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            Nathan Filer is a qualified mental health nurse. The Shock of the Fall, his novel about the life of a young man grieving the loss of his brother, was a Sunday Times bestseller and has been translated into thirty languages. It won the Costa Book of the Year, the Betty Trask Prize, the National Book Award for Popular Fiction and the Writers’ Guild Award for Best First Novel. He has written for the Guardian and the New York Times. His BBC Radio 4 documentary, The Mind in the Media, which explored portrayals of mental illness in fiction and journalism, was shortlisted for a Mind Media Award. He lives in Bristol with his wife and two children.

            Further praise for This Book Will Change Your Mind About Mental Health:

            ‘Schizophrenia has been called the heartland of modern psychiatry because the quest to understand and treat it has come almost to define the discipline … Absorbing … Filer does a brilliant job of bringing order and humanity to a seemingly chaotic scene.’ Paul Broks, Literary Review

            ‘A hard-hitting and thoughtful account of contemporary mental health practices … Mental health is “messy and chaotic” but that doesn’t mean we shouldn’t keep trying to make sense of it. This impressive book advocates that we all need to be part of the conversation.’ Ian Critchley, Sunday Times

            ‘I find Filer’s evenhanded efforts to navigate difficult terrain appealing and impressive. I have rarely learnt so much from a iibook so short on definitive answers. Filer’s humility for himself and his professions seems fitting … The tone remains questing and buoyant even as we move through lives devastated by so-called schizophrenia. I hope it will be widely read and discussed.’ Cathy Rentzenbrink, The Times

            ‘Through a distinctive style of writing that is at once conversational, confiding and challenging, he helps us open our minds to new ways of thinking about mental health, about each other, and about our own selves … It reminds us that, in many respects, when it comes to what goes on in our heads, we are all on the same human continuum.’ Bookseller Book of the Month

            ‘This moving, endlessly quotable, and extremely thought-provoking book will hopefully do just that … It feels like a gift to us all, a gift whose importance cannot be exaggerated, and whose potential we all could help to realise.’ Bristol 24/7

            ‘These true stories are fascinating, harrowing and widely varied in their outcomes … His argument is humane, cogent and, well, sane.’ Charlotte Moore, Oldie

            ‘In his first-person stories, Filer brings his novelist’s eye for detail into play … The stories are all the more compelling as they are enriched by Filer’s own personal experience as a nurse.’ Rachel Kelly, The Tablet
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            A note on confidentiality

         

         SOME OF THE PEOPLE you will encounter in this book have not been anonymised and no details of their stories have been changed. Others have been anonymised to greater or lesser degrees. Sometimes a name change was all that was requested. Elsewhere, I’ve altered locations, dates and other identifying details. These decisions were made by the people whose stories I recount. – NF

      

   


   
      
         
1
            The Language of Madness (and the beginning of our conversation)

         

         I REMEMBER THE FIRST TIME that I forcibly medicated a person against his will. It was thirteen years ago, not long after I’d qualified as a mental health nurse, and I had started my career working on a psychiatric ward providing assessment and treatment for adults in acute phases of serious mental illness.

         There was a patient (or service user or client or son or brother or friend, depending on who you ask) whom I’ll call Amit. Amit had been refusing any medication for nearly three weeks and with good reason. The medicine we were offering him contained a poison. It had been prescribed by a doctor who wished to harm him. In fact, this doctor – a consultant psychiatrist – had been struck off the medical register for his abuse of Amit during previous admissions and so was now working illegally on the ward. Many of the nursing staff knew this, and were in on it.

         During morning medication round, Amit stood in the doorway of the ward clinic, watching me closely. He watched the movement of my hands over the drugs trolley as I secretly replaced his regular tablets with harmful ones.

         He was wearing the same clothes that he’d slept in and a pair of old trainers, one with a huge split down the side. Another patient (or colleague or mother or teacher or daughter) had recently complained about Amit’s smell. Whenever he sat in the TV lounge, she said, it made her feel physically sick. The problem was that Amit knew the water supply to his room was deliberately contaminated and so hadn’t washed since he was admitted. I would try to talk to him about that again later – to find the right words – but 2for now, at least, the medication was the priority.

