, assump-
tive and lacking reference to
internal states of oneself and oth-
ers to understand behaviour.
Others cease to exist as having a
‘mind’ representing feelings, desires, inten-
tions, thoughts and needs. Such processes can
occur at individual and group level bringing
complex dynamics associated with In and Out
groups. This compromises the ability to hold a
focused compassionate vision, which can
attend to multiple perspectives including self,
others and the wider context.

Compassionate organisations 
– what comes in the way
Individuals bring life experiences to work,
which, combined with working conditions,
impact on their ways of relatedness with the task
and their teams. Ability to mentalise is facili-
tated by conditions which help to process and
contain work-related challenges and anxieties.
Such anxieties often arise through contact with
task and need for collaboration with others
(Krantz, 2001). Menzies Lyth’s work (1988) is
centred on anxieties associated with the nature
of the task and how organisations develop sys-
tems/defences to manage them. She examined
nursing environments and highlighted how
anxieties associated with dependency, survival
and personal limits to provide care can be dealt
with by rigid adherence to procedures. This can
happen at the cost of creative thinking and
human contact with patients, as such anxieties
can feel unbearable. Whilst errors and incidents
in organisations allow space to review practices,
anxieties at such times are often pronounced
and can get in the way of reflective learning, as

exploration of ‘why’ and ‘how’, and looking at
the impact of the incident on staff and wider sys-
tem is often challenging. 
Organisations need structures and

processes to deliver their tasks safely and effec-
tively. Systems such as strategic vision, policies
and forums to communicate and discuss work
related matters are required to provide neces-
sary conditions for the work to be done. Prob-
lems arise when these systems impinge on

capacity to think and mentalise,
which is essential to inform prac-
tice and learn from experience. 
Reports such as Francis’ inquiry

provide useful insight into how sys-
tems can struggle to notice matters
of concern and or may choose to
turn a blind eye (Steiner, 1993).

Findings on failure to care are not surprising to
many of us, as public services capacity to con-
tain and sustain a culture of reliable depend-
ency has been under enormous pressures in
recent years. The NHS has faced fierce finan-
cial pressures within a context of increased
public expectations and awareness, enhanced
service users’ voice and advances in health and
social media technology. This, combined with
the quality agenda and evidence based prac-
tice, has influenced many recent drivers for
change. The pace of change in many services
has been rapid. Cuts, redundancies, restructur-
ing, lower staff/customer ratio, pressures sur-
rounding an adequate skill mix, performance
targets and stressed work environment are
familiar challenges to many public health work-
ers. Although management of change is often
marked as important, the time and effort
required to pay attention to system dynamics
makes this work challenging. A collusive dis-
placement of responsibility can compound this
further when such work is handed over to the
other, at the cost of increased vulnerability.
This poses the question of whether we can’t

or won’t play our part in developing a culture
of care, which requires a compassionate mind.
In my view, attention to relationship between
container and contained is important to under-
standing what comes in the way of embracing
this challenge and facilitating a culture of col-
lective compassion. We need to look at users of
services and the workforce, as both need to be
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treated with dignity and respect. Research car-
ried out by the National Nursing Research Unit
at King’s College London (Maben et al., 2012)
showed that levels of satisfaction and wellbeing
among NHS staff have a direct impact on
patients’ experiences of healthcare. It high-
lights that investing in staff wellbeing is impor-
tant for the nursing workforce but also for
quality of care overall. These findings echo
those of the Boorman report, the independent
NHS Health and Wellbeing Review (2009).

Safety and containment at work
Attention to staff wellbeing and containment is
paramount to develop a culture of care and
enhance users’ experience. Whilst staff support
and training initiatives are important, organisa-
tions require a broader perspective to develop
a work framework which is containing and
addresses sources of anxieties and conflict in
the workplace. This is essential to foster condi-
tions for a mentalising and compassionate
workplace.
The nature of the work task plays a vital part

in generating anxieties in staff groups, irrespec-
tive of the setting. Acknowledge-
ment and processing of these
anxieties is important to attend to
anti-task behaviour. In human serv-
ice organisations, this is often com-
pounded by what individuals bring
to work as well as by group dynam-
ics. Such processes, alongside
assumptions one makes about the
primary task, can come in the way of the work.
In my experience clarity about the primary task
(Rice, 1948) is what often gets lost in organisa-
tions where investment in personalised rela-
tions and ambition takes over. Lawrence and
Robinson (1975) brings attention to assump-
tions at the workplace asking leaders to notice
‘what actually goes on’. They highlight the dis-
tinction between what we ought to be doing,
what we believe to be doing, and how we actu-
ally behave. It is important for leaders and
groups to stay curious about the variations in
‘task in mind’ as well as ‘organisation in mind’.
Staff can have a different vision and purpose in
mind in connecting with their role, which
requires exploration to facilitate re-engage-
ment with the task.

