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To the children, young people, their families and carers, from whom I have learnt so much.




PROLOGUE


Let me tell you a story, about a seventeen-year-old. No longer a child but not yet a man. An adolescent, with all that entails. His father had been away for the first two years of his life and their relationship had never been able to cross the gap.


His father kept his distance during most of his son’s childhood, even though they lived in the same house. They rarely spoke about anything meaningful, never touched except by accident, and were too embarrassed to be left alone in a room together. The gap between them grew wider, both emotionally and physically, as the son grew older.


A lay preacher from a Nonconformist background, the father had conformed to almost everything his own parents demanded. He kept his nose to the grindstone, obeyed the letter of the law, and married his childhood sweetheart. He found it impossible to tolerate the way his teenage son flitted from one interest to another, from one girlfriend to the next, and seemed to have no plan in life except enjoying himself, no matter what the cost in drink and late-night cards. The more headstrong the son became, the more angrily the father reacted, in a vicious circle. The mother tried vainly to keep the peace between them, unsure about whose side she should take in any argument. The son’s elder sister worked hard for anything she achieved and resented her brother’s casual attitude to life. She and her father sought solace in each other’s company.


An explosion was bound to happen. It came about, ironically enough, when the son squared up to a boorish neighbour who had criticised his father’s lack of ambition.


‘The trouble with your father is that he’s wanted to do all sorts of things with his life but never had the courage to try them out. No wonder he can’t stand the sight of you and the risks you take.’


Instead of welcoming his son’s support, the father rebuked him for his rudeness. And the son was left with no way of expressing his anger. He carried it with him to school and thumped his fist through the library door. He was called to the headmaster’s study.


‘I think it’s time for you and this school to go our separate ways.’


‘Are you expelling me … sir?’


‘If that’s how you see it.’


It was a short conversation, but it had a lifetime’s effect at home. The mother sat on her son’s bed and cried into the screwed-up handkerchief that all women seemed to have tucked up their sleeve those days. This was the final straw. She could no longer hold back the feelings she had tried so hard to control. When the dam burst, they came out in a rush.


‘Everything’s falling apart, I don’t know where to turn next. Your father seems to hate you for what you do; you seem to hate your father for what he doesn’t do. One or other of you has to go.’


The son solved her problem by moving out of his parents’ house. He became a navvy on the roads in winter and erected show-tents in summer; and he put enough distance between himself and the battles at home to think more seriously about himself.


Using the qualifications he already had, he talked his way into university and went there a year later to study history, weighing a stone for every year of his life. He discovered too late that history was what his father would like to have studied too, if he had been left to his own devices. But he went back home so rarely that there was no space to share this common ground, and their emotional separation was complete.


Unable to free himself from his past, the son soon lapsed back into a life spent opposing all that the world, and his father, might have wanted from him. He drifted from history to law to a succession of short-term jobs, and finally sank into his first, overt and deep depression. His father lived on with his regrets into a demented and bitter old age. To the end, the mother tried to spread a blanket over anything that might disturb the surface. The son and his sister replayed their relationship with the parents, until they too became distant and uncommunicative. And the past entrapped them all.


A bleak picture? Yes, but it might have been so different. What if they had received help, to repair their relationships before it was too late, and to prevent the problems that awaited them down the road – the sort of help that this book is all about?


I have painted that bleak picture for two reasons. Firstly, it is a story and this is a book full of stories – true stories, just like the one above. I have spent my life listening to people’s stories, as a teacher, as a newspaper reporter, as a hospital doctor, and as a psychiatrist. And I came into medicine thinking that was about stories too.


What patients want is the opportunity to tell their story, to someone they trust, who will listen to them with patience and respect. Who will recognise that this may be the first time that they have found the courage to share it with anyone. Who knows that they will be frightened, angry, bewildered and upset. Someone who will hold them in the intimacy of their relationship, until they find the strength to relive their story to a happier ending.


Was that a forlorn belief? Not where I began. The profession chose doctors who had nous, who were skilled, who were hard-working, innovative and moral in the widest sense of the word. And it chose them, above all, because they could listen. But I fear all that is being lost in the scramble for places at medical school, for academic achievement, research qualifications, and shiny new technology.


Even in child and family psychiatry, where you would think that listening to stories is paramount, services are governed by the medical formalities of symptoms, diagnosis, treatment and outlook, and by the economic pressures of short-term contact and throughput of patients. Meanwhile the problems of living in a more competitive, unequal, lonely and stressful society are reflected in increasing family strife.


Children and their carers are languishing on ever-lengthening waiting lists or are not referred for help at all. If they finally get there, their behaviour will be turned into a diagnosis for treatment, or dismissed as a social problem for which the doctor behind the desk has nothing to offer. And their stories will never be heard.


Forgive me, for I am beginning to rant; and I am aware that I have not been entirely honest. The second reason for painting that picture is that it was about me. The story that I began with was my family’s story, with one crucial ingredient missing. I did find help, with my own problems and my attitude to life, even if it was too difficult to change much for the rest of the family.


