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Lengthy tours of duty affect health

Public debate has raged about whether

UK armed forces have been ‘overstretched’
by simultaneous operations in Irag and
Afghanistan.

But research has shown that UK Ministry
of Defence Harmony Guidelines designed
to safeguard against excessive deployments
are mostly working well. However, when
they have been violated, there has been
an increase in mental health problems.

And if a tour of duty has continued
for longer than expected, individuals
are much more likely to report increased
use of alcohol and symptoms of post
traumatic stress disorder afterwards.

A research team from the King’s Centre
for Military Health Research collected
information about the frequency and
duration of deployments from 5,500
regulars in the army, navy and air force
over a three-year period, and compared
that with information given about their
mental and physical health.

They found that personnel who had
had tours of duty lasting for 13 months
or more were more likely to report mental
ill health and problems at home. The Harmony
Guzdelines differ for each of the services,
but for the army equate to a maximum
12 month deployment within three years.

‘We showed guidelines on maximum length
of deployment are sensible for the sake of both
an individual and their families,” said Professor
Simon Wessely, Co-director of the Centre.
“The guidelines aren’t often broken, but if
they are, there is an effect on mental health.’

The number of deployments within the
past three years made no difference to people’s
psychological well-being: many who had
been deployed on several occasions within
the three years had been sent for short
periods of time. The intervals in between
each tour of duty may act as a buffer against
the development of psychological symptoms,
said Professor Wessely.m
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No repeat of ‘war syndrome’ in Irag

The war in Irag has not taken its toll on the
health of the armed forces serving there in

the same way that the 1991 Gulf War did. A

team of researchers from the King’s Centre

for Military Health Research has shown there
has been no increase in psychological problems
among those who took part in the invasion of
Irag in 2003, when compared to those who
were deployed elsewhere.

The Health and Well-Being Study started
soon after the end of Operation Telic 1, as the
initial invasion of Iraq was called. The research
team tracked — through questionnaires and
interviews — more than 10,000 members of the
armed forces and compared the experiences
of those who had been in Iraq with those
serving elsewhere.

“The first analysis of the information showed
there has been no “Iraq War syndrome”,’ said
Professor Simon Wessely, Co-director of the
Centre which is jointly run by the IoP with the
Department of War Studies in the sister School
of Social Science and Public Policy at King’s
College London.

‘About 20 per cent of those coming back
from Iraq showed symptoms of common
mental health problems — stress, poor sleep,
unhappiness, worry, anxiety. But that figure
is lower than in the general population. We
also found, not surprisingly, that people were
more likely to have subsequent problems if
they had been in combat, exposed to enemy
fire, or handled dead and wounded colleagues.’

Overall levels of mental health problems in
the UK armed forces were lower than media
reports suggest, and also lower than those
experienced by US forces, he said. ‘Rates
of post traumatic stress disorder among US
personnel returning home were considerably
higher and there are many reasons for this.
They were doing more fighting and taking
more casualties. US military personnel sent
to Iraq were younger with less experience
of deployment and were more likely to be
reservists. They also served there for at least
twice as long.’

The team from the Centre had previously
carried out extensive research into the health
of armed forces who fought to liberate Kuwait
in the 1991 war. The research had shown
veterans of the Gulf War were twice as
likely to be fatigued, have chest pains and
other unexplained symptoms, and twice as
likely to develop a psychiatric disorder as
services colleagues who were not involved.
Seventeen per cent of all UK service men and
women who served in the campaign believed
they had Gulf War syndrome as a result
of being there. These health problems first
started to be reported some three years after
the conflict had ended, however.
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‘Whilst the findings from Iraq are
encouraging, it is premature and ill-advised
to say there will be no longer-term health
consequences of the war,” said Professor
Wessely, ‘and it’s important to continue to
monitor changes over time.” All participants
in the original Health and Well-Being Study
are being contacted again, and a new group
of armed forces personnel have been recruited
to boost the numbers of individuals giving
information about their experiences to 20,000.
This is now the biggest ever study of the
health of the armed forces, is funded by
the UK Ministry of Defence, and includes
personnel who have been deployed more
recently on military operations in Afghanistan.

‘Originally, it was anticipated that Iraq
was going to be a short, limited conflict, but
things haven’t turned out as expected,’ said
Professor Wessely. “There has been counter
insurgency and peace enforcement duties,
and we want to find out what effect this has
had on people’s health. Because operations
in Iraq have become prolonged, a health
effect may become apparent with time.

The possibility of a delayed effect cannot
be ignored.’

Between January and June 2003, about
46,000 UK service personnel were deployed
to Iraq for Operation Telic 1. Since June 2003,
UK forces have continued to be deployed in
south-eastern Iraq and neighbouring areas,
and by the end of 2005, 100,000 UK military
personnel had served there.

‘Reserve troops in Iraq experienced
more mental ill health than regulars’

Members of the Territorial Army and
other reserve troops who were sent to Iraq
experienced more mental ill health than
regulars who were deployed there.

The study found reserve troops who had
served in Operation Telic 1 were more likely
to have depression and anxiety, and twice as
likely to have symptoms suggestive of post
traumatic stress disorder than their full-time
colleagues who were on active duty.

‘Regulars are constantly with their peers
and can wind down and share experiences
with each other,” said Professor Wessely.
‘Reservists return to civilian life after only a
couple of days of demobilisation and become
an individual again. They are no longer part
of a unit and are instead spending time with
family, friends and work colleagues who may
have little understanding of their experience.

‘On return from the invasion of Iraq, they
also no longer had access to military medical
services. Any health problems they had would
have been dealt with by the NHS, and the
number of NHS doctors with experience of
the military is small.” When the results of
this research were published, the government
immediately revised its policy: military health
services are now available to reservists who
have been demobilised since 2003.m
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Beliefs about signals
may trigger symptoms

Reports of electromagnetic sensitivity —
symptoms like headache, nausea and tingling
caused by electrical devices — have increased
dramatically in Britain over recent years. It

is estimated that four per cent of people in the
UK have these medically unexplained problems
when near power lines or mobile phone masts,
or when using computers and mobile phones,
for example.

The Mobile Phone Research Unit at the
IoP carries out a programme of research to
find out more about reported symptoms of
sensitivity to both mobile phone signals and
other electromagnetic fields. The work is
supported by research grants from the UK
Mobile Telecommunications and Health
Research programme.

And so far, the studies have found that
people who report symptoms when using
a mobile phone do not react any differently
to genuine or sham signals in testing sessions.

One study carried out by the Unit showed
that 63 per cent of participants who said
they reacted to mobile phones believed a
signal to be present when in fact it wasn’t.
These sham signals triggered symptoms in
the same way that mobile phone signals did
during the testing sessions, carried out under
‘double blind’ conditions, when neither the
researchers nor the participants knew whether
signals were really being transmitted.

‘We found no evidence to indicate that
self-reported sensitivity to mobile phone
type signals has a biological basis,” said
James Rubin from the Unit, who led the
research. “This is in line with the results
from the majority of previous studies testing
for electromagnetic sensitivity — that there is
no difference in the severity of the symptoms
elicited by active or sham exposure to
electromagnetic fields.’

But if an electromagnetic field does not
cause the symptoms, what does? Dr Rubin
thinks the problems may be the result of a
‘nocebo’ phenomenon — an ill effect caused
by the suggestion or belief that something
is harmful. ‘Psychological factors could play
a part,’ he said.

Another explanation is that chronic
illness or another health problem might
cause the symptoms. A study carried out
by the Unit compared the health of 71
people who reported sensitivity to mobile
phones with the health of 60 people who
experienced no problems. Nineteen of those
sensitive to mobile phone signals also had
symptoms triggered in the presence of other
electromagnetic fields. Those who reported
the greatest electrosensitivity also experienced
greater depression and worse general health,
and were more likely to worry about things
like tainted food.m

Rehan Jamil

Understanding more
about depression and
Parkinson’s disease

More than a third of people with Parkinson’s
disease have depression or low mood. But
doctors often find it hard to recognise it
because many of the symptoms are similar

to those of Parkinson’s itself — and when it

is diagnosed, treatment is not necessarily

the best it could be, says Professor Richard
Brown who is based in the MRC Centre for
Neurodegeneration Research. Antidepressants
tend to be prescribed, but there have been

no long-term studies to find out how effective
they are for patients already taking medication
for Parkinson’s.

‘Because it’s difficult to assess, depression
in people with Parkinson’s can be under-
diagnosed or misdiagnosed,’ he said. ‘Patients
themselves may fail to recognise symptoms
as depression because they overlap with the
symptoms of the disease. Or they may be

If depression is diagnosed, doctors
currently rely on antidepressants, but
their effectiveness has not been tested’

reluctant to raise depression with their
doctor, believe it’s to be expected, or

think it’s irrelevant when they and their
doctors are concentrating on managing

their physical symptoms. They may also

be reluctant to take more drugs on top of
their already complicated treatment regimes.

‘But evidence suggests depression in
Parkinson’s disease is associated with a
greater disability and cognitive impairment,
with reduced quality of life and even increased
mortality. If a patient has depression, it is also
more likely that their family care-givers will
be depressed or distressed,’ he said.