Alongside differences in how we connect
with the task and role, group dynamics are
often at play at work. Bion (1948) distinguished
between ‘work groups’ and ‘basis assumption
groups’. The tendency towards work on the pri-
mary task is referred to as ‘work group mental-
ity’ and tendency to avoid work on the primary
task is called ‘basic assumption mentality’,
where the group behaviour is directed at trying
to meet unconscious needs of its members by
reducing internal conflicts and managing rela-
tionships. In one of the consultancies I under-
took on change transformation, underlying
dynamics around the system change were pro-
nounced. The task of signposting patients to
the right treatment was shadowed by competi-
tion between teams where rivalrous responses
came in the way of engaging with what would
work for the patient. Experience of suspicion
and preoccupation with rules and processes led
to flight from work and fight with what felt intol-
erable. The group remained preoccupied with
status and hierarchy, stirring up unspoken com-
petition which impacted on decision-making.
Similar dynamics were noticeable in a coaching

assignment in the finance sector
where flight and fight dynamics
were at play as new management
remained preoccupied with imple-
mentation of new vision for talent
management, inclusion and diver-
sity. Little attention was paid to
engagement with existing employ-
ees of the firm to consider the

impact of the management of the new vision on
their role, values and understanding of the task. 
There is wide ranging literature on what

can facilitate containment and effective work-
place functioning. Contributions from the sys-
tems psychodynamic approach highlights the
importance of looking at operational struc-
tures and processes as well as below the sur-
face issues, including:
� Clarity on the primary task (Rice, 1948). 
� Clarity of roles (Lawrence, 1977).
� Clear communication and structures of
authorisation (who decides on primary
task and by what authority?).

� Focus on task orientated activities to
mobilise co-operation and valuing of
different contributions.

…clarity about
the primary 

task  is 
what often 
gets lost…
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� Workgroups to contain task-related
anxieties and impact of work on staff to
help developing a self-observing stance to
one’s emotions and reactions to others.
Such forums can facilitate developing a
capacity to hold ‘the third position’,
which is a paramount role in processing
differences that are feared or seen as
threatening.

Change: Opportunity or threat
Invitation to change can evoke mixed
responses such as fear and anticipated hope.
As mentioned earlier, change can often be
unsettling and painful as it requires relin-
quishing places of familiarity. Thoughtful
management of change, with a balanced out-
ward and inward focus, alongside reflection
on learning from past and authentic connec-
tivity with the organisational history is vital
opening up opportunities for creativity and
growth. This involves focusing on tasks as well
as paying attention to an organisational mind-
set encompassing anxieties, conflicting needs,
rivalries, competition and ambition. This is
nevertheless challenging as the ability to
reflect and mentalise is often compromised at
the time of change.
The importance of a ‘transitional space’

to process and grieve in order to open up
growth can’t be underestimated. Kubler-Ross’
(2005) stages of loss reminds us of changes
individuals go through whilst faced with griev-
ing of what is no more. This work has been
extended to organisations to understand the
process of change and its impact on individu-
als and groups, indicating that grief, anger
and depression associated with the loss need
to be embraced to arrive at a meaningful posi-
tion where opportunities and growth could
be considered. 
In my organisational and coaching work,

I frequently come across the phenomena of
‘change fatigue’ and feeling of ‘being
designed out’, often indicating a disrupted
mourning of loss. This results in burn out and
affects capacity to engage with the ‘third posi-
tion’. I notice a particular pattern, where
engagement with the task is minimised by
delivering bare essentials to do the work at the
cost of creativity and work satisfaction. Individ-

ual conflicts are often pronounced with abdi-
cation of both personal authority and respon-
sibility to look at what is going on.
It is not the scope of this paper to explore

such dynamics in depth, it is suffice to say that
leaders and mangers need to be observant of
such driving and restraining forces at work
and consider what needs to be harnessed to
facilitate staff wellbeing and engagement with
the task. Leaders play a significant part in
offering containment in order to cultivate
thoughtful and compassionate care with a
clear focus. This requires exploration of work
priorities and adopting a reflective style that
allows looking at work from multiple angles.
A recent article in the Harvard Business Review
(Golman, 2013) suggests that a leader needs
to foster a triangulated focus in order to be
effective. This requires:
� A focus on oneself, to have self-awareness
and control to connect with direction.