When I became depressed, I was in the last-chance saloon. I had gone back to university to study medicine and was in my final year, already married and with children of my own. A few more months and I might have been condemned to the same academic rat race as my colleagues and to repeating the same mistakes with my own family in turn. Perhaps that’s why I became depressed; my mind’s last attempt to put things right.


Whatever the cause, that depression and the help I received taught me lessons that have permeated every stage of my career. They have helped me understand the importance of our patients’ stories, and how we might learn to listen to them with an open mind, from whatever quarter of life they come and whether they have a diagnosis or not. The growing pains in this book are the growing pains of my patients as they struggle with those stories; but they are my growing pains too, as I have struggled with what they have evoked in me.


I have railed against the medical model into which many children and families are artificially forced, and I have championed the ability to stick with the patient’s story, no matter how confusing and disturbing it might be. But a book needs a structure or, like many of my patients, we won’t know where we’re going. I have used the stages of the therapeutic relationship for my structure – the beginning, the middle, and the end.


In the opening chapters, I have examined the three guiding principles that inform me as a therapist: self-awareness, the importance of the relationship, and patient empowerment. I learnt them with adults, as a medical student, an adult physician, and a psychiatrist in an adult mental health team, but they have been key to my work with children and their carers throughout.


In the closing chapters, I have tackled both the pain and the positive aspects of loss and separation. Leaving any sort of relationship, by death or divorce, leaving home, even the ending of therapy, can be fraught with regrets, but it can also be an opportunity for growth and a new and better way of life.


In between, I have tried to cover as many as possible of the issues that children and families have brought to me: the development of trust; the question of identity; how to communicate with little children; what adolescence is all about; the traps in which children may find themselves, in personality labels, family dynamics and culture; the handling of risk and its relationship to the law and to emergencies; peer group and social pressures; violence and stigma; and the varieties of approach.


Each chapter is centred around a story from the children, young people, families and carers that I have seen over the past forty years of my clinical life. Not all of them make comfortable reading. They may be sad or frightening or just perplexing. Others may even be humorous, if we can bear to see the funny side of life.


Some of them will be exactly what we are struggling with right now. Some will have disturbing echoes from the past. And some will make us thankful that we are not in the same boat. Most of them have led to a satisfactory conclusion. A few have a less than happy ending, but I don’t think you would believe me if I pretended that they had.


I started this prologue with a story, so let me end with another. You will see that I dislike sitting behind the safety of a clinic desk. I believe in getting out into the community, where our children and carers live and work, to see at first hand the context in which their problems arise. But there are one or two clinics that I have valued, and one of these was at the top end of an old industrial valley, where the building was decaying as fast as the community around it.


The patients did their best to divide themselves into social strata. The better off came first, looking for a diagnosis for their children’s behaviour that would exempt them from any responsibility for doing something about it. The single parents came next, pushing their children up the clinic stairs. Life had been tough on them, and they were tough on their children in turn. Finally came the professionals, who just happened to drop by when everyone else had gone – too embarrassed to make an appointment but needy all the same.


‘Oh, there you are,’ said one, as she poked her head round the door. ‘I hoped you would still be doing the Thursday clinic.’


I looked at her, nonplussed.


‘You don’t remember me, do you? My name’s Annabel. You saw us when our life was in a mess. I’m a counsellor myself now, you know.’


The details began to jumble in, like moths around her name.


‘But you’ll surely remember my son Jake.’


From behind her came a tall, gangling young man with tousled hair and an important-looking briefcase.


‘He’s home from college and he drove me up to see you. To see how it’s all worked out.’


And of course I remembered him. I had seen him when he was seventeen, the age I was when my first story began, and his family had been in much the same mess. His father was a long-distance lorry driver and as remote from Jake as my father was with me. They struggled with a similar deteriorating relationship until none of them could stand it any longer. Like me, Jake took out his feelings at school and was suspended for his pains. And his mother had faced Jake and his father with the same agonising choice.


But they had help. They didn’t wait for other people to refer them; a GP, a teacher or a social worker. They recognised their own problems and they came to me to resolve them.


I worked with the family for many months. Sometimes with all three of them together, sometimes with the parents to look at the future of their marriage, sometimes with Jake alone to explore what it felt like to be a teenager in such a hostile relationship. The parents decided to separate. Relieved of the pressure, Jake settled at home, went back to school, got good grades and went off to college.


Above all, the relationship between Jake and his father was healed. They lived apart but they were closer than they had ever been. The last time I saw them, they were giving each other a hug on the steps of the clinic.


Another story, about the power of therapy to change the lives of children and their families. And about the seeds of hope that we can plant in the most unlikely places.




CHAPTER 1


THE DEATH OF MR DOBBS


PHYSICIAN, HEAL THYSELF


When I rise my breakfast is solitary, the black dog waits to share it, from breakfast to dinner he continues barking, except that Doctor Brocklesby for a little keeps him at a distance …


Samuel Johnson in a letter to Mrs Thrale, 28 June 1783


One thing I’ve learnt the hard way: it takes more energy to run away from something than it does to face up to it. And I did a lot of running away.