         I double-checked the dose on his chart, put two tablets into a clear plastic pot and held it out for him to take.

         He stared at it. We both did. I tried some words of reassurance. ‘I know you’re finding it hard to trust us at the moment, Amit. I do understand that. We think that’s all a part of you being unwell again.’

         He knew I was lying.

         ‘I’ll take them in my room,’ he said.

         I knew he was lying.

         ‘You know it doesn’t work that way. I’m sorry, but I need to see you take them.’

         He cautiously reached out and took the pot from me. He prodded at the tablets inside. His fingers were stained dark yellow from tobacco. ‘Nah. You’re all right,’ he said at last, placing the pot on top of the drugs trolley and backing out of the clinic, watching me the whole time. As he disappeared down the long corridor towards his bedroom, I wrote an ‘R’ for ‘Refused’ on his medication chart. Of course he refused. Why wouldn’t he refuse? If I were in his position, I know I would.

         But I don’t know if I would refuse with the same dignity he showed when later that afternoon the C & R team entered his bedroom.

         C & R. Control and Restraint. The legal (if controversial) techniques that mental health nurses are trained in to render a person unable to fight back. In subsequent years, this training would be rebranded as Prevention and Management of Violence and Aggression, which is reasonable if a person is smashing up the ward or threatening to hurt someone, but at times like this, for my money, the first description felt more honest.

         It had been decided in a team meeting led by the consultant 3psychiatrist that this was the last day Amit could refuse oral medication before we would use an injectable form. In the parlance of psychiatry: his mental state was deteriorating daily; he was well known to mental health services; and this was a typical presentation and pattern of his illness. If we could get him back on a stable dose of medication he’d likely respond well.

         Amit was sitting on his bed, smoking and tuning through the static on a portable radio. He was talking to somebody that none of us could see. He looked up. There were five of us.

         ‘Do I have to beg you?’ he asked.

         A colleague of mine explained his options, such as they were. But that’s the bit that stayed with me. Do I have to beg you? It’s why I struggled to keep my hands from shaking as he was eventually held down on his bed and I administered the injection. He didn’t put up a fight. We weren’t preventing and managing violence and aggression. From Amit’s perspective, I don’t doubt we were perpetrating it. In that moment, however good my intentions, I was knowingly participating in his suffering.

         
            *

         

         It was around this time that I began to write a novel. I was living in a small shared flat in inner-city Bristol, and between shifts on the ward I would sit for long hours at my desk – or more often pace the floorboards in the hope that the physical movement of my body might somehow dislodge some inspiration from whatever stone in my brain it was hiding beneath.

         I was imagining the life of a young man who was suffering from the symptoms of a strange and commonly misunderstood illness (or disease or condition or trauma or phenomenon or curse or gift, depending on who you ask), and also the lives of this man’s family and friends. This was a work of fiction but it was fiction that drew upon my very real feelings about working 4in mental healthcare, as well as many of my personal childhood experiences. I reckon that’s where imagination comes from. Whether consciously or unconsciously, we dig up memories of our experiences – what we’ve seen and done and read and felt and hoped and fucked up and desired and regretted and all the rest of it – and then we reshape them a bit here, a bit there, until they resemble something entirely new. For the protagonist in my novel, though, experience and imagination had become inseparably tangled so that he no longer knew what was real and what was happening only inside his head. For me, understanding and responding to what this character was going through was principally an imaginative exercise. Or put another way: an act of empathy.

         This is something that writing a novel (and reading one) and mental healthcare have in common. To do each of them well requires bucketloads of empathy; of striving to understand and share the feelings of other people. Of course, as an author of fiction, I was also responsible for creating the very problems that I then had to empathise with. Though, thinking about Amit, I probably did that as a nurse quite often too.

         
            *

         

         So my protagonist was having a hard time.

         I decided not to diagnose him in the novel, but if I had, I’d have probably landed on schizophrenia.