� A focus on others to foster relationships.
This requires cognitive and emotional
empathy as well as an empathic concern –
the ability to sense what other people
need from you.

� A focus on the world with a focused
strategy and system awareness.

Moving forward: Can’t or won’t
Questions posed by organisational inquiries
and recommendations are often challenging
and require a system-based reflective
approach and a responsible commitment to
examine practices. It is vital that organisations
attend to structural and procedural changes
as well as having a commitment to address
processes to uncover ‘under the surface’
issues that affect engagement with the task-
focused role assignment. This requires reflec-
tion on the part of organisations and the
individuals in them to consider whether they
can’t or won’t. Organisations need to take a
step beyond the ordinary and embrace the joy
and pain associated with the task of providing
care, as it involves both satisfaction and possi-
bility of disappointing oneself and others.
This entails a triangulated approach at the
heart of interaction between people with a
focus on task, role and boundary manage-
ment to attend to the self, others and wider
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context. Engagement of both leaders and fol-
lowers is vital for such an endeavour. 
What contributes to ‘we can’t and won’t’

requires the collective attention of both staff
and leaders to hold responsible autonomy
and internalised accountability. There is risk
of collusive displacement and abdication of
responsibility resulting in a collective flight
from the challenge of bringing our individual
contribution.  Whilst leaders hold responsibil-
ity to set up containing structures, a stance of
dependency on the other can disconnect us
from what role we can individually play. Man-
aging survival anxieties and holding compas-
sion in mind in market of fierce competition,

job cuts and fast changing global and political
world is not going to be easy. A combined
effort to develop a sense of enquiry is needed
as well as capacity to hold mentalising under
pressure, alongside provision of safety for
staff, for the process of learning to unfold.
Provision of a protected space for reflection to
address the impact of work is vital for develop-
ing organisations’ social-cognitive capacity.
This can help to develop the capacity to be
open, take risks and challenge to connect with
responsible accountability towards oneself,
others and the organisational task. This
requires courage and resilience on the part of
individuals, groups and organisations.

Figure 1: Triagulated approach to foster compassionate menalising organsations
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THERE IS INCREASING public awareness
of sexual abuse following high profile
cases about historical allegations in care

homes, within the Church and by celebrities.
The National Society for the Prevention of
Cruelty to Children (NSPCC) helpline
reported an 84 per cent increase in calls since
the Savile scandal (Ramesh, 2013) and there is
likely to be a corresponding increase in both
referrals for historic abuse to psychologists
and in disclosure during therapy.
There are legal, professional and ethical

frameworks requiring psychologists to act to
safeguard children. The Children Act (Her
Majesty’s Stationary Office, 2010) provides a
legal framework around safeguarding and
Working Together (Department for Education
and Skills, 2013) highlights the importance of
interagency work to protect children. The
British Psychological Society (BPS) endorses
safeguarding responsibilities and places
responsibilities upon psychologists to act on
safety concerns (BPS 2007, 2009, 2014). 
This article shares our reflections in work-

ing with historical allegations. We hope that it
prompts discussion about how we meet the
needs of this group, particularly in the light of
recent calls for the mandatory reporting of
allegations (see Halliday, 2013). 

Incidence of abuse
Research suggests that the incidence of abuse
is between 3–36 per cent (Finkelhor, 1994),
though under-reporting means establishing
true figures is difficult. Only around 10 per
cent of sexual offences result in prosecution
(Ministry of Justice et al., 2013). A large scale

survey by Radford et al. (2011) reported that
nearly a quarter of young adults had experi-
enced sexual abuse by an adult or peer. More
than a third had not told anyone. 
There are similar problems around clarity

for figures on abusers. In 2012, more than
40,000 individuals were registered sexual
offenders (Ministry of Justice, 2012). Of these,
nearly 30,000 had committed offences against
children (NSPCC, 2012, 4 April & 18 Novem-
ber). The majority of abusers are men
(Bagley, 1995) and most are known to their
victims (Snyder, 2000). Abuse can continue
for many years and involve the same victim or
a number of victims (Salter, 2003).