I tried to put my childhood behind me, and all I did was to repeat my relationship with my father. First, to frustrate his ambitions for me by moving from one short-term job to another. Then, when I finally settled to medicine, to prove to him that I could be the best.


I had become obliged to many people for a second chance. I had responsibilities: to the college who agreed to take me back when others wouldn’t; to the local authority who agreed to give me another grant; to my wife, her family and friends who supported me; to the two small children who depended on my succeeding. And to my own self-esteem. I couldn’t afford to fail, in every sense of the word.


What I was really running away from, of course, was the fact that I had become depressed. I was just as vulnerable as anyone else, with my background perhaps even more so. And it took a dying patient to make me realise it, stop and seek help.


It was in the early hours of the morning, in my final year as a medical student, that things were about to change. A fellow student and I were ghosting through the surgical wards past rows of patients, rising and falling to the rhythms of their sleep like boats, tethered to poles with ropes of blood. We were trailing after Simon, the Senior Registrar – aloof, taciturn and straight-backed – who we had come to regard with a mixture of awe and fear. Who might at any moment demand to know the biochemistry of kidney failure or the distribution of the brachial plexus.


Simon’s days worked on a different timescale to ours, but we were learning. Borne through the weekends on a tide of crises, eating in snatches, catnapping on trollies, able to carry out increasingly complicated procedures by rote when our brains were long since befuddled by fatigue. There would come a time when I would fall asleep at the operating table, when my two-year-old daughter would ask who I was, when I felt I just couldn’t go on. But here we were, at two a.m., climbing the back stairs after Simon, to see one last patient for the night.


Mr Dobbs was in one of a string of side rooms reserved for seriously ill patients, hovering somewhere between life and death. We stopped outside his room while Simon whispered what he had learnt of his history. He was a proud man, a university lecturer, single, isolated and with no family or friends who had found time to visit him. Now Mr Dobbs was sitting upright in his bed, cradling a silver sick-bowl, his big moon face the colour of parchment. Alone, defenceless, and closer to death than life.


He had been brought in the previous day with a subarachnoid haemorrhage. A tiny, thin-walled, berry-like balloon in the wall of one of his arteries was oozing blood into the space between the membranes that surrounded his brain, raising the pressure in his skull and causing a splitting headache and profuse projectile vomiting – right in the middle of one of his tutorial classes.


In those days, before the neurosurgeons clipped off such aneurysms if they found them in time, and long before the radiology technicians were able to obliterate them from inside by passing a catheter through the femoral artery in the patient’s groin and on up into their head, such bleeds were usually fatal. I had seen the pattern many times before. The initial insult, followed by a terrifying calm, and then the final bleed, irreversible coma and death. Mr Dobbs was in the eye of the storm and was doing his best not to cry.


Simon sat on his bed and asked him if he was frightened. Mr Dobbs nodded; he was beyond words. Then Simon, straight-laced Simon, the man we thought more suited to a brigade of guards than patient care, took him in his arms and rocked him to and fro like a baby, while Mr Dobbs sobbed into his shoulder.


Many a time we had walked the wards with Simon, ministering to the patients’ physical needs; but I had never seen him do that before. By one simple gesture, he was allowing a drowning man to share his misery and receive comfort. Together they looked like the pietà I had seen in Italian churches, the Virgin Mary holding the dead Christ, alabaster-pale in their agony. Mr Dobbs was not yet dead but he soon would be, and Simon was holding him, physically and emotionally, at the very last.


Watching from the shadows at the foot of the bed, I felt devastated. Not at what Simon had done; it was magnificent. But at my own inability, I thought, to do the same. I had come from a family where no one touched each other or shared how they were feeling. I had become self-absorbed, stressed by my own problems and the work with which I was trying to blot them out. How could I ever hold a patient in my arms?


Later that morning, I was busy flushing through a patient’s blocked drip, when a nurse from the side wards came up to me.


‘The patient with the subarachnoid bleed wants to talk to Simon, but he’s in theatre. Will you talk to him instead?’


I was terrified. I was in my final year as a medical student and this was not the first time I had seen someone so close to death; death was part of the job. But there was always someone with me at the time. Nurses to share the drama of a medical crisis, senior doctors to share the news of a hopeless outlook. How could I find the words to talk to Mr Dobbs, let alone the sort of warmth that Simon had been able to show?


I busied myself some more with the drip, ordered a blood test or two, then made my way up the back stairs, unable to prevaricate any longer. But Mr Dobbs was already unconscious and died a few hours later, without being given the opportunity to share whatever he had wanted to say.


I sat with his body awhile, in the darkened room, nursing my sense of blame. I had become a doctor almost by accident. The university had only agreed to take me back if I passed three science exams beforehand, and I had failed the physics practical three times. I had been playing poker with friends the night before my final attempt. If I was in profit by three a.m., they would hose me down and I would try again. And thus began my medical career on the turn of the three of diamonds. Only later did they confess that they had fixed the game to make sure I won.