         Schizophrenia

         What a word, huh?

         I wonder if you might consider trying something for me? Say the word ‘schizophrenia’ out loud a few times. Not beneath your breath. Really say it. Say it loud enough that you feel self-conscious; 5that you worry someone will hear. Say it loud enough that someone might hear.

         Feel the shape of it. Stay with it. Think about what that word evokes in you. What thoughts does it arrive with? What feelings?

         Okay. That’s the interactive part of this book over with. I promise I’ll just let you read now. But please remember this as you do so: whole lives have disappeared beneath that word.

         Schizophrenia is derived from the Greek skhizein, ‘to split’, and phrēn, ‘mind’. Small wonder then that the perception of a divided person with two or more distinct personalities has endured so immutably in the public imagination. It’s utter nonsense though.

         Let’s be clear about this from the start: schizophrenia does not mean split personality. Neither does it mean multiple personality. But declaring what it isn’t is a good deal easier than asserting what it is.

         There’s credible and often heated debate across the fields of psychiatry, psychology, genetics, neuroscience and various mental health charities and campaign groups over everything from causes and risk factors to categorisation and treatments, and indeed as to whether the whole concept of the diagnosis has outlasted its usefulness (if it ever was useful) and should be rebuilt from scratch or abandoned entirely.

         If we tentatively take a seat in this debate the first thing that will become clear is that there is no uncontroversial language when talking about mental illness – and that includes the phrase ‘mental illness’.

         On the whole, the controversy around a term tends to relate to how medical it feels. Take the collective noun for people accessing mental health services. It was during my own nursing training that the word ‘patient’ fell almost entirely out of favour and we were 6encouraged instead to adopt ‘service user’ – to the confusion of many service users, granted.

         In fact, the term had been a long time coming. It was the fruit of decades of campaigning by people who had themselves been ‘patients’ within the psychiatric system and who roundly rejected the medical connotations of the term: that it implies a doctor-knows-best passivity, compounding feelings of disempowerment. The term ‘service user’ was preferred because it defines a group by precisely that – its use of services, rather than by a sick role.

         So already we can see the beginnings of an ideological split. If you’re a user of mental health services and believe that your distressing thoughts and feelings are an illness, presumably located within your brain, and essentially the same as any physical illness, then you might well prefer to think of yourself as a patient. After all, if you’re the same as those patients receiving care for broken bones and pneumonia and cancer and diabetes and chest infections then why should you be called something different?

         However, if you’re of the view – shared by many people, including many mental health professionals – that even the most alarming of your thoughts, and the most extreme changes in your moods, and your most uncharacteristic behaviours are not symptomatic of illness so much as a natural response to undischarged trauma or painful life events, then to see this wrapped up in the medical language of diagnosis that inevitably begins with you being declared a ‘patient’ might feel seriously problematic.

         ‘Service user’ was generally considered the more neutral term and so gained traction. But what about people like Amit? People who are detained in hospitals and medicated against their will? Does the collective noun of service user really cut it for them? Can we in all conscience say they are using mental health services?

         Probably not. 7

         Today there’s a growing minority of people who eschew both terms and collectively self-identify as ‘survivors’, while the Council of the Royal College of Psychiatrists recently recommitted to ‘patient’. And if all this sounds complicated and fraught with politics it’s because it absolutely is. We’ve barely scratched the surface.1

         It might be tempting to roll our eyes at this point.

         To quote the protagonist of my novel, upon him hearing the term ‘service user’ for the first time:

         
            They have a bunch of names for us. Service Users must be the latest. I think there must be people who get paid to decide this shit.

            I thought about Steve. He’s definitely the sort to say Service User. He’d say it like he deserved a knighthood for being all sensitive and empowering.2

         

         (Steve, incidentally, is a mental health worker inspired by what I felt to be my own worst professional traits.)