The impact of abuse 
There is a large literature on the negative con-
sequences of abuse, including post-traumatic
stress, emotional problems, self-harming
behaviours and suicide (e.g. Browne & Finkel-
hor, 1986; Zwi et al., 2007) and personality dis-
order (Ross et al., 1990). Varese et al. (2012)
conducted a meta-analysis on the relationship
between psychosis and childhood adversity
(including sexual abuse) and found a strong
association between the two. Other studies
have found a relationship between sexual
abuse and risk of hallucinations (Shevlin et
al., 2007; Bentall et al., 2012). 
There is some literature on resilience in

those who are able to survive their experiences
and recover through psychological treatment
(Woodward & Joseph, 2003). Herman (1997)
describes the importance of taking action to
the process of healing and recovery following
trauma. Ainscough and Toon (1993) list a

Reflections from the front line:
Safeguarding children and helping adults
who disclose historical abuse
Khadj Rouf & Benna Waites

This article explores issues we have faced when working with adults disclosing historical abuse. We would
welcome wider discussion within the Division of Clinical Psychology about this area of potential safeguarding.
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range of reasons for survivors wanting to con-
front their abusers, including the wish to pro-
tect other children. However, they emphasise
that confrontation (whether through legal
process or informally) needs careful prepara-
tion, and is only one aspect of recovery. 

What issues do historical allegations 
raise for psychologists?
As psychologists we may hold the most
detailed understanding of the client’s history
and family circumstances, derived from assess-
ment. We may find ourselves balancing the
needs of the client (e.g. for engagement in a
safe and trusting therapeutic relationship)
with the potential risks to other victims. Clini-
cal judgement, good supervision and multi-
agency discussion are likely to be needed to
find a way that balances these sometimes com-
peting needs as effectively as possible.

The jigsaw of working together
Psychologists, particularly those working in
adult services, may need to understand the
options for supporting disclosure to address
potential ongoing risks to children. When his-
torical abuse is disclosed, we need to be alert to
possible current victims. Social services, the
police and the NSPCC have key responsibili-
ties in safeguarding children. If individuals call
them about suspicions or specific concerns,
then these pieces of evidence are logged and
shared with other agencies. Sometimes it is the
triangulation of different pieces of informa-
tion over time that will trigger a formal investi-
gation. Even if concerns cannot be actioned at
one point in time, this information could be a
crucial part of the jigsaw at a later point. 
When concerned, making use of desig-

nated safeguarding staff is extremely important
in discussing cases and can improve decision-
making in complex scenarios. It also allows dis-
cussion of the challenge of keeping the needs
of a traumatised client balanced with the needs
of other possible victims of abuse. 
The following options exist when faced

with an allegation of historical abuse:

1. Client does not want to take action
Clients may not wish to report what has hap-
pened. The therapist should use their clinical

judgement to discuss the appropriateness of
discussing potential risks to other children
with the client, and to share information
about options for taking action in a sensitive,
timely manner. 
The complexity of the emotional response

to disclosure and acting on such disclosures
should not be underestimated. Therapists are
unable to act if no identifying information is
given and clients cannot be compelled to sup-
ply information they do not feel ready to give.
However, difficulties can arise when a client
has deliberately not provided such informa-
tion, but the therapist is able to identify indi-
viduals involved – such as in small rural
communities. When it is felt that inaction is
justified (based on potential harm to the
client’s mental health), this should follow dis-
cussion in supervision and with designated
safeguarding professionals. Such decisions
should not be made alone and should be
clearly documented.