And now the prison walls were closing around me. In a few months’ time I would pass the final exams and there would be no escape. Stuck forever in a career that I hadn’t really wanted and at which I was no good – condemned to keep on running from the feelings I had been avoiding all my life.


I went to the Dean of the Medical School that afternoon and told him I would never be able to express the sort of compassion that Simon had shown to Mr Dobbs. I was giving up.


‘I’m no good. I won’t be any good as a doctor,’ I said. ‘I’m sorry for wasting so many people’s time.’


The Dean, I know now, was a wise old man. He was a skilled clinician but his job, he believed, was a pastoral one. His students were his responsibility and he looked after their welfare as well as their academic progress. He had got to know us all.


‘No, you’re not giving up,’ he replied. ‘I’ve been watching you. You’ll make a good doctor but you’re depressed. And the worse you feel about yourself, the harder you work to prove you’re wrong. You’ve been fighting against what you really feel for years. This was bound to happen. Mr Dobbs was just the final straw.’


I began to cry as he let down my defences, slowly, gently, bit by bit.


‘So I shouldn’t be a doctor after all. If I’m as shaky as you say.’


‘We’re all shaky, Michael. It’s just that some of us show it more than others. But you’ll have to learn to deal with it. I’ll make an appointment for you to see a psychiatrist. When you’ve had whatever treatment you need, however long it takes, come back to me and we’ll discuss your future again. With a clear mind.’


Given permission to face the feelings I’d been hiding, I plunged headlong into my first, deep depressive episode. I was convinced that the world would be a better place without me and that the only answer was to kill myself. Then I remembered the notice on the wall of the Outpatients Department, rang Samaritans, and was held just as surely as Simon had held Mr Dobbs. Until I was safely in the arms of the psychiatrist.


That depression took a year and a half out of my life and it has recurred many times since. As I get older, I have learnt to spot the earliest signs and to find ways of helping myself. Or, at least, to get help before it’s too late. But that first episode was all but cataclysmic. It snapped whatever threads still bound me to my childhood; it strained my relationship with my wife; and it terrified the little children who had lost the father they once knew. After years of emotional, academic and financial investment, I was about to blow it all at the last minute.


There have been times when I’ve wondered if the Dean was right, in thinking that the self-doubts were part of my depression and that there was a good doctor underneath. But of course he was right, and I was lucky that he was so perceptive. Not only have I prospered despite my depression, but it has taught me many lessons, about myself, about my patients, and about how the lives of those patients and myself are intertwined.


To begin with, illnesses like depression are a product of both nature and nurture: of what I was born with in my genes, and of the rules and relationships I was surrounded by in my family upbringing. Undoubtedly, I was born with a biochemical vulnerability to depression, but it might never have surfaced if it wasn’t for the events of my first twenty years – the relationship with my father, who might well have been depressed himself, my aimless drifting between one university spell and another, and a career chosen on a whim and fancy.


So what my psychiatrist gave me was a combination – tablets, which helped the biochemistry, and talk, which allowed me to explore the problems in my life. And with it came the reassurance that all this was not my fault, that I had the strength to withstand it however often it might recur, and that help would always be available. How have I applied all that to my own children and those I work with in turn?


I have handed on the vulnerability to at least two of my children. I can’t change that, but I have made sure that our relationship is different. We can talk to each other openly now about how we feel, we can resolve our arguments without someone leaving home, and we can seek comfort, both emotional and physical, when we are in trouble. As a result, their depressive episodes are few, far between and short-lasting. And some of their struggles were part of the ordinary process of growing up and were not a part of their depression at all.


Similarly, some of the children I have worked with were clinically depressed and needed to be treated as such. But the pressures in their lives were just as important and required guidance, not a pill. Indeed, most of them were beset with problems that had nothing to do with illness – family breakdown, bullying, abuse and the like. Their lives were in a mess. They needed my help and they got it; not some invented diagnosis that would be more comfortable for everybody concerned, or a rejection because they had no psychiatric diagnosis that would fit their problems.


Secondly, the sooner we get help the better; but that is far too glib. It took me many years to recognise that we are all vulnerable to mental health problems, young or old, irrespective of what we are or where we live; and that I needed help as much as anyone else. I can hardly expect others to be more aware than I am. But if they aren’t, they may go on defending against the feelings inside and holding their patients at arm’s-length lest they remind them of themselves. Like me, they may fiddle with the drip until it is too late and the Mr Dobbses of this world would go uncomforted.


For children and young people, the difficulty of getting help may be even greater. Some adult carers are so alive to the possibility of things going wrong that they reach for a referral when the issues are a basic part of development, like the tantrums of the terrible twos or the skirmishes of adolescence. But most adults, in families, schools and the outside world, ignore children’s problems until they too develop – into the full-blown breakdowns of adulthood, that destroy lives and cost many times as much in services and individual distress.