Now Professor Brown is leading a large
Parkinson’s Disease Society-funded study to
find out more about the nature of depression
experienced by patients: the results will be a
springboard for future research on treatments
specifically tailored to the needs of people
with Parkinson’s. “The most limiting factor in
finding the best treatments is our inadequate
basic knowledge of the condition itself,” he
said. ‘Until now, no large-scale or long-term
studies have been carried out.’

At least 500 people with Parkinson’s are
being recruited to the study through hospital-
based neurology or care of the elderly services
in London and south-east England, Newcastle
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and the north-east of England, Liverpool
and north Wales.

They will be interviewed about their
general health, their Parkinson’s symptoms
and management of them, and they will be
assessed for symptoms of depression and other
mental health problems. Each participant
will be interviewed once a year for five years,
to allow researchers to find out what happens
to those who are depressed, and if and when
depression develops in those who are not
depressed at the beginning of the study.

‘We want to find out if there is more than
one type of depression, why some people
become depressed and others don’t, why
some recover while others remain chronically
depressed,” he said. “This will also help us
understand more about how depression in
Parkinson’s should be assessed and diagnosed.
At the moment, we are unable to effectively
identify which patients are depressed, let
alone which ones are at risk of becoming so.

‘If depression is diagnosed, doctors currently
rely on antidepressants, but their effectiveness
has not been tested in clinical trials,” he said.
“We need more research into other approaches
to treatment as an alternative to medication,
and we can only do that when we know more
about the nature, causes and consequences of
depression in Parkinson’s.’

The study of Mood States in Parkinson’s
Disease is being carried out in collaboration
with Newecastle University and the University
of Liverpool.

About 10,000 people in the UK are diagnosed
with Parkinson’s disease each year: symptoms
on average first appear when a patient is older
than 50, although one in 20 people diagnosed
is aged under 40.m
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Amanda Osborne was 28 when she was

diagnosed with Parkinson’s eight years ago.
‘ had been ill for a few years — | was very tired
all the time, my legs hurt a lot, | had terrible
fatigue. When | first went to see a neurologist, he
said | probably had ME. | went back to work, but
had more time off, and then my hands started
shaking. When | went back to the neurologist,
he referred me on to Charing Cross Hospital
where they diagnosed Parkinson’s. When the
doctor first told me, | was glad to have a name
for what was wrong. But then it hit me later, and
| was shocked and just stayed in bed for while.

‘Charing Cross put me in touch with a
Parkinson’s nurse, and | rang her, and she put me
in touch with the Younger Parkinson’s Network,
a volunteer group within the Parkinson’s Disease
Society. | went with my mum on a weekend
away organised for younger people who
had Parkinson’s and first of all, when | saw
wheelchairs in the foyer, | thought: “oh no”... and
| kept staring at everyone. Then there were talks
by doctors, and | started talking to the people
there, and as | found out more, it was easier. |
joined the national committee for the Younger
Parkinson’s Network and did that for six years.

‘| had to finish work (at Barclays Bank) in 2001
on health grounds.

‘'m on medication for the Parkinson’s — | take
tablets four times a day, and | have learned how
to manage it. ’'m 36 and single and should be
going out in the evening, but if 'm very tired,
it triggers the dyskinesia — the involuntary
moving — and | hate doing that in public.

‘If ’'m tired and anxious, | can get the shakes,
so | do have to pace myself. The other day |
pruned a rose bush and the next day my hand
wouldn’t move.

‘I had a bad bout of depression when | was
about 20, and went on antidepressants at the
time.

‘| think Parkinson’s and depression are
linked. | get good days and bad days. | see the
consultant every six months and he can tell
what frame of mind I'm in. He prescribed me
with antidepressants which | take in addition
to the Parkinson’s medication.

‘When I'm down, | can be really horrible but
there’s nothing | can do about it. | don’t cry
alot, but I do dwell on things, and little things
really get to me.

‘If ’'m stressed, or get worked up, or
worry about being ill, | can get very miserable.
Sometimes | hate myself —I'm on my own and
I've got a horrible illness. | saw a counsellor for
two-and-a-half years and | think that did me good.

‘| accept the depression though. When it comes
| know it will pass again. | think it’s all
part of the course of the illness.

The Parkinson’s Disease Society supports
people with Parkinson’s, their families,
friends and carers, and funds research
into the progressive neurological condition.
Visit www.parkinsons.org.uk
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Communication with friends and
family vital in aftermath of tragedy

Ordinary people are very resilient and
generally don’t need professional help to
cope with tragedy and disaster if they
haven’t been directly involved or affected.
That’s the view of Professor Simon Wessely,
Professor of Epidemiological and Liaison
Psychiatry, informed by various studies,

the most recent of which surveyed
Londoners’ reactions in the wake of

the July 2005 tube bombings.

Working with MORI (Market and Opinion
Research International), a team of researchers
from the ToP carried out a random telephone
survey to find out how the terrorist attacks
had affected the emotional well-being of
people who had read about or seen TV
footage of the carnage. The Home Office-
funded survey took place 10 days after the
bombing and finished a few days before the
second failed attack on the transport network.

Thirty-one per cent of the 1,010 people
interviewed said they were very distressed,

55 per cent felt they were in danger and 58
per cent feared for the safety of their family and
friends. Thirty-two per cent said they planned

to travel less on public transport and would
cut down on visits into central London.

But six months later, a follow-up telephone
survey of the same people found the level of
distress had dropped considerably.

Those who remained seriously worried
and concerned were the ones who had
had difficulty contacting family and
friends on the day, said Professor Wessely.
Following the bombings, this stressful
experience had been exacerbated by the
mobile phone networks’ inability to cope.

“The surveys showed that in the aftermath
of a tragedy, people want to talk to family
and friends, to mobilise their own social
networks, and therefore in emergencies,
communication is important and should
be encouraged,” he said. ‘Instead of telling
people not to use their phones, we should
be saying “keep it short.”

“There have been similar findings in Israel
where population surveys have shown the
vast majority of people find checking on the
whereabouts of their family and friends to
be a helpful coping strategy after an attack.’

The first survey showed that 71 per cent of
those interviewed had spoken to family and
friends about the attacks. Less than one per
cent had sought professional help and only
12 people said they needed it.

“The theme running through this is that
people don’t crack up, and psychological help
for everyone from mental health professionals
is not necessary. Resources should therefore
be concentrated on the small number of people
who do need it.

‘Our research has shown that it was the
same with population reactions in the Blitz —
people’s morale does not collapse. But some
things have changed since then — in our more
individual-focused world of today, we tend
to forget that when bad things happen, we are
supposed to feel bad. Unlike during the Blitz,
nowadays all of us have almost instant media
exposure to people in severe distress, and so
feel the need to “do something”. Hence the
knee-jerk response to send in the “trained
counsellors”. It makes us feel better, even
if the research shows it does little good for
those directly affected.’m

Cognitive behaviour therapy can
help lay traumatic memories to rest

Cognitive behaviour therapy (CBT) has been
much in the news over recent years and has
been recommended by the UK National Institute
for Health and Clinical Excellence (NICE) as an
effective treatment for all sorts of mental health
problems. The umbrella of CBT embraces a wide
range of treatments, however, and the ones
that work best are those designed specifically
to address the particular symptoms of a
disorder or problem.

Professors David Clark and Anke Ehlers
have done just that, developing and evaluating
treatment programmes for people with panic
disorder, social phobia, and people with post
traumatic stress disorder (PTSD).

Both psychologists say this targeted
approach leads to the very best results:
the research they have carried out to test
the efficacy of their programme of CBT

for PTSD, for example, shows that 75 per
cent of people no longer have the diagnosis
after treatment and a further 15 per cent
improve, but don’t get fully better. Work is
now underway to investigate ways of helping
people with remaining symptoms further.
“There are a lot of different techniques
and versions of CBT for PTSD,’ said Professor
Clark. ‘Some look at stress management, for
example, but the most effective versions are
trauma-focused. The NICE review of PTSD
treatments has shown that you really have
to tackle the trauma directly, otherwise the
outcome won't be as good. The problem
is that working with the memory of the
trauma is painful, and patients will not
be able to go through with treatment if
the work is not done in a sensitive way.
But it can be done.’

Their first step in developing a CBT
programme for a particular problem is
to find out why people aren’t getting better
naturally. ‘Most people, for example, recover
from anxiety without the need for treatment.
They are able to work out themselves that
their thoughts are unrealistic, that they are
over-estimating how much danger there is.
So in the first instance, we carry out detailed
interviews with patients to discover what
prevents their thinking from self-correcting.’

For PTSD, they needed to study the
characteristic all-consuming intrusive
memories that haunt an individual,
flashbacks that make it feel like the
assault, accident or disaster is happening
to them time and time again.

‘A sizeable number of people cope with
trauma by themselves,” said Professor Clark.

‘After a trauma, it’s normal to have intrusive
memories that cause distress, but it’s natural
for those memories to wane over a period of
time. It’s a similar process to getting over the
loss of a loved one. The natural course is
towards recovery.’

In PTSD, Professors Clark and Ehlers think
something goes wrong with the processing
ability of memory, making it impossible for
individuals to put the traumatic experience
behind them.