2. Anonymous reporting
Crimestoppers provide a route for anonymous
allegations to be logged. Single allegations of
this nature are generally logged on the police
system, but in the absence of additional evi-
dence, action may not be taken. However, if
an alleged abuser’s name has been involved in
previous allegations, then an active investiga-
tion could be triggered. 
The NSPCC also have a helpline, and can

explain various options, including reporting
anonymously to their organisation. 
The police can also be contacted directly by

a therapist on behalf of an anonymous client,
and an allegation made, though some guid-
ance from our professional body would be
helpful in clarifying the psychologist’s position
should pressure be placed upon them to dis-
close the client’s identity. This may follow the
same response as described above: if the allega-
tion corresponds to previous accusations, active
investigation is more likely. If risk is identified
in relation to a named child, this may lead to a
joint police and social services investigation. 
Clients who feel unable to cope with the

stress of a police interview, but want to protect
other children, may feel more comfortable
with the option of anonymous reporting. 
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3. Supported witness statement 
The police have trained staff available to inter-
view victims of abuse, and when clients are
ready to do so, being interviewed by skilled
staff can be a helpful part of the recovery
process. However, the resulting investigation
and the risk that the allegation will not lead to
successful prosecution can be highly distress-
ing and re-traumatising. It may be appropriate
for psychologists to be involved in supporting
clients through this process, and in our experi-
ence the police are generally supportive.
It would be helpful to set up mechanisms with
the police to have case discussions, and to have
information available for clients about what
processes are involved in making a formal alle-
gation so that they can make an informed
choice about proceeding with this process.

Supporting victims of abuse
Services are often structured to assess people
and then signpost them to suitable help. If they
need specialist therapy, people are placed on a
waiting list and may wait months for interven-
tion. We question the ethics and appropriate-
ness of such a system in meeting the needs of
people who have suffered historic abuse. The
person’s disclosure may be psychologically
destabilising for him/her and their risk of self-
harm or suicide may increase, in addition to the
possible ongoing risk to other children from
the abuser. In such cases, access to a range of
multi-agency support may be required.
We have used extended periods of assess-

ment to encourage people to voice their con-
cerns, making clear that we take the person’s
allegation seriously and share their concerns,
when expressed, about the possible ongoing
behaviour of the alleged abuser(s). There are
times when a person does not wish to report,
but it is important to be clear about the pro-
fessional duty to pass on concerns to relevant
agencies when possible, so that at least those
agencies can log reports as intelligence, whilst
being mindful of the impact of this reporting
on the client’s mental health.
We have also started earlier work with

clients, or allowed them open access to the serv-
ice, if their allegations are being investigated.
This process can typically last several months,
before a full decision can be made by the Crown

Prosecution Service on whether the case can
proceed. This time has been used to help the
client learn coping strategies, work on trauma
based beliefs, and prepare them for the possibil-
ity that they may go to court. It can be a time
when we provide psycho-education to help nor-
malise reactions and reinforce reporting as a
protective behaviour taken by the client. 

The role of the psychologist
Our experiences lead us to raise the following,
wider points about this complex area:
� The usual role of psychologist should be
more flexible in cases where historic
abuse is reported, to include extended
assessment and work around facilitating
onward sharing of information. 

� Risk assessments need to include
potential safeguarding issues raised by
historical allegations, the client’s level of
risk and risks associated with placing a
client on a waiting list. The client may
also be a parent themselves, and so the
impact of distress upon their parenting
capacity should be considered. 

� There is a need for regular multi-agency
training at all levels of the system and
across education, health, the police,
primary care and social services. Our
profession could help inform that training,
and the response to adults reporting sexual
crimes. In 2013, the victim involved in the
Chetham’s school case killed herself after
giving evidence, highlighting the potential
for tragic consequences (Walker, 2013). 

� It would be helpful if the Division of
Clinical Psychology (DCP) prepared
guidance on historical abuse. This could
include an outline of core knowledge and
skills needed, and practical guidance on
dealing with allegations. 

Conclusions
In summary, clinicians working with adults
who disclose historic abuse may have concerns
that alleged abusers may continue to harm
children. This can create complex clinical
dilemmas involving careful weighing of risk to
both the current client and to children who
may be at ongoing risk. It is estimated that
only 10–16 per cent of sexual crimes are
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reported, with less than 20 per cent of cases
proceeding to court and a conviction rate of
between 6–10 per cent (Ministry of Justice,
2013). We are keen that the DCP puts this
issue on the agenda – perhaps via the creation
of a new special interest group – so that psy-
chologists can think about how to better serve
those affected by sexual crime.
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ACCIDENT AND EMERGENCY Depart-
ments (A&Es) are common destinations
for people in psychological crisis, who