Even if their problems are recognised, the right sort of services have to be there to help them. I have spent many years in the third sector, as an officer of charities that work with children, young people and their families who have been dumped on the waiting lists of formal child and adolescent mental health services and despaired of ever getting seen. Or they have been seen over and over again without being truly heard by practitioners who are stuck behind the safety of diagnosis and the clinic desk. Working with them has taught me that we need to fit in with the child, their perception of their problems and the contexts in which they are expressed, and not try to cram them into our traditional ways of doing things.


And finally, did that encounter with Mr Dobbs change the course of my career? I finished my treatment and went back to discuss my life with the Dean, as he had promised. By now I was able to appreciate medicine in its own right, stripped of all the emotional baggage it had carried from my childhood. I repeated my final student year, qualified and spent a year or more as a physician and surgeon on the hospital wards. But its influence was far deeper than that.


The treatment I had received from my own psychiatrist convinced me that this was the sort of practice that I was looking for in the rest of my career. Simon had shown me an exceptional example of humanity amongst all the technology of modern medicine, and I am sure that there are still doctors in hospital and in the community who see beyond their patient’s symptoms to the human being behind them, but in psychiatry it is the rule. Or it ought to be.


So when I had finished my stint as a physician and surgeon and was allowed to specialise in the branch of medicine to which I felt most suited, I decided to spend my next three years in a psychiatric training scheme. I tried very hard to remember that what we do best is to listen to the patient’s story, to help them explore its meaning in their life, and help them to change it where they can. But it was difficult in adult psychiatry, with its increasing emphasis on academic achievement and research rather than the ability to talk directly with patients.


I had in my head the image of a therapist, able to see a patient’s mental illness from every point of view, to offer treatment in its widest sense, and to extract from the bag of skills that I had learnt, the particular combination that the individual needed. But ‘therapist’ is a controversial title that contains within it a history of squabbling between medical and non-medical professions.


If a patient’s mental illness can result from a combination of biochemical and psychological factors, doctors trained in psychiatry ought to have the widest view of their problems and offer therapy of every form. Pills and talk, as my own psychiatrist had done.


But many psychiatrists are wedded to a narrow, medical perception of illness and could never call themselves therapists in the widest sense of the word. Correspondingly, there are therapists who can see mental illness from many angles but who are not doctors and could never give the medical component of treatment if it was necessary. Child psychiatry seemed to offer the best of both worlds and I moved naturally into it when I was allowed to specialise even further.


And here I have remained. Have my own problems made me better able to treat the problems of others? Perhaps, with one caveat. Just because I had difficulties in my own family and became depressed as a result, it doesn’t mean that another child, another young person or another family has the same experience, and that I know exactly how they feel. I don’t. The problems may be the same but everyone’s expression of them is unique. We are all experts in our own story.


If we give them room to do so and have the patience to earn their trust, children will explore that story with a refreshing directness of approach. For them the relationship is everything. With you as a person, not as a doctor with a stethoscope round his neck and certificates on the wall. Without the science to hide behind, it can be a painful experience. Feelings may be exposed on both sides of the relationship, for the patient and the therapist. But the rewards, for both of us, are huge.




CHAPTER 2


THE BENE’T STREET LADY


IT’S THE RELATIONSHIP THAT COUNTS


It is the province of knowledge to speak and it is the privilege of wisdom to listen.


Oliver Wendell Holmes, American physician, poet and essayist, in The Poet at the Breakfast Table, 1872


I once asked a student what she had seen me do. We had spent the day tramping around the Welsh Valleys, seeing families in their homes, in draughty rooms on the top floors of Miners’ Institutes, in social services training units, and in Portakabins in the school playground. We would have seen them on the street corner, if that’s where they felt comfortable.


‘Just listening, I suppose.’


I resisted the temptation to preach. It had taken me many years to learn the art of ‘just listening’ and it would take her years too. For listening is an active process. Listening with your ears, to what is being said within a family. Listening with your eyes, to what is going on between them. Listening with your heart, to the feelings they are transferring on to you as their therapist. And none of it is possible unless you have built up a trusting relationship within which all that can take place.


This principle has informed everything I have done with children and young people or within their family and carers. It is the relationship that counts, and the lesson began for me with an old lady I saw in the attic of a clinic in adult psychiatry, and who I would come to know as The Bene’t Street Lady.


I heard her coming long before I saw her. Climbing slowly up each staircase, carrying something heavy. Stopping on the landings to get her breath. Until her head appeared above the final parapet, then her chest, and finally her whole body, heaved up the last step. Tweed coat buttoned up to the neck, her hat on slightly askew. Tesco bags of groceries in each hand.


The lower you were in the pecking order, the higher your outpatient room. I was a new psychiatric trainee, the lowest of the low. I swear that half my patients never made it to the attic – gave up or died before they reached the top – but I liked it there. It was sparsely furnished with a table, two chairs and an old sofa with the horsehair sprouting out. They were a present from one of the secretaries who was clearing out her mother’s house and she had made her sons lug the whole lot up the stairs. A double wardrobe had defeated them and sat permanently empty on one of the landings. As if exhausted.