One of the planks of the CBT programme
they have developed is based on the premiss
that individuals are unable to ‘elaborate’ their
memories of the event — to process them as
something that has happened in the past and
store them, rather than constantly experience
them. ‘People with PTSD actually feel their
memories as if they were present reality,’

said Professor Clark. ‘If they felt as if they were
going to die during the trauma, they feel as if
they are going to die every time the memory
comes. What we do is to try to help them
elaborate that memory by making it connect
in their minds with the information “T didn’t
die” and “T am still alive” here in the present.

‘People with p1sp actually feel
their memories as if they were
present reality’

People with PTSD also often have very
negative thoughts about themselves and their
own capabilities. ‘People blame themselves for
what happened, or think they didn’t do the
right thing, or feel shame because they didn’t
resist an attack, or guilt because they didn’t
stop what happened,’ said Professor Ehlers.

‘People’s view of themselves can change,

they may seriously worry because they start
to believe they are not as able, competent,
good or kind as they thought they were.’
These self-doubts and faulty beliefs can
seriously affect the way people lead their lives.

The therapist’s role is once again to help the
patient find a more balanced perspective, to
help an individual search for evidence to show
them that their behaviour was all that could
be expected of them in the circumstances.

‘If after a terrorist attack someone feels
guilty because they think they should have
done more to help others, we explore the
reasons why they could not do more — they
were in shock, or injured, for example, or were
already helping other people and could not
be in two places at the same time. We may
also ask other people what they would have

continues over the page —
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done in the same situation and feed their
answers back to the patient,” said Professor
Ehlers.

Tackling the triggers of the intrusive
memories is another important aspect of
the therapy. Smells, sounds or things in the
environment that are seemingly unrelated
can suddenly and unexpectedly prompt the
realistically vivid images, said Professor Ehlers,
and detective work is sometimes called for to
make the link so an individual can understand
why that is happening. ‘If someone were
involved in a road traffic accident at night,
and the last thing they saw was the glare of
headlights, they might be sitting in the garden
and suddenly feel terrified because the sun
unexpectedly breaks through the clouds.

This sort of trigger, that isn’t at all obvious,
might make them think they are “going
mad”, said Professor Clark.

The CBT programme Professors Clark and
Ehlers’ team has developed stretches over
three months, with 12 90-minute weekly
sessions. Professor Ehlers and her colleagues
have recently been testing the success of a
programme with the same number of hours
condensed into a week: the idea is to offer a
shorter treatment for people whose memories
impinge so much that their lives seem about
to implode because of the resulting anger, fear,
nightmares and lack of sleep. The Wellcome
Trust-funded trial is being carried out in
collaboration with Oxford University’s
Department of Psychiatry, and results
from a pilot study are promising.

Professors Clark and Ehlers first started
developing CBT for PTSD following accidents,

violent crimes, attacks and disaster in the
1990s. More recently, they have successfully
used the programme to help victims of terror.
The Omagh-based Northern Ireland Centre

for Trauma and Transformation (NICTT)

was set up in 2002 to offer CBT to people who
had PTSD as a result of civil conflict in earlier
decades: some people referred there were still
experiencing vivid, intrusive memories from

‘cBT is an effective treatment for PTSD
related to terrorism for both civilians
and people in the military’

40 years ago. The whole Centre was set up
as a controlled trial, the results of which have
proved that CBT is an effective treatment for
PTSD related to terrorism for both civilians
and people in the military.

‘Some of the people referred to the Centre
were multi-traumatised and had been victims

of terrorism several times,” said Professor Clark.

‘Many had tried previous therapies that had
been unsuccessful.’

In addition to its continuing caseload,
the Centre now has the remit to train other
therapists in CBT for PTSD throughout Ireland.
Professor Clark continues to be the Clinical
and Research Advisor there.

The experience gained in Omagh was
invaluable when the team from South London
and Maudsley NHS Foundation Trust’s Centre
for Anxiety Disorders and Trauma teamed
up with Professor Chris Brewin at University
College London and other trauma centres in
the capital to offer therapy to people directly
affected by the tube bombings on July 7 2005.

The service was set up in the immediate
aftermath and everyone known to the police
and accident and emergency services was
contacted and sent a questionnaire, which
screened for symptoms of PTSD: those who
needed help were offered quick referral for
a two-year period. “This two-year outreach
programme was necessary because sometimes
more severe or complex cases take longer to
come forward for treatment,” said Professor
Ehlers. People could also self-refer to the
screening team and all GPs in the capital
were sent information about the service.
Different centres used their own form of
CBT: here at the Centre for Anxiety Disorders

and Trauma, the Clark/Ehlers model was used.

In total, some 200 people received treatment,
and improvement in symptoms was measured
at the end of each session to enable a future
analysis of its success.l

andlll

Research into the psychological consequences
of war, political violence, torture and natural
disaster is undertaken in collaboration

with the Istanbul Centre for Behaviour
Research and Therapy in Turkey. Dr Metin
Basoglu is both Head of the Trauma Studies
Research Group at the loP and founder

and Director of the Centre. The research
focuses on developing effective treatments
for survivors of mass trauma who have
post traumatic stress disorder, and to
promote the evidence-based treatment to
disaster-struck countries around the world.

Public unperturbed by polonium

When former Russian spy Alexander Litvinenko
died from polonium 210 poisoning in London

in November 2006, the public were not overly
worried about the possible effects of the
radioactive substance on their health, even
though traces were discovered in the heart

of the capital.

An analysis of a telephone survey of 1,000
Londoners carried out by a research team from
the ToP concluded this was because people
assumed the death was an act of espionage
rather than an act of terrorism, and because
they were re-assured by information about
the minimal risk to public health issued by
the UK Health Protection Agency (HPA). Only
12 per cent interviewed thought they might
be in danger: those who did mostly believed
the contamination was targeted against the
wider public rather than an individual.

Polonium 210 must be ingested or inhaled
to cause harm and the HPA continually stressed

the risk to the general public was low. The
Agency briefed the press on an almost daily
basis and similarly updated its website.
Seventy-one per cent of those interviewed
by phone said they knew there was no risk
unless they had spent time in a contaminated
area, and 80 per cent felt the HPA’s response
had been appropriate.

Members of the public who had been in a
contaminated area were advised to telephone
NHS Direct, and many received follow-up calls
from the HPA. People who were potentially at
risk were offered a urine test. The research
team also carried out in-depth interviews
with 86 people who had been in places that
had been contaminated. ‘Most were satisfied
with the contact they had had with the HPA,’
said James Rubin who led the research.

“The polonium incident caused limited
public concern about potential health risks.
This is partly due to the public’s perception

of the incident as a “spy story” and partly
due to successful communication about
low risk. It’s important in similar incidents
to give members of the public access to
detailed, comprehensible and relevant
information about any risk they might
have been exposed to.’m
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How do ingredients of cannabis
induce symptoms of psychosis?

What does cannabis do to the brain and

how does it contribute to the symptoms

of psychosis? Some 50 healthy volunteers
are helping researchers find out more about
the effects of the drug on both the chemistry
of the brain and their thoughts in a series

of laboratory-based projects.

The links between cannabis and
schizophrenia have regularly hit the
headlines for the past couple of years.

ToP researchers have already shown that
people who have a pair of one type of the
‘COMT’ gene are more likely to develop
schizophrenia if they smoke cannabis
regularly during teenage years, and that
people with psychosis who continue to smoke
cannabis can make their symptoms worse.

Now Dr Paul Morrison is exploring the
acute effects of cannabis on the brain, giving
each of his volunteers an injection of pure,
synthetic THC, the psychoactive ingredient
of cannabis that produces the ‘high’. He is
then scanning their brains and asking them
to describe how they feel while having the
equivalent to a joint of street-strength skunk
cannabis in their system. “The idea is to
explore how THC produces the symptoms
of acute psychosis,” he said.

And he’s found that about 40 per cent of the
volunteers get symptoms of psychosis during
the two hours they are under the influence
of the drug. ‘Some people have delusions,
for example, believing their minds are being
read, and some feel that something else is
controlling their movements and thoughts,’
he said. ‘Some are no longer aware if they
are merely thinking or are actually speaking
out loud.” There is no marked change in the
behaviour or perception of the other 60 per
cent: a few are really bored, he says, while
the others feel completely in control but
altered in a way ‘that’s very enjoyable’.

Each of the volunteers in this study have
SPET (single-photon emission tomography)
scans at University College Hospital in
central London, before and after the injection,
to measure what’s happening to the dopamine
systems in their brains. Scientists studying
schizophrenia think disturbance of this
chemical neurotransmitter is somehow
instrumental in psychotic mental states.

Dr Morrison’s research team is then
correlating the experiences of the volunteers
with the activity of the dopamine receptors.
All volunteers are also giving a sample of
their DNA to allow researchers to find out
which types of COMT genes they have.

‘By comparing the information from
the scans with the descriptions of what
the volunteers are feeling, we will find
out if the activity of dopamine is related
to the temporary psychosis experienced
by some. We will also be looking to see
if those people who did experience symptoms
of psychosis share the same types of COMT
genes,’ said Dr Morrison. This work is
to continue in future with PET (positron
emission tomography) scanners at St Thomas’
Hospital, which give more information and
better images of the brain’s chemistry.