account for up to 5 per cent of all
presentations (Ramirez & House,
1997). Psychological crisis has been
defined as: ‘A temporary state of
upset and disorganisation, charac-
terised chiefly by an individual’s
inability to cope with a particular
situation using customary methods
of problem solving, and by the
potential for radically positive or
negative outcome.’ (Slaiku, 1990,
p.15). Expressions of such crises commonly
seen in A&E include deliberate self-harm or sui-
cidal behaviours (DSH), depression and hope-
lessness, severe anxiety states, disorganized
behaviour, substance misuse, and psychoses
(Callaghan et al., 2001; Cassar et al, 2002). 
Rapid intervention in these cases is crucial

to meet clinical need and particularly in view
of the significant association between presen-
tation to A&E with DSH, subsequent suicide
(Ryan et al., 1996) and increased risk of
repeat presentation (Keene & Rodriguez,
2007). Mental health intervention in A&E is
normally provided by Mental Health Liaison
Teams (MHLTs) whose remit is to assess,
sometimes begin treatment (usually medica-
tion) and refer on to specialist mental health
services. While current guidance states that
MHLTs should include a consultant psychia-
trist, senior psychologist and several senior
mental health nurses (JCPMH, 2012), in prac-
tice actual staffing levels tend to fall well short
of this (Callaghan et al., 2003) and psycholo-
gists in particular are rare (e.g. Gordon &
Wolf, 2010). 

Typically, following MHLT assessment,
clients in very high need (i.e. acutely dis-
turbed or at high immediate risk of harming

themselves or others) will receive
immediate intervention via in-
patient psychiatric admission or
Home Treatment Team (HTT)
support. However, the remaining
majority are either referred to
community mental health follow-
up or are discharged back to their
GP, often waiting several weeks
before being seen. At this stage
the predominant treatment will

be medication. Referrals for psychological
intervention face a somewhat longer wait,
often several months or more. 
This article aims to describe how a model

of brief psychological intervention in A&E can
enhance the service offered by MHLTs to peo-
ple in crisis, drawing on data from an initial
evaluation of the service. 

Background and rationale 
The service was commissioned by the local pri-
mary care trust to complement the existing
MHLT and target those people requiring spe-
cialist psychological interventions in crisis,
recognising the prevalence of repeat atten-
dees, and the significance of psychological dis-
tress. We therefore set up the service taking
account of the stepped care model, aiming to
initiate interventions at the right time and
adequately along a spectrum of severity. We
looked specifically at integrating psychologi-
cal care within the A&E department, stream-
lining links to care pathways and improving
psychological outcomes for clients who may
otherwise have to wait on long wait lists. The

Psychology in Accident and Emergency:
Mental health liaison psychology
Matt Stainsby & Susie White

We describe a novel psychology service providing assessment and brief intervention to clients in psychological
crisis presenting to Accident and Emergency.

In practice
actual staffing

levels tend 
to fall 

well short.
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service is a development of a consultation-liai-
son model but its remit is especially focused
on adult mental health crises and emergen-
cies, and deals less in psychosomatic medicine
or liaison psychiatry in the traditional sense.
In setting up the service we were curious

about the typology of clients that would be
referred, why they had come to A&E, and the
kinds of crises and problems they were pre-
senting with. We wondered whether clients
would be amenable to psychological interven-
tion in the A&E department and what the out-
comes of this would be. Of primary concern
were questions such as:
� Would brief psychological intervention
help clients to gain a clearer
understanding of their crisis and their
reactions to it?

� Would they feel more hopeful
afterwards?; and

� Would the sessions help them to make
any changes to their situation and would
they feel better able to cope? 

The A&E liaison psychology model
Dattilio and Freeman (2010) state that the
goals of crisis intervention should be to evalu-
ate and assess the situation, assess the individ-
ual’s coping repertoire to deal with the crisis,
and generate new options of
thought, perception, and behav-
iour. In light of Slaiku’s (1990)
definition of crisis, they suggest
four points of intervention: First,
emphasise the temporary nature
of the crisis, that it will pass and
that drastic, often self-defeating
ways of coping are not necessary.
Second reduce emotional distress
by challenging associated catastrophic think-
ing. Third, offer a framework to assist prob-
lem solving and counter disorganisation in
thinking and behaviour. And fourth, reduce
the potential for a radically negative outcome
(p.8–10). This last point is particularly impor-
tant in considering suicidal crises. Here, an
emphasis must be placed on working with the
hopelessness associated with suicidal thinking,
exploring alternatives and managing risk (Rei-
necke, Washburn, & Becker-Weidman, 2010).
The A&E psychology input was therefore