Mrs Garnett was her real name. She had been referred to our team by a GP who had diagnosed her as depressed. He had already started her, he said, on ‘one of those new antidepressants’. He was concerned that she might be suicidal and left it up to us to decide whether she should be admitted to hospital, with or without the help of the Mental Health Act.


She saw me through the open door and put her bags down on the top landing. ‘Eh, lad. Do you think I could rest myself on that settee?’


‘Of course. Come on in. Would you like a cup of tea?’


One of the advantages of being in the attic was that it was so far down to the common room that it had been given its own kitchenette. Not much more than a gas ring, but enough to make a brew in the brown WI teapot and souvenir mugs I kept in the cupboard. In my years as a newspaper reporter in Sheffield, I had met many ‘proper’ ladies. Tea was very important to them; it was a whole language of introduction. And Mrs Garnett was surely from somewhere around the Sheffield outskirts. I could tell by the accent.


I could sense the distress underneath, but on the surface she was as straight, contained and matter-of-fact as any of the ladies I had met. I would have to earn her trust, respect her formality and keep hold of my own anxiety. Go for the problem and she would take off like a startled bird.


She arranged herself on the sofa, her bags at her feet and her hat still on. She clearly didn’t intend staying long.


‘Big shop,’ I said, handing her the mug of tea. ‘Big family?’


She was quiet for a moment. ‘No. There’s only me now … but I always do my shopping on Wednesdays … can’t get out of the habit somehow.’


The silence went on but I could feel her willing me to take the next step. ‘Anyway, what’s a Sheffield woman doing in a place like this? You’re a long way from home.’


It was enough. I’ve learnt over the years that people in tragedy are desperate to tell their story. What they need is a sympathetic ear from someone not afraid to bear the sorrow they have locked up in their box, and the right key to open it up.


Mr and Mrs Garnett, she told me, were Sheffield born, bred and retired. After a lot of discussion, they had decided to sell up and move to East Anglia to be near their only child, a daughter who was married to an American airman based in the heart of the Fens. But they were only just getting settled when their son-in-law was transferred to Germany and his wife went with him. Six months later, Mr Garnett died. Mrs Garnett was left alone, washed up on an alien shore, with no one she could really call a friend. She had gone to see her GP with backache and here she was.


We talked about her daughter, the American airman, and their inability to have children. And then, with more difficulty, about her own, dead husband. She wept a little as she showed me a photograph, extracted from her purse inside the tweed coat. Hot air from the radiators flooded up the stairs, but she kept her coat on. Grief is cold.


A much younger bespectacled man in a demob suit and open-necked shirt grinned at the camera over his ice cream. His free arm was draped around a slim woman with a 1940s hairdo and a mock-serious expression. It must have been them, snapped by a passer-by on a wall in Cleethorpes, on a weekend outing. She told me that he had operated a punching machine in the factory of one of Sheffield’s ‘little maisters’ and that she had given up ideas of teaching to run the household. I’d no need of any more history. It was all there, in those spare details, a life both agonising and touching in its ordinariness.


After half an hour she got up to go. Suddenly. As if she’d remembered another appointment. She stopped at the door. ‘Do you come here often?’


‘I’m here every Wednesday morning.’


‘That’s when I do my shopping. Do you mind if I drop in? For a cuppa, you understand.’


When she was safely away, I went down to the secretaries and told them that Mrs Garnett would be back. Every Wednesday. At the same time. Book her in, but please don’t challenge her, stop her or ask her for her appointments card. Just wave her up the stairs and let her get on with it. They did, and she turned up as she said she would, with her groceries, week after week. We talked some more about her family, about Sheffield and her friends there, but mostly we talked about her husband.


Slowly, he changed from Mr Garnett into Jack. We drank tea and she brought in some of his things, more photographs and the objects that he had given her which reminded her of him. A cruet set he’d bought her in Belgium and two pink glass clogs from Holland, which had survived intact when a shelf broke and sliced through her souvenirs. And then I remembered the jacket.


My father-in-law was a pipe smoker who used a particular brand of tobacco: Gold Flake and Cherry Rub. When he was away on business, his wife would take the jacket out of the wardrobe and sniff it. Mr Garnett had a pipe in one of the photographs and I asked Mrs Garnett if his clothes smelt of tobacco too.


Her face cracked open with love, sadness, and not a little embarrassment. She told me that when she was at her lowest, when she missed him most of all, she would take his jacket to bed with her and cradle his scent in place of his body. She brought the jacket in and we laughed as I tried to guess what tobacco he had used.


Gradually Mrs Garnett began to improve, to feel stronger and to talk more about the future than the past. I began to wonder how I would end the sessions when she had never known she was a patient in the first place. As usual, she beat me to it.