A second project is looking at the effects
of THC on attention, memory and reasoning.
Following the injection, volunteers are asked
to carry out pencil and paper tests designed
to measure these cognitive abilities, and once

‘40 per cent of volunteers get symptoms
of psychosis during the two hours they
are under the influence of the drug’

more to talk about how they are feeling. The
research team wants to find out if those people
who experience transient psychosis while the
drug is in their system also have difficulties
remembering and concentrating.

And another group of healthy volunteers is
soon to have an EEG (electroencephalogram)
while under the influence of THC. This test
measures and records the electrical activity
of the brain, and involves electrodes being

attached to the head and hooked by wires to
a computer. This will allow researchers to see
if there are any changes in the normal pattern
of communication between brain cells when
the volunteers are asked to do a simple task
like tapping with one finger or saying ‘ah’.

‘We want to find out whether THC has an
effect on the synchronised firing of neurons
needed to make something happen in our
bodies. If there is an effect, it might explain
why sometimes people don’t know if they
have spoken something or just thought it,
the apparent disconnection between the
will to do something and actually doing
it, and knowing that you have done it,
which we usually experience as one
event,” said Dr Morrison.

THC is one of more than 60 molecules
found in the cannabis plant: another molecular
candidate for inducing altered behaviour is
CBD, which reduces anxiety. Dr Morrison
and colleagues are about to start work on
similar information-gathering projects to
assess this molecule’s effect on the brain,
injecting a synthetic version, then scanning,
testing and talking to healthy volunteers.

At the same time, they are designing a
tool that accurately measures the symptoms
of short-term psychosis caused by cannabis
alone, informed by the volunteers’ descriptions
of how they are feeling. To date they have
been using existing measures designed for
people with schizophrenia.m

Rehan Jamil
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Insight from brain scans helps hone
the use of antipsychotic medication

The majority of people with schizophrenia
are, at some time after diagnosis, prescribed
antipsychotic drugs, medication given not
to cure, but to alleviate the symptoms of
psychosis — hallucinations, delusions,
agitation and confusion.

No one fully knows, however, how
the family of drugs used as antipsychotic
medication achieve their effects. Just as
scientists do not yet have a complete picture
of what happens inside the brain to cause the
symptoms of psychosis, they do not yet have
a full understanding of the mechanisms of
antipsychotic drugs, also called neuroleptics.

There are about two dozen different types
of antipsychotic medication, all of which alter
the levels of chemicals inside the brain. The
first were used in the 1950s and both this
original generation of drugs (called typical
antispsychotics) and a second generation
used since the 1990s (atypical) can cause

side effects in a significant number of patients.

These include drowsiness, muscle stiffness,

a dry mouth, shaking, restlessness, increased
appetite, blurred vision and sexual difficulties,
and are often one of the reasons why people
stop taking their medication.

Understanding more about how
and where the medications interact
with the natural chemicals inside the
brain can help doctors refine dosages
and use existing drugs in a more effective
way, with fewer resulting side effects.
Researchers already know that the
abnormal production of too much of
the brain chemical dopamine can lead
to hallucinatory experiences, delusions
and disordered thoughts. The chemical
structure of antipsychotic medication
allows it to bind with dopamine receptors
and block their function. It seems that

‘Scientists do not yet have a full
understanding of the mechanisms
of antipsychotic drugs’

by stopping the transmission of dopamine
from one nerve cell to another, the drugs
dampen these symptoms.

But does the medication stand in the
way of other neurotransmitters, in addition
to dopamine? Which receptors do they
block, and in which parts of the brain?

Do the drugs block too many receptors?

Are some receptors they bind linked to
other receptors in different parts of the brain?
And why is it that antipsychotic medication
has no effect at all on some people?
Professor Shitij Kapur, newly-recruited
Psychiatrist and Neuroscientist at the ToP,
is working with volunteer patients, brain
scans and funding from the Medical Research
Council to find the answers to the many
hows, wheres and whys about antipsychotic
medication. It’s a continuation of work
previously carried out when Professor
Kapur was Chief of Research at the Centre
for Addiction and Mental Health in Toronto,
Canada, looking at the role of brain receptors
and neurotransmitters like dopamine,
and how these are affected by the drugs.
He and his team have shown that most
antipsychotics, both old and new, block
dopamine D2 receptors, one type of
the group of receptors involved in the
transmission of the chemical around the brain,
but to different degrees in different patients.
D2 receptors are used in different pathways
in different parts of the brain for different
functions. ‘One of the questions we want
to answer is which D2 receptors, in which

regions of the brain, are the most critical for
ameliorating the symptoms of psychosis,’
said Professor Kapur.

Interfering with dopamine transmission
in some areas of the brain can help to alleviate
the symptoms, but blocking the transmission
in other pathways can result in side effects.
Blocking D2 receptors in areas of the brain
involved in motor movement, for example,
can lead to tremors and involuntary muscle
movements. Professor Kapur and his team’s
research has shown that some drugs also
block D3 receptors, but never D1 and D4.
What effect then does that action have
on the symptoms of psychosis, and what
unwanted symptoms does it cause?

“We also need to find out the amount
of medication we need to use,’” he said.
‘We have already observed that if you block
65 per cent of the dopamine system, people
get relief from hallucinations and delusions.
But if 80 per cent or more of the system
is blocked, people get stiffness or tremors.
They also report a subjective dysphoria
—they say they feel like a “zombie”. So
while the existing drugs can improve the
symptoms of psychosis, if too many receptors
are blocked, it seems the more negative side
effects a patient has. This has important
implications for the prescribed dosage.’

Another finding emerging from this
work has challenged the perceived wisdom
that antipsychotic medication doesn’t start
working for up to three weeks. With the
help of scores of patients and the insight
given by brain scans, Professor Kapur
and his colleagues found that the drugs

have a chemical effect on the brain on the
first day of taking them.

The brain imaging technique he uses is
positron emission tomography (PET) and
the ongoing IoP-based research is being
carried out in collaboration with the PET
Imaging Centre at St Thomas’ Hospital on the
South Bank in London. The Centre is part of
both Guy’s and St Thomas’ NHS Foundation
Trust and King’s College London’s School of
Medicine, a sister School of the IoP.

‘Ultimately, this research will allow the
design of more effective medication’

PET scans illustrate the chemistry of our
bodies, and can be designed to highlight one of
the thousands of different neurotransmitters in

the brain, and show its activity at any one time.

The scan involves the injection of a very
small amount of a radioactive tracer designed
to search and lock on to a specific chemical
like dopamine. The scanner has cameras that
detect the rays emitted from the radiotracers
and turn them into electrical signals that are
processed by a computer to generate images
of different ‘slices’ of the brain. The greater
the concentration of the chemical, the greater
a signal it gives.

“We scan patients before they take the
medication, and then again afterwards to
measure the chemical effects in their brain
of different dosages, different drugs and after
different periods of time,” said Professor Kapur.
‘At the same time, we keep records of their
symptoms to find out whether the medication
is making a difference, who gets better and
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who gets side effects. We can then correlate
this information to what is happening inside
the brain.’

Listening to patients is as important as
the metabolic information gleaned from
the PET scans, he said. Their personal
experiences are crucial to the research.
Through this process the research team
has learned that the medications don’t
simply eradicate the delusions and the
hallucinations — they often help patients
to detach themselves from the symptoms,
to push them ‘to the back of their minds’.

‘All the research is about yielding
information that allows us to refine the
drugs, to allow better use of the medications
currently available, and ultimately to design a
totally new, more effective set of medications,
said Professor Kapur.

In the long term, then, increased knowledge
about the neurochemical processes involved
could lead to the development of more
specifically targeted drugs that do the job
they are designed to do, and that job only.

It may be that a new, third generation of
antipsychotic medication will be designed
to affect only, and very accurately, the levels
of very specific chemicals in just the parts
of the brain that are involved in creating
the symptoms of psychosis.

As well as bringing direct benefits to
patients, understanding how antipsychotic
drugs work also gives greater knowledge
about the chemical machinations of the
brain that cause the symptoms of psychosis,
helping to add more pieces to the jigsaw puzzle
of how and why schizophrenia develops.m

These PET scans show

the level of dopamine
neurotransmission

inside the brain before

and after treatment with the
antipsychotic drug haloperidol.
The first scan shows the level
of dopamine transmission
before drug treatment.

The second scan shows

how the medication blocks
the D2 receptors, thereby
decreasing the transmission
of dopamine signals from
one cell to another.
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Massive campaign to stamp out
discrimination against mental illness

{
£

Former All Blacks player John Kirwan is one of a host of New Zealand celebrities who have spoken about their
mental health problems in a series of TV adverts made for the national Like Minds Like Mine anti-stigma campaign.

England’s biggest ever nationwide anti-stigma
campaign in the field of mental health is to

be launched in 2008, and the IoP is part of
the consortium leading it.

Funded by the Big Lottery and Comic
Relief, Moving Pegple is the working title
of the campaign which will involve thousands
of service users up and down the country
and aims to change attitudes that lead to
discrimination against people with mental
health problems in almost every aspect of
their lives.