configured as a fast access assessment and brief
intervention service. In many ways this is simi-
lar to that provided by psychologists within
HTTs (DCP, 2008) but aimed predominantly
at clients who would not usually meet criteria
for that type of service. To ensure equal access
to clients presenting out of hours or on week-
ends, this has taken the form of a follow-up
clinic into which clients can be booked by
MHLT staff after initial assessment. The aim is
for clients to be offered an appointment within
one week of their initial A&E presentation.
Initial appointments seek to establish

rapport, understand the broad nature of the
crisis, how the person is coping, their hopes
and expectations of the intervention, and
whether further sessions might be helpful.
The frequency and number of subsequent
consultations offered depends on client
need and preference, up to a maximum of
four. Clients are welcome to invite anyone to
join them in sessions.
The overall focus of the intervention is to

help the person make sense of their difficulties
in a safe setting, allow emotional expression
and explore new ways of coping. Central to this
process is the development of a shared psycho-
logical formulation which may point toward
potential brief interventions. Subsequent work

may then draw on approaches
including cognitive behavioural
therapy (e.g. thought challenging,
activity scheduling, problem solv-
ing, tackling worry and rumina-
tion), dialectical behaviour therapy
(e.g. emotion regulation or inter-
personal skills), solution-focused
questions, systemic techniques
(e.g. circular questioning), motiva-

tional interviewing, and supportive psychother-
apeutic intervention. Throughout sessions
there is an emphasis on fostering hope and
encouraging the making or strengthening of
links to social support or other community
resources. Additionally, the opportunity for fol-
low-up allows the close monitoring of risk in
the weeks following the crisis.
Aside from direct clinical work there are

also opportunities for consulting and co-work-
ing within the MHLT, liaising with other serv-
ices clients are involved with, and providing

Allow emotional
expression
and explore 
new ways 
of coping.



Clinical Psychology Forum Awards Special Issue – December 2015 55

Psychology in Accident and Emergency

Referral received
(N = 125)

17 (16 did not attend, 1 cancelled)

7 not appropriate for intervention

18 did not complete intervention

2 declined onward referral

15 no longer in need after intervention 

3 Community support organisations

2 Psychiatry medication review

8 Intake team/Secondary mental health service 

8 liaised with current care team

3 Alcohol service

Seen for at least
one appointment
(N=108; mean no.
of sessions = 2.5;

range 1–8)

Referral onwards
(N = 58)

42 psychological interventions:
2 low intensity IAPT
7 high intensity IAPT
17 secondary care psychology
11 personality disorder service
3 university counselling
2 non-NHS counselling 

Figure 1: Service outcomes
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teaching to general A&E staff on understand-
ing and working with clients in psychological
distress. We have found, however, that the
opportunities to influence the wider culture
in A&E have often been limited by factors
such as the very busy nature of the work in the
emergency department and competing
demands on staff time, high staff turnover,
and the fact that only small numbers of staff
can be accessed at any one time. 

Initial audit 
As part of the initial evaluation of the service,
all referrals received during the first year of
operation were audited with a focus on demo-
graphics, presenting problem and outcome.
Clients who had attended one or more ses-
sions were then telephoned by three paid serv-
ice user representatives and asked a series of
questions relating to satisfaction. 
One hundred and twenty-five referrals were

received within the audit period, of which
58 per cent were female, 42 per cent male, and
mean age 35 years (SD 13.9; range 18–85).
Some clients had self-presented, not knowing
where else to seek help; others had been
referred by GPs concerned about risk; and the
remainder had been brought by ambulance,
police or family members. Primary presenting
problems, as recorded in A&E triage notes,
were as follows: 72 (58 per cent) mood prob-
lems (28 ‘depressed’, 30 ‘depressed with suici-
dal thoughts’, 14 anxiety problems), 35 (28 per
cent) deliberate self-harm (including 25 over-
doses), 10 (8 per cent) physical health prob-
lems, 6 (5 per cent) substance misuse, one
challenging behaviour, and one not recorded.
The actual life situations that had precipi-

tated these crises were manifold and included
common themes such as relationship break-
down, financial difficulties and major losses
(e.g. of role, loved ones). For some, the crisis
represented the culmination of a long period
of struggling to cope with life difficulties,
while for others it was a more sudden reaction
to an overwhelming event.
As expected, many service users were