‘I’m not sure how to say this,’ she said. ‘But I won’t be seeing you any more.’


I held my breath; this was no time to interrupt.


‘I’ve decided to go back to Sheffield. I didn’t want to make the decision straight away, when Jack died. It would have seemed like running away. But I’ve made up my mind now. I’ve sold the house and I’ve rented a place near where we used to live. While I look around for a new flat. That’s what Jack would have wanted. That’s where our friends are. That’s where I belong.’


She was leaving me, not me leaving her. And that’s just how it should be.


We said our goodbyes and she turned at the door, one hand on the knob. ‘Eh, lad. I’m right glad I never found that psychiatrist they sent me to see!’


At first, I was mortally offended, but the consultant I was working for put me right. When he had finished laughing.


‘That lady has just paid you the highest compliment you’re ever likely to get in this business. It’s not what you are or how far up the ladder you might have climbed; it’s who you are as a person that matters. The relationship you have with your patient. A safe space, open and honest, in which the patient feels they can tell you their most painful secrets.’


I have thanked Mrs Garnett and that consultant many times over, as I have tried to create that space for the children and families in my care. The principle is true, of course, but there are adjustments to be made.


Children have not usually come to me as autonomous beings, on their own account. I would love it if they had done, knocking on my door because they recognised their need for help and where to get it. Most of them have been referred by adults – parents, teachers and other doctors – who have felt that the children were the problem rather than anything to do with themselves. And the children are angry, sad, frightened, and made to feel guilty. Many will be determined not to say anything, if they agree to come at all; others expect it to be like a confessional box, with a penance handed out at the end.


So the relationship is a staged one. It must begin with engagement, to earn the child’s trust; it must give ample space to explore their feelings, once the trust is established; and it must take its time to say goodbye at the end, lest it compound the problems they came with in the first place. So much like Mrs Garnett, but with children that process may be even more difficult. I may have to work hard with the adults involved before I can get their ‘permission’ to create that space, and they may want instant results.


‘I want you to help my daughter,’ said a female surgeon from a neighbouring health authority, who didn’t want to be seen on her own patch. She had fought hard to reach the top of her profession and her tone was forthright and explicit; she would not put up with anything like delay.


‘Believe it or not, she’s fourteen now but she still acts like a little child. See if you can get her to grow up faster. And by the way, I can bring her every Tuesday afternoon for the next six weeks. She’s got exams after that.’


Behind those brief sentences lay a host of issues, but they would have to be approached with care. I knew on the grapevine that the surgeon was divorced, that there had been an acrimonious struggle for possession of the children, and that Tasha, the fourteen-year-old, was the only one living with her mother. Perhaps Tasha too might wonder if she would lose her mother’s love and be shipped off to join her brother and sister. And perhaps her mother’s brusque exterior hid her own worries, that Tasha might desert her in favour of the father.


My own anxieties were enormous too. I couldn’t hope to achieve much in the timetable that was laid down, and yet it would be foolish not to comply. What might a senior colleague of my employers do if I didn’t follow her instructions? Particularly to someone with a reputation for not following the rules and who many in the health authority might feel glad to see the back of. And the father, himself a local dignitary, might descend on me at any moment like the wrath of God. I might easily become part of the parental battle, just as the children had become in the courts.


Part of the engagement process is to hold on to everyone’s anxieties, including your own, while the relationship is established. Mrs Garnett was an adult and had some say in the issue, though I could have overridden her wishes and admitted her if I thought the GP’s anxieties were justified. But Tasha was tossed around on a sea of adult wishes and had no choice but to go along with them. My task was to help her find her own strengths, to explore her own identity, and to express herself, despite whatever role the adults might want her to play in their lives.


‘Why don’t we do what your mother wants to start with?’ Tasha shrugged her shoulders as her mother walked out of my clinic room door and left us to it. ‘Then we’ll see where we get to. Who knows, you might get to like it here.’


I’m not a fan of seeing children in clinics; it smacks too much of the medical model for my liking. But Tasha needed an envelope of security within which to explore her feelings. My room was as warm and safe as a womb. She could grow at her own pace there and allow out her feelings when she felt ready. She could say whatever she liked and leave it with me at the end of the session, and I would not betray her to her mother. And she could use the toys I had around if words were too difficult or too dangerous for the job.


‘Every time you come here, that’s the first animal you choose.’ Tasha was cuddling a glove puppet kangaroo, as usual. ‘Is there anything in her pouch?’  Tasha put her hand in the kangaroo’s pouch and shook her head.


‘I’m pretty sure there used to be a baby in that pouch. Why don’t you have a search around the other puppets and see if you can find it?’


Tasha searched and found it. A baby kangaroo, on the shelf where I had hidden it beforehand. And both of us knew it must be a girl.


‘What was she doing there, I wonder?’


‘She was hiding.’


‘What was she hiding from?’


‘People. Angry people. Shouting and making a noise.’


‘Has the mother missed her?’


‘She’s been looking for her. But she’s not very bright.’