“The strong evidence is that an effective
way to reduce stigma is through direct
personal contact,” said Professor Graham
Thornicroft, who has been involved for
some years in a research partnership with

the national charity Rethink to find ways
of combating stigma and discrimination,
and works internationally in this field.

‘Many people have strong, stereotyped
views about mental illness, often formed in
childhood. Direct contact with individuals
means they can learn the truth, become more
informed about the reality of mental illness
and find out that people with mental health
problems are people just like anyone else.’

Countless studies have highlighted people
with mental illness reporting discrimination
in work, marriage, parenting, relationships,
housing, leisure and religious activities.

And yet Professor Thornicroft’s research
has shown that just two short sessions where
service users talk about their lives and their

experience of discrimination can make
a real difference to the attitudes of police
and secondary school children. Now research
from around the world is demonstrating how
successful national anti-stigma campaigns can
also be. A carefully orchestrated campaign
in New Zealand, for example, says Professor
Thornicroft, has led to a gradual improvement
in public attitudes over the past 10 years, and
has included a series of TV adverts which put
the spotlight on celebrities talking about their
experience of mental ill health.

Moving Pegple will also include a
media campaign, but only after a detailed
consultation has been carried out with service
users throughout England to shape its content
and help develop a ‘brand’. An international

Peter Bush/Nz Rugby Museum

advisory group will at the same time draw
on experience from across the world to
inform the campaign’s on-the-ground
activities, and the Moving People team

will work closely with the UK government-
funded SHIFT campaign, also challenging
stigma and discrimination in England.

The 10P’s role is one of evaluation: the
consortium members charged with making
Moving Pegple happen are three charities —
Mental Health Media, MIND and Rethink.
Some of these organisations’ existing local
activities are to be immediately expanded to
bring people with and without mental health
problems together on a regular basis, with a
focus on physical activity — from football to
conservation projects.

‘Many people have strong, stereotyped
views about mental iliness, often formed
in childhood’

There will be periodic high-profile
mass activity events like sponsored
walks to both raise awareness and bridge
the gap between those with mental health
problems and those without. A programme
of training in medical schools and teacher
training colleges, led by service users, will
aim to inform young professionals’ views
before they take the first steps on the career
ladder: discrimination in education and
even health services is well-documented.

The four-year project has £18 million
worth of funding: ‘an award of this scale
is a once in a lifetime opportunity,” said
Professor Thornicroft. He does not,
however, underestimate the difficulties
in ‘changing knowledge, attitudes and,
most importantly, behaviour.’

Since March 1993, the Department of
Health has funded national surveys of public
attitudes toward mental health. The most
recent 2007 survey found that some attitudes
have deteriorated over the last decade and
that, in particular, the perceptions of danger
posed by people with mental health problems
have worsened.

Much of this deterioration may be to
do with the way in which mental illness
is portrayed in the media, said Professor
Thornicroft.

“There is evidence that media coverage
reinforces stereotypes and perpetuates
misinformation. Previous research has
shown that two-thirds of news items
about mental illness are about risk,
violence and threat. Fewer than 10 per
cent of news stories are about service
users, and people with psychosis are rarely
interviewed or quoted: they are wrongly
assumed not to be able to speak on their own
behalf.” Part of Moving People’s campaign will
be targeted at the press, and the research
team will be monitoring press cuttings,
analysing the nature of coverage — sources
used, balance, focus, language and tone.

The advantage of regular public attitude
surveys is that they can measure trends over
time. As well as using this information to help
evaluate the overall success of Moving People,
the ToP team will be finding out about the
experiences of people with mental health
problems, whether they find others’ attitudes
towards them actually do change, and whether
that in turn has an impact on discriminatory
practice. “There’s a difference in what people
say when they are asked questions in a survey
and how they behave in real life,” said Professor
Thornicroft. ‘Part of our evaluation will
be to assess changes in the experience of
discrimination and we will start with a
baseline survey of 1,000 people in England
using a scale we have developed to measure
the discrimination they encounter. By
repeating this survey over four years, we
will be able to see if the campaign does
affect the reality of everyday experience.’

The bottom line, he says, is that people with
mental illness have as much right as everyone
else to full citizenship, to have relationships
and jobs. “They should feel able to disclose
their mental illness to potential employers and
not fear doing so, as many currently do, and
should be able to get full entitlements under
the Disability Discrimination Act in the same
way that people with physical disabilities do.’

Research has shown that employment can
promote good mental health, but a diagnosis of
mental illness counts against applicants for jobs.
Only about 20 per cent of people with more
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severe mental health problems are in work
and many people with mental illness won’t
even apply for a job because they anticipate
discrimination, he said.

Moving People will produce material
specifically for employers, including
guidance on how to implement the Disability
Discrimination Act. The campaign team
also plans to mount legal challenges to help
highlight and change discriminatory policy.
Educating employers about the reality
of mental illness is crucial, said Professor
Thornicroft. A survey carried out by the
Shaw Trust showed that all 550 employers
asked said none of their workforce had
a mental health problem. But, statistically,

50 per cent of them are likely to be employing
people with mental ill health, he said. “The
problem is, when companies believe these
issues don't affect them, they are not interested
in help with employment practices.’

He is made optimistic, however, by recent
research from New Zealand, Scotland and
Australia that shows outlooks can be changed,
that stereotypical beliefs are not set in stone.
‘We know we won't eradicate stigma and
discrimination in four years,” he said. “Think
about kneeling buses for wheelchair users —
it took 20 years to make them a reality after
continued campaigning and advocacy. None
of us involved in Moving People thinks the task
will be complete within the time plan. This
is the start of a long-term concentrated and
persistent campaign.’m

‘Risk’ from patients
IS based on anecdote

Local communities are often up in arms

about the prospect of having a secure forensic
psychiatric unit sited in their neighbourhood:
$0 much so, they may mount legal campaigns
against them, quoting risk of violence and
criminal activity by patients.

But research has shown that this perception
of risk is based on anecdotes alone, and that
communities worry unnecessarily.

Secure forensic psychiatric inpatient units
assess, treat and rehabilitate offenders with
mental health problems. As part of their
rehabilitation, patients are offered supervised
and unsupervised leave from the units.

A study of four secure units, carried out
by Professor of Forensic Mental Health
Tom Fahy with West London Mental Health
Trust, showed that over five years, there
was only one conviction — and that was for
a burglary, carried out more than five miles

away from the unit by a patient who had
absconded. No patients were convicted of
violent or sexual crimes during the five years.
There were a number of incidents that were
investigated by police but did not lead to a
conviction — a patient with a history of arson
was found not guilty of deliberately starting
a fire in supermarket toilets, for example.
The research had set out to discover the
true nature and level of risk posed by patients
in medium secure units in the south-east
of England. ‘Our results clearly demonstrate
medium secure units in this study did not
have an impact on serious crime rates in
the local communities,’ said Professor Fahy.
‘Acts of severe violence committed by patients
on these units are rare, and even rarer in the
vicinity of the units. Our findings show that
the units do a good job in managing the risk
that some patients in these units may pose.’®
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Harnessing the power of neural
stem cells to help repair brains

Finding ways to use neural stem cells to help
repair the brain after a stroke or fix damage
caused by disease is the main plank of the
work of Professor Jack Price’s laboratory in
the Centre for the Cellular Basis of Behaviour
(ccBB) at the 1oP.

After a stroke, billions of brain cells
die as the blood clot in the brain deprives
them of oxygen. What follows is ongoing
neurodegeneration as the dead cells, now
unable to send signals to other parts of the
brain, impact on other regions.

Working with neuroimaging scientists
led by Dr Michel Modo and also based
at the CCBB, the research team has found
that engrafting just thousands rather than
billions of neural stem cells can have an
efficacious effect on both structure and
function of the brain after a stroke.

Neural stem cells are ‘multipotent’ —
they have the ability to become any of the
specialised cell types found in the brain.

But the studies show that instead of
straightforward replacing and rebuilding,
the neural stem cells help the damaged
brain to recover by somehow blocking
the ongoing neurodegeneration.

‘We simply don’t know how they do
that,” said Professor Price, a Professor of
Developmental Neurobiology and Director
of the cCBB. Finding out how that happens,
and refining the process of engrafting neural
stem cells in the light of that knowledge, is
what his laboratory’s programme of work,
funded by the Charles Wolfson Charitable
Trust, is all about.

‘Originally, we thought stem cells would be
regenerative,” he said. “The idea was that if we
put stem cells in, they would migrate through

and...

The Centre for the Cellular Basis of Behaviour
(ceBB) is based in the newly built James

Black Centre next to the King’s College
Hospital campus. The £30 million building

was opened in 2007 and is purpose-designed
for scientists at both the Iop and King’s College
London School of Medicine. The CCBB is part
of the IoP’s Department of Neuroscience

and its new laboratories, equipped with
state-of-the-art equipment, will be responsible
for almost doubling the amount of research
carried out in basic neuroscience, helping

to understand more about neurodegenerative
and psychiatric diseases and to develop

new treatments.

the brain tissue to where the damage lies and
replace what’s missing. But when we engraft
stem cells, the proportion of tissue replaced

is tiny. So we need to find out what the stem
cells are doing to block the neurodegenerative
process. Instead of replicating, are they turning
into a different type of brain cell? Could they
be inducing change in what’s left? Are they
secreting something?’