confused about their situation and
expressed a sense of fear or hopelessness
about the future; suicidal contemplation was
common. Many had resorted to unhelpful

ways of coping such as substance use, with-
drawal, worry and rumination, social avoid-
ance, or other strategies that provided
short-term relief but also tended to maintain
the crisis situation. 
Figure 1 shows the outcomes for the serv-

ice. Nineteen percent of referrals either did
not attend their first follow-up appointment
or were not felt to be appropriate for psycho-
logical intervention. Of those who did attend,
14.4 per cent dropped out before the end of
their planned sessions. The remaining
66 per cent were seen for a mutually agreed
number of sessions (mean 2.5 sessions, range
1–8) and 44 per cent were then referred on
for longer-term intervention. 

User satisfaction
Service users who had attended at least one
session (n = 108) were contacted and
responses were received from 43 (39 per
cent). Feedback was overwhelmingly positive.
Thirty-eight (88 per cent) reported feeling
more able to understand their difficulties
and more hopeful about their situation after
being seen; 32 (74 per cent) felt that seeing
a psychologist had helped them to change
their situation; and 33 (77 per cent) felt bet-
ter able to cope. Qualitative comments
included the following:

‘Very impressed with the service. It really made a
difference in helping me to deal with a very dif-
ficult situation. I feel this contact saved my life.’

‘Made me realise what I was doing wrong and
that I wasn’t nuts. Changed my behaviour
a bit… not out of the woods yet.’

‘I felt better able to cope as I had a better under-
standing of what the issues were.’

‘I had no idea what was going on and why
I was not able to get out of my low mood. The
psychologist was able to listen to me and then
deliver an excellent explanation of it all and
help me understand. This raised my morale and
helped me to feel positive.’ 

‘He made me realise what the actual problem
was and I learnt how to deal with my situation.’
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Twenty-two (51 per cent) said they had been
referred on to another service, but four (18
per cent) of these were not happy with the
service they were referred on to, mainly due
to having to wait too long before being
picked up: 

‘Not heard from the psychology department in
three months.’

‘Six months waiting list. [I’ve] written a letter…
In the system but the wait’s too long.’

‘[It] helped temporarily. Once sessions ended the
situation reverted.’

Discussion
This article has described a model of MHLT
psychology provision offering rapid psycholog-
ical assessment and short-term intervention to
clients who have presented to A&E in psycho-
logical crisis. This service has complemented
the existing MHLT and provides rapid follow-
up to clients who would otherwise have to wait
at least several weeks for further professional
support and considerably more for specialist
psychological intervention. The data shown
demonstrates that such a service is viable and
popular with service users, offering support
when it is needed most. Thus far, we have not
seen any evidence of people inappropriately
using A&E as a means to access psychological
intervention and we would anticipate the hur-
dles into the service (the A&E wait, medical
triage, and then MHLT assessment) would
effectively filter such referrals out.
Notably, of those who were seen for an

agreed number of sessions, approximately a
fifth were mutually felt not to require any fur-
ther support. For this group of people relatively
short contact appeared to be sufficient to

support them through their crisis and allow
them to return to a normal level of function-
ing. In contrast, where crises occurred against
the background of more chronic difficulties,
the benefits of short-term intervention
appeared to be in achieving stability (for exam-
ple, by dealing with suicidality) before moving
on to working on underlying problems in
longer-term services. For these people, the
development of an individual psychological
formulation seemed to provide benefit in mak-
ing sense of the relationship between their pre-
senting problems, their current life situation
and their history. This understanding enabled
discussion of crisis coping skills and other ideas
to try as they continued on their recovery path-
way and while waiting for longer-term support.
However, for many clients referred on to com-
munity services, the delays to receiving further
treatment disrupted continuity of care and
jeopardised gains achieved in short-term work. 
There are of course a number of limits to

the conclusions that can be drawn. Although
the response rate was not poor for a survey of
this kind the views of respondents may not be
representative of the sample as a whole. Fur-
thermore, while respondents rated the service
highly, other outcomes (e.g. reattendance
rates, subsequent progress in treatment and
recovery) were not directly measured and so
cannot be commented on. Nevertheless,
although these questions require further
attention, this study suggests that psycholo-
gists may have an important role to play in the
provision of mental health support to emer-
gency departments. 
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