‘Who’s not very bright?’


‘The mother. Her baby was there all the time. Right under her nose.’


‘Do you think you should put her back. In her mother’s pouch?’


‘For a bit. Until she doesn’t fit.’


‘Why wouldn’t she fit?’


‘Because she’ll grow up and get bigger. Then she’ll have a pouch of her own.’


The space was made, we had a relationship and her mother was content to respect it – once it began to have an effect on Tasha’s behaviour at home. Over the weeks of work with Tasha, I worried about the mother’s own needs, but I would have to get her daughter’s permission to see her now. Exactly the opposite of where we’d started from.


‘You remember you told me that the kangaroo mother wasn’t very bright?’ Tasha looked surprised. The kangaroo was sitting by itself on the shelf, her baby long since gone off again to play with the other animals.


‘Do you think someone should check on how she’s feeling too?’


‘You could.’


And I did. Tasha’s mother was bright enough intellectually, but she was as emotionally fragile as her daughter had been, and the divorce had left her scarred and defensive. I gave her some room to talk about her own feelings, independently, while Tasha was at school. We talked about her own childhood, which had been driven by professional parents who demanded academic excellence and left little space for her own wishes. And we talked about the trauma that she had gone through with her own children in turn.


‘Tasha loves you. She loves her father too, despite what he’s done. But it’s you she wants to live with. She feels safe with you.’


‘Safe?’


‘So safe, she can explore other things in life now. You don’t need to try and keep her as a little child, tied to your apron strings. Despite what you said about making her grow up faster when we first met. Leave her be, and she’ll grow up in her own good time.’


I saw Tasha again a few years later, when she was an older teenager in all sorts of appropriate bother with her friends, but nothing that her mother needed to worry about. She came to see me at her own request, to talk through her feelings about her father’s relationship with a new woman and how she might help her mother to adjust to it too.


She knew where she could get the space to think about it and the relationship to hold her, emotionally, while she did so. And the power in her life was in her own hands now.




CHAPTER 3


WAYNE, CHILDREN AND POWER


WHOSE BODY IS IT ANYWAY?


Our body is a machine for living. It is organised for that, it is its nature. Let life go on in it unhindered and let it defend itself, it will do more than if you paralyse it by encumbering it with remedies.


Leo Tolstoy: War and Peace, Bk 10, Ch. 29, 1865–9


Nothing has been more important in the history of modern medicine than the rise of patient power. No longer do we assume that doctors know best and that they are entitled to do what they will, irrespective of the patient’s wishes. Patients should be partners in their treatment, taking on board the doctor’s advice, but making their own decisions about it wherever possible. Many people would shout me down for using the word ‘patient’ itself as both demeaning and old-fashioned.


But this is not always as clear-cut as it sounds, and nowhere is it more complicated than in the world of children and their carers. Having completed all my junior posts in adult medicine, surgery and psychiatry, I came down to South Wales as a senior trainee in child and adolescent psychiatry. It was a strange title for someone with five years of experience since qualification, but I was entering a whole new sub-specialty, and however hard I tried to get rid of them, I still had the remnants of an adult’s philosophy hanging around me.


I developed a particular interest in the effects of chronic disorders on children and their families and spent much of my time working alongside paediatricians. And I was staggered straight away by the enormity of the decisions made by young patients about their illness – cancers, kidney failure, and the cystic fibrosis that destroyed their lungs. Wayne was one of the first.


One of the problems with hospitals is that they rarely have anywhere specific for adolescents to go or doctors skilled in treating them. So they sit on paediatric wards, surrounded by little children and feeling embarrassed, or on adult wards, along with dying old patients and feeling terrified. Neither is the sort of place that would encourage a debate about patient power. Wayne was fifteen and had been admitted to the paediatric ward.


His kidney function had failed after a streptococcal infection when he was a young child and he had been in treatment ever since. At first, he needed dialysis three times a week, sitting in a side room, hooked up to a machine that took his blood from his body, cleansed it and put it back. Simple if you put it that way, but simple it was not. Either physically or emotionally.


Wayne tried hard to strike a balance between his dependence on the technology and his own, separate identity as a boy. He described the machine as a friend and had a name for it: Charlie. But sometimes the fear broke through.


‘That’s me he’s been fiddling with,’ he said to me as I sat by his bedside.


His dialysis machine had gone wrong, flashed a red light and let out a piercing alarm that brought the technician running in his white coat. He spent an hour tinkering inside it with a set of screwdrivers, then walked away without so much as a word to Wayne on the end of its tubes.


‘You mean the machine?’ I said.


‘No. I mean me. The machine is part of me now.’ He was crying.


Over the years, like many children with long-term problems, Wayne became a much-loved part of the medical ‘family’. In fact, he was more of a permanent fixture than the staff. I met lots of different doctors and nurses, as they finished their placements and moved on, but Wayne was usually there when I visited the ward on my way home. His own home was much less stable and I began to realise why he preferred it in hospital. Despite the alarms.
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