Another conundrum is why neural stem
cells stored in the brain in a ‘niche’ don’t
galvanise to target damaged areas in the
same way that engrafted stem cells grown
in the laboratory do.

Even though scientists have known
about niches of organ-specific stem cells
in other parts of the body — in bone marrow,
for example — for some time, the discovery
of a niche of neural stem cells, lying against

‘Neural stem cells have the ability
to become any of the specialised
cell types found in the brain’

the brain ventricle, is a relatively recent
one. In the niche, the neural stem cells
sit closely together with blood vessels
branching into them.

Now a large project funded by the US
National Institute of Biomedical Imaging
and Bioengineering (NIBIB — part of the
National Institutes of Health) Quantum
Grants Program seeks firstly to understand
more about the niche and how the stem
cells and blood vessels interact, and then
to copy its architecture in the laboratory.
The idea is that the reconstituted niche
could be implanted into a cortex damaged
by stroke, providing both neurons and
vascular cells to help with repair. The
NIBIB Quantum Grants Program is
designed to fund research for developing
new technology for diagnosis, treatment
and prevention, and Professor Price’s team
is collaborating with the Baylor College
of Medicine in Houston, Texas on this,
the first project to be funded under
the programme.

‘We think the niche environment
is supportive, that the neural stem cells
there have the potential to do things,
but don’t do them on their own, that
the combination of neural stem cells
and cerebral blood vessels is somehow
important,’ said Professor Price. “‘What
we want to do then is to recreate the niche
in vitro and engraft it into the brain to see

what happens. It may be this is the way
to make regeneration and replacement
happen, as we’ve already discovered that
stem cells alone don't do that,’ he said.

Another project, funded by the
Biotechnology and Biological Sciences
Research Council and in collaboration
with Nottingham University, is also
concerned with developing a ‘smarter
milieu’ for engrafted stem cells, which
could help them better integrate.
‘Experiments to date have involved
injecting neural stem cells in a simple
solution into the brain. But given we
are trying to get these cells to integrate
into the most complex tissue you can
imagine, there must be a better way
of doing it,” said Professor Price.

The team at Nottingham are materials
engineers and, together with Professor
Price’s laboratory, they are trying to
construct a matrix that resembles brain
structure and will hold both neural stem
cells and other components like proteins
and growth factors. “The artificial matrix
will be a scaffold and we want to design
it so that it will dissolve and disappear
once engrafted,” he said.

All these experiments are at the
moment carried out with rats and the
help of neuroimaging techniques and
behavioural tests to monitor the effects
of the engrafted neural stem cells on the
brain. Research of this kind is, however,
bringing the concept of neural stem cell
transplantation for human therapy closer
to reality.

In future, neural stem cells manipulated
in the laboratory could be used to help brains
repair and recover not only after a stroke, but
also in neurodegenerative conditions like
Parkinson’s disease, Alzheimer’s disease
and Huntington’s disease.

But there are wider moral and ethical
issues raised by the potential to harness
the power of stem cells, said Professor
Price. He is part of BIONET, a network
led by the London School of Economics
and Political Science and funded by
the European Commission to consider
the bioethical implications of stem cell
research in an international context.

‘In Britain, the use of human stem cells
for research is strictly regulated, but
many countries do not yet have explicit
laws regulating human stem cell research,’
he said.m

Photo courtesy of Andy McCann

Andy McCann was 37, a PE teacher and
assistant head teacher of a secondary
school in south Wales when he had a stroke
in the middle of an after-school class in the
gym. The parent who was helping out happened
to be a policeman, and had first aid training.
He cleared the gym, called for an ambulance
and Andy was taken to casualty, then admitted
to hospital. ‘The stroke was very violent,’
says Andy, four years later. ‘l suddenly
collapsed and couldn’t move or talk. While
waiting for the ambulance, | was vomiting
violently and starting to choke because | had
lost my swallow reflex. | couldn’t open my eyes
because they were too light-sensitive. Strangely
at the time | wasn’t scared, it was an unreal
experience and | disassociated from it.’

The diagnosis was made on the second day
on the ward, following a CT scan that showed
the part of the brain affected by the stroke
was the cerebellum, at the back, responsible
for muscle and movement co-ordination.

‘The damage to the cerebellum matched

the symptoms I'd shown,” he says. ‘The speech
deficit and inability to swallow were because |
was physically unable to co-ordinate my tongue
due to the damage caused by the blood clot.’

His speech came back relatively quickly and

high doses of aspirin helped the clot to disperse.

After eight days in hospital, he was discharged
and his ongoing medical care transferred to a
hospital nearer to his home in Cardiff. There,
after numerous tests showed Andy was fit
and healthy in every other way, his consultant
guessed by a process of elimination that the
stroke had been caused by vertebral artery
dissection — a split in one of the vertebral
arteries in the neck, leading to the back part
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of the brain, which had bled and clotted

over time. ‘We don’t know why it split —

there have been reported cases of it doing
S0 because of trauma, or sneezing, or even
bending your head the wrong way,” says Andy.

The stroke was ‘almost chance’ and
completely unexpected. ‘There was no
history in the family, | was very healthy,
| was a keen sportsman, had played rughy
in my youth and skied. | had competed in
karate at international standard,’ he says.

‘| found having a stroke physically and
psychologically a traumatic experience. It
was difficult to continue to play sport and
the consultant’s advice was to give up teaching
because of the potential stresses of the job.
The Local Education Authority wanted me to
retrain to another subject because of what
the consultant had said, but | didn’t want to
do that after 17 years in teaching. PE was my
love and subject. My career had been mapped
out and suddenly it went pear-shaped. | was
on Incapacity Benefit for two years, and in the
early days thought that was it, that | was now
unemployable.’ But he became curious about
why, physically, the stroke had happened and
started a personal research project, which
culminated in the publication of his book, Stroke
Survivor; A Personal Guide to Recovery, in 2006.

‘By then, | had started to take stock and
think about my transferable skills and interests
- sports psychology, stress management, for
example,” he says. He trained and qualified
as a Clinical Hypnotherapist and then set up
a brand new training consultancy, which now
offers 30 different courses about health, well-
being and personal development tailored to
the needs of different clients from the public,
private and voluntary sectors. In January 2008,
the business was nominated for a new business
start-up award.

Andy also donates his time, giving talks about
his experience at conferences and other events
organised by the Stroke Association, the UK
charity that funds research and supports
patients and their families.

The biggest long-lasting deficits are fatigue and
lower energy levels, he says. ‘After a busy day
or two, | feel more wiped out and have to pace
myself. My speech will g0 a bit if | am very busy.
My balance is not what it once was — you would
notice nothing to see me walking, but | know it’s
not right. ’'m much more aware
of looking after myself now.

Stroke Survivor; A Personal Guide to Recovery by Andy McCann
www,jkp.com/catalogue/book.php/isbn/9781843104100

The Stroke Association, www.stroke.org.uk
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Analysing
rising suicide
In Taiwain

In Taiwan, 10 people in every 100,000 take their
own lives: suicide is on the increase, and is now
the ninth leading cause of death in the country.

Two PhD students, supervised by senior
researchers at the IoP, are attempting to
find out more about why people commit
suicide or deliberately harm themselves —
an important predictor of suicidal intent.

The first PhD research project is a study
of people living in Nantou County where
the Chi-Chi earthquake struck in September
1999, with a death toll of nearly 1,000. In the
wake of the natural disaster, between 2000
and 2002, Nantou County had the highest
suicide rate in Taiwan.

Dr Chin-Hung Chen is analysing
information collected on a Suicide Register
at the time to understand more about what
prompted people to attempt — or succeed at
— killing themselves. The Register was kept
by a community mental health centre, set up
for survivors of the earthquake by Taiwan’s
Department of Health. It contains records
not only of deaths and attempts, but
information gathered in interviews with
those who did not succeed — about their
intent, mental health and circumstances.

A second Taiwan-based PhD study is
based in the Mackay Memorial Hospital
in Taipei where between 40 and 50 people
are admitted to the emergency department
every month after attempting suicide or
deliberately harming themselves. Chia-Yi
Wau is interviewing 300 of them to try
to trace any common warning signs,
and to find out if they had tried to seek
any sort of help before they had acted.

If they did, she’s asking what influence
that help had,; if they didn’t, she wants
to find out why not.

The results of both sets of research will
help Taiwan health authorities develop
policies designed to prevent suicide,
and services to help people who may
be contemplating it. The supervisors
include Professor Martin Prince and
Dr Rob Stewart: their team at the IoP
undertakes community-based research
around the world. They and their colleagues
supervise many PhD students from overseas
who carry out research in their home
country, seeking to understand more
about the causes of mental illness and
evaluate culturally appropriate therapies and
treatments, as well as to influence policy.m
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More people take own

lives In hotter weather

As temperatures rise, so do the number
of suicides in England and Wales.

Research led by the 1oP’s Dr Lisa Page
and carried out in collaboration with the
London School of Hygiene and Tropical
Medicine looked at the relationship between
temperature and suicide counts on a daily
basis from the beginning of 1993 to the end
of 2003.

Even though they found acts of suicide
occurred most frequently in January, their
analysis showed an overall increase on days
when temperatures soared above 18°C.

For every one degree increase in mean
temperature above 18°C, there was a 3.8 per
cent rise in death by self-poisoning, and
a five per cent rise in violent suicide.

More research needs to be carried out
to discover why high temperatures affect
daily suicide counts, said Dr Page. The
team speculates that the most likely cause
is a psychological one — previous studies
have shown that people behave in a more
aggressive, violent and less inhibited way

during excessively hot weather. The
research team used information about
the number of deaths due to suicide from
the UK Office for National Statistics,

and about daily temperatures from

the Met Office.

They found that suicide increased by
46.9 per cent during a heatwave in 1995,
but there was surprisingly no rise during
similar weather in August 2003. This may
be due to a period of very hot days a few
weeks earlier, allowing people to adapt to
higher temperatures, said Dr Page. If that
is the case, a sudden soar in temperature
could lead to a greater number of deaths
than a gradual and sustained increase.

During the 11 years studied, there
were 53,623 deaths as a result of suicide
in England and Wales. The largest number
of suicides took place on Mondays, with
numbers declining as the week wore on.
1 January had the highest suicide count.
The mean temperature was recorded
above 18°C on 222 days.m
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Enhancing
the skills
of school
nurses

Depression during teenage years can lead to

poor academic performance at school, social

difficulties, and drug and alcohol misuse. Yet

mental health problems during adolescence

often go undetected and untreated, making

them more likely to continue into adulthood.
Now a project led jointly by the 1op

and the mental health charity Rethink

is developing and testing a programme

of training and a portfolio of resources

for school nurses to help them offer

appropriate help or a referral to

Exploring
minds of
teenagers

Two thousand 14-year-olds from the Uk,
Ireland, France and Germany will take part
in a pan-European collaborative project
co-ordinated by the 1op which will help
scientists understand more about the
developing teenage mind.

The participating teenagers, recruited
through schools, will complete a battery
of tests designed to measure their attitudes
and thinking styles, their mental health, their
use of drugs and alcohol, and their behaviour.
They will also give samples of their DNA and
have MRI scans so researchers can correlate
information about their brain structure,
brain activity and genetic traits with their
psychological profiles. ‘Adolescence is a
central point for development, and many
mental health problems, including drug
abuse, start during these years,’ said the 1oP’s
Professor Gunter Schumann, who is leading

secondary school pupils who need
it. If proved to be successful, the new
training package will be available to
more than 2,100 school nurses across
the UK, mostly employed by the NHS,
who work in state schools.

Two school nurses are involved with
planning and shaping the QUEST project
along with representatives from professional
bodies — the Royal College of Nursing,
the Community Practitioners’ and Health
Visitors’ Association, and the School and
Public Health Nurses Association.

Funded by the Health Foundation,
the research is starting with a national
consultation exercise: a survey of school
nurses by post will make sure the training
will be developed to meet their needs and
suit the demands of the job. Rethink is
charged with the creation of the programme,
likely to involve workshops, web-based
resources, printed material and DVDs,
and sessions for teachers so they can
spot and signpost pupils who may
need support from school nurses.

A team of school nurses working for
Sutton and Merton Primary Care Trust
in south London will pilot the training
which will then be evaluated with the help
of schools nurses working for 13 primary

care trusts in the south of England,
serving both inner city and suburban
catchment areas. A randomised controlled
trial, led by the 1oP’s Professor André
Tylee, will gauge the success of the
package by assessing and comparing

the skills and knowledge of school nurses
who have been trained with a group

who have not yet attended workshops

or accessed resources.

The UK Department of Health has
recommended that school nurses be
better trained to assess the mental health
needs of pupils. ‘Our starting point is to
build the confidence and skills base of
school nurses so they can detect mental
health problems and provide necessary
support and signposting,” said Professor
Tylee. ‘Some problems may require
referral to specialist services, but for
many problems, support, educational
materials and interventions like guided
self-help may be most appropriate.

‘Mental health problems limit
young people’s ability to cope, and
to fulfil their potential during school
years. They disrupt educational and
social development and limit future
achievement. School nurses are ideally
placed to make a difference,’ he said.m

the five-year IMAGEN project, which is
funded by the European Commission.

Previous studies have shown the teenage
brain to be particularly vulnerable to drugs
and stress, and the idea is to identify both
the psychological and biological factors
involved in the processing of emotions,
decision-making, risk-taking and behaviour
at this time, as the brain prepares for
adulthood.

‘We aim to learn about biological
and environmental factors that might
influence mental health in teenagers
and their subsequent mental health as
they grow older,” said Professor Schumann.
‘Ultimately, that knowledge will be used
to help develop therapies and prevention
strategies. The DNA samples and other
databases we create will also be powerful
resources for future investigations.’

The young people will carry out some of
the tests focusing on personality and thinking
styles at home on a computer. They will
each visit a research centre once or twice,
after school or at weekends, for interviews,
brain scans and to give blood samples.
Their parents or guardians will also be
interviewed about themselves, and their
child, and their teachers will be asked for
information. T'wo years later, each of the
original 2,000 will be interviewed again
by telephone to find out if their attitudes
and behaviour have changed.

The consortium behind IMAGEN is made
up of leading experts in the field of genetics,
behavioural and neuropsychological studies,

neuroimaging, bioinformatics and biostatistics,
from both the public and private sector. Part of

the project is a huge investment in technology,
so collaborators can easily share information.m
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Veronique Black has been working as

a school nurse since 1996. For the past
four years, she’s worked for Sutton and
Merton Primary Gare Trust. As well as
supporting students, she works closely with
teachers and parents: ‘l go to most parents’
evenings and have an appointment system
where parents can arrange to see me,
she says. ‘1 also go to new parents’ welcome
evenings so parents know who | am and
know how to make contact if they need help.’

The brief of the team in which she works
is to ‘support the health of school age
children and to support their families
in dealing with health issues’. In Sutton
and Merton, a typical caseload for a
full-time school nurse includes one high
school and three to four primary schools.

‘We screen all five-year-olds in reception
for height and weight, and send a health
questionnaire to parents. We do further
work with children where there is concern
— about obesity, behavioural problems,
asthma, epilepsy, for example — and work
with teachers to make sure care plans
are in place in schools.

‘School nurses are involved in immunisations
at both primary and high schools — giving them
in high school, and ensuring parents are fully
informed about vaccinations and their children
are up to date with them in primary schools.
We work with the Child Protection Team and
contribute to PHSE (Personal Health and Social
Education) sessions.’

In addition, Veronique and her colleagues
run confidential help and advice drop-in sessions
in high schools, and also in the local Connexions
Centre and sports centre. ‘Often the teachers
will refer a pupil to us,’ she said. ‘Sometimes
parents contact us too if they are worried.’

Many of the young people who come
to these sessions have behavioural or
emotional problems, she says.

‘The number of young people we are
seeing with emotional and mental health
problems is increasing. Self-harming has
escalated dramatically, and there is more
depression and anxiety. The clear-cut cases
are easy — if we know we can help, we continue
to see them on a regular basis. But there are
some cases when we need to know whether
we can realistically work with them, or whether
we should refer them on. Sometimes you
wonder if you are doing the right thing working
with a pupil, or whether specialist services
should be involved.’

Veronique and her colleague Belinda Shear
are helping to steer the QUEST project. ‘There
is no doubt that more specific training around
assessment and treatment is needed. This
work will benefit school nurses and the
young people they work
with across the country.
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Research and teaching
of international renown

The Institute of Psychiatry (loP), based
in Camberwell, south London, is a School
of King’s College London and its raison
d’étre is two-fold — research and teaching,
both in the field of mental health.

People who work at the ToP carry
out research in order to have a greater
understanding of mental health problems,
diseases of the brain and how the mind
works, and to then use that knowledge

to develop effective treatments and services.

They undertake this research using a range
of methodologies and techniques — brain
scanning; interviews with service users
and their families; statistical analysis;
proteomics (the study of proteins)
technology; randomised controlled
trials; and sophisticated machinery
that studies DNA.

Their second mission is to equip
the next generation of scientists and
researchers with the skills they need
to continue this work in future, through
PhD study and taught programmes in
different aspects of psychiatry, psychology
and neuroscience. Turn to the inside back
cover for a full list of programmes on offer.

The ToP is sited next to the Maudsley
Hospital and both organisations are known
throughout the world for their pioneering
work. The Maudsley is run by South

researchers and advisors. A specialist
Biomedical Research Centre in Mental
Health, funded by the UK government’s
National Institute for Health Research,
is based at the ToP and SLaM. It is one
of 11 such Centres set up in April 2007,
all located within University and NHS
partnerships, to carry out ‘translational
research’ that will help patients benefit more
quickly from new scientific breakthroughs.
The 10P (King’s College London)/SLaM
Centre partnership won the status through
open competition: the successful 11 bids for
Centre status were chosen by an independent
panel of international experts.
The work of the ToP is also funded by
the Higher Education Funding Council for
England, grant-giving bodies like the Medical
Research Council and the Wellcome Trust,
the European Union, charities, organisations
in the private sector and other UK government
departments. Research teams bid successfully
for some £130 million of funding for their
work each year: the competitive bidding
system operated by funding organisations
ensures money available is awarded to the
highest quality research. Ethics approval given
either nationally or locally for every research
study also guarantees the highest standards.
Many research projects are carried out
in collaboration with colleagues in other

Rehan Jamil

Sharing our
knowledge

The Mental Health Knowledge Centre

at the IoP aims to share the results of
research with wider audiences. The
Centre works collaboratively, for example,
with the European Dana Alliance for the
Brain to organise public events where

IoP researchers join other professionals
to speak about their work on a range of
mental health problems.

www.mentalhealthcare.org.uk is a website
for carers, families and friends of people
with mental iliness, developed by the IoP,
SLaMm and the mental health charity Rethink.
It contains information about mental health
problems and research news.

www.eatingresearch.com has been developed

More about us

M The IoP is the Lead World Health
Organisation (WHO) Collaborating Centre
for Mental Health Research in Europe
and part of an international network
that carries out projects in support of
the WHO programme on mental health.

W International Mental Health at the Institute
of Psychiatry promotes and undertakes
collaborative work in developing and
restructuring countries.

M Two Medical Research Council (MRC)-
funded centres are based here — the MRC
Centre for Neurodegeneration Research,
which investigates Alzheimer’s disease,
vascular dementia, motor neurone disease
and other neurodegenerative diseases,
both in the laboratory and through clinical
studies; and the MRC Social, Genetic and
Developmental Psychiatry Centre, which
seeks to understand more about the
effects of ‘nature’ and ‘nurture’.

M The King’s Motor Neurone Disease
Care and Research Centre is one of
several in the UK funded by the MND
Association. It offers clinical services
at King’s College Hospital and carries
out research at the Iop.

M The Sainsbury Centre for Mental Health
is one of the 10P’s academic partners.

The Centre works to influence policy and
practice, focusing on criminal justice and
employment in the field of mental health.

M The King’s Centre for Military Health
Research is jointly run by the lopP and
the Department of War Studies in the
sister School of Social Science and
Public Policy at King’s College London.
The Centre’s research team focuses
on war and health, war and psychiatry,
military personnel issues and social
policy. Much of its work is funded by
the UK Ministry of Defence.

M The Cancer Research UK London
Psychosocial Group, supported by Cancer
Research UK, studies psychological and
social aspects of cancer.

M The MRC-funded Twins Early
Development Study (TEDS), the largest
study of twins in the UK, tracks the
development of 15,000 pairs of twins
and helps researchers find out about
common disorders of childhood.

M The Service User Research Enterprise
(SURE) undertakes research to test the
effectiveness of services and treatments
from the perspective of people with mental
health problems and their carers. SURE
involves service users in a collaborative
way in the whole research process: from
design to data collection, through to data
analysis and dissemination of results. It is
one of the largest units within universities
in Europe to employ people who have both
research skills and first-hand experience
of mental health services and treatments.
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M The IoP co-ordinates, along with the
University of Manchester, the Department
of Health-funded UK Mental Health
Research Network (MHRN), a collaboration
that supports large-scale projects and
brings together service users, academics,
doctors, nurses and therapists from
around the nation.

M The research arm of The National
Academy for Parenting Practitioners,
a government-funded collaborative
venture between the IoP, the Family
and Parenting Institute, and Parenting
UK, is led by researchers here (see
page 12).

M The Centre for the Economics of
Mental Health, which works in partnership
with research teams here, elsewhere

in the UK and across the world, evaluates
the economic effectiveness of treatments
and services to inform mental health
policy making and the allocation of
resources. It is the only centre of

its kind outside of the USA.

M The MRC London Brain Bank for
Neurodegenerative Diseases provides
research teams here at the IoP, and at
centres across the country, with samples
of brain tissue obtained, with consent, at
postmortems. The Bank holds collections
of brains affected by Alzheimer’s disease,
motor neurone disease and schizophrenia,
as well as healthy brains.

Rehan Jamil

Participate in
our research

The research teams at the IoP rely

on the help of about 5,000 volunteers

a year who take part in their studies.
MindSearch is a volunteer database
supported by the loP-based Psychiatry
Research Trust. You can register your
details if you are interested in participating
in research studies by visiting
www.mindsearch.co.uk

London and Maudsley NHS Foundation
Trust (SLaM), the IoP’s closest NHS partner:
many of the 1oP’s staff work in SLaM’s services
and clinics, putting theory into practice and
keeping in close contact with the service users
their academic work seeks to serve. Service
users are also involved in many projects as

by the eating disorders research team at the
loP. Many of the team also work in SLam’s
Eating Disorders Service. The site contains
comprehensive information about anorexia
and bulimia, as well as resources for carers
and health and education professionals.

King’s College London Schools and at
King’s College Hospital NHS Foundation
Trust; with other teams based in universities
and mental health services around the UK
and overseas; and with charities offering
specialist support to service users and their
families, as well as with private companies.m

Rehan Jamil




46 | Last word: the Dean |

Dean Peter McGuffin writes:

As Dean, I have discovered that one
recompense for the many tribulations

of the job is that occasionally one really

does get to have the last word. It is a particular
pleasure to have that privilege in the context
of this research report. Reading it, I am struck
by the pace of progress in research here at the

Institute of Psychiatry, King’s College London.

I first arrived at the Institute three decades
ago as a senior house officer who already had
earnest aspirations as a clinician researcher

— although my own field, genetics, was then
highly unfashionable. There was no such
thing as molecular genetics in psychiatry
and the modern era of brain imaging had
scarcely begun. It is extraordinary to reflect
on how things have changed. This report

is packed with advances in knowledge that
have depended on the latest technologies

in brain sciences that range from visualising
the living, thinking brain to tracking down
precise variations in genes and discovering
the ways they interact with the environment.
Moreover, one of the real strengths of the
Institute is that all of these high-tech methods
are being applied by scientists and clinicians
working side-by-side, striving to discover
ways of making things better for patients.
Having said that, one can become dazzled

by molecules and machinery, but many of the
advances presented in this report depend on
much less expensive but no less sophisticated
tool kits such as those used by epidemiologists
or cognitive behavioural therapists. Indeed,

Rehan Jamil

one of the things that makes the Institute
of Psychiatry a wonderful place to work is
that there is such a range of expertise that
goes all the way across neuroscience and
mental health research, from the social
environment to the molecular and cellular
basis of behaviour and disease.

‘What underpins all of these areas is a
rigorous adherence to scientific method.
One of the prime difficulties of studying
psychiatric and neurological disorders is
that, in life, the brain and the central nervous
system are the body’s most inaccessible organs.
Historically this has meant that nervous and
mental disorders have suffered more from
mythologising than any other types of illness.
There are still areas where the myth-making
has not entirely ceased and the damage
done by the alleged but spurious association
between the measles, mumps and rubella
vaccine and autism is one sorry example.

At the least, however, no one nowadays

tries to assert, as was the case in my youth,
that illnesses such as autism or schizophrenia
are themselves purely social constructions or
‘myths’. The disorders studied at the Institute
do, however, still carry stigma and one of
the areas highlighted in this research report
is how stigma can be combated. Stigma is
most often attached to disorders that appear
frightening and about which little is known.
All of the scientific endeavours described

in this report are about understanding

the causation of disorders or about making
them tractable to treatment. I hope this
report in itself will contribute to better
public understanding that these are ‘real’,
and no longer mysterious, illnesses.m
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Taught courses
at the IoP

For more information, visit
www.iop.kcl.ac.uk/courses/

Doctorate (DClinPsy)
Clinical Psychology

Masters (MSc)

Child and Adolescent Mental Health

Clinical & Public Health Aspects of Addiction
Clinical Forensic Psychiatry

Clinical Forensic Psychology

Clinical Neuroscience

Epilepsy

Family Therapy

Forensic Mental Health Science

Health Psychology

Mental Health in Learning Disabilities

Mental Health Services Research

Mental Health Social Work with Children & Adults
Mental Health Studies

Mental Health Studies (Organisational Psychiatry
& Psychology)

Neuroscience

Psychiatric Research

Social, Genetic & Developmental Psychiatry
War and Psychiatry

Postgraduate Diploma (PgDip)

Cognitive Behavioural Therapies

Cognitive Behavioural Therapies for Children
& Adolescents

Cognitive Behavioural Therapy (CBT) for
Psychosis

Family Interventions in Psychosis

Short Courses

Dual Diagnosis

Enhanced Skills for Inpatient Mental Health
Professionals

Introductory Course for Overseas Psychiatrists
Medication Management

Graduate Certificate (Grad Cert)
Family Therapy

Membership of the Royal College of Psychiatrists
(MRCPsych)
Membership of the Royal College of Psychiatrists
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To find out more

about the work of the Institute of Psychiatry,
visit www.iop.kel.ac.uk

Websites developed by the loP

for people with mental health problems
and their carers include:
www.mentalhealthcare.org.uk
www.eatingresearch.com

To volunteer to take part
in research at the loP,
visit www.mindsearch.co.uk