         I offer the quote because I think it’s no bad thing to uphold a little cynicism. As with any impassioned debate, there are almost certainly elements of self-interest and prejudice on all sides. That said, I also believe it would be a grave mistake to dismiss any of this as unimportant. Yes, it’s a dispute about language, but in the mad, mad world of mental healthcare language is everything. A simple truth, which we will confront in more detail later, is that the overwhelming majority of psychiatric diagnoses aren’t arrived at by looking at blood tests or brain scans or anything of the sort. Rather, it is the words people say – or do not say – as interpreted by professionals, that as much as anything else will determine a diagnosis.

         And the language of diagnosis, for better or worse, has the power to profoundly alter people’s lives. 8

         This brings us back to the word we were speaking out loud a few moments ago. And if something as seemingly innocuous as a simple word like ‘patient’ is the subject of such controversy, we can now begin to imagine the dark storms of debate swirling around the truly immense subject of ‘schizophrenia’.

         It is with this in mind that I want to make a commitment. From this paragraph forth the terminology in this book will either directly reflect that used by the people I meet (or whose writings I quote from) or else will strive to acknowledge that the most commonly used terms, as adopted largely from the world of medicine, represent only one way of thinking. To this end, schizophrenia will become so-called schizophrenia and a mental illness, a so-called mental illness. Or else I will use inverted commas or some other indicator to keep us mindful that there exist alternative narratives.

         The novelist in me is cringing at the unwieldiness of this (while some other part of me doesn’t especially enjoy being perched on this decidedly splintery fence), but I hope it will be seen for what it is: a genuine attempt to be respectful to both those who find comfort in the language of medicine and those who have been injured by it.

         Okay. Let’s try it out.

         The controversies surrounding so-called schizophrenia are as old as the ‘illness’ itself.

         There. That wasn’t so difficult.

         
            *

         

         Now, as to precisely how old so-called schizophrenia is, needless to say, there’s some debate.

         On the whole, its discovery – or invention – is credited to the German psychiatrist Emil Kraepelin (1856–1926). He was the first physician to describe a ‘precocious madness’ that he observed in 9psychiatric patients and incorrectly hypothesised to be an early onset brain disease causing cognitive disintegration. He named this ‘dementia praecox’. Then, during a lecture in Berlin on 24 April 1908, Kraepelin’s contemporary Eugen Bleuler (1857–1939) made the successful case for a rebrand: ‘schizophrenia’ was born.

         What Kraepelin and Bleuler could not have anticipated was that their mysterious new disorder with its exotic-sounding name would in time come to be seen as the very heartland of psychiatry; the condition that defines the discipline.3 Such is the seriousness and complexity of the disorder that to understand it, so this theory goes, is to understand mental health.

         It is for precisely this reason that this book will use the diagnosis of ‘schizophrenia’ as the landscape from which to explore broader notions of health, suffering and the whole curious absurdity of being human. This terrain is far from peaceful. The heartland is the bloody battleground upon which the fiercest ideological disputes about madness and its meanings are fought.*

         Believe me when I tell you that these disputes are fierce. Many of the issues we will cover in this book are also right at this moment being debated by leading mental health clinicians and academics, and if you happen to take a cursory look on social media to find these debates you won’t have to scroll for very long before you encounter what Mental Health Today calls a ‘bitter adversarial dynamic’.4 Curiously, a great deal of this acrimony exists between two professional guilds that work closely alongside each other and that many people assume are one and the same thing. I’m talking here about the distinct but related disciplines of psychiatry and psychology.

         10The lexicon of mental healthcare involves a lot of these ‘psych’ words. It’s a prefix that occurs in this book 343 times.† These words will, at least at first glance, feel familiar to most readers. They’ve found their way into common parlance through popular culture. However, they’re often misused and confused. And that’s for the very good reason that they’re confusing.

         So let’s spend a moment getting to grips with a few of them.

         Psychology

         Psychology is the broadest of all the ‘psych’ words that appear in these pages. It is the scientific and social study of all aspects of our mental and behavioural lives. It’s a discipline of enormous scope and diversity (if you’re thinking or feeling it, psychology has a theory about it).

         Clinical psychology is one of many specialisms within this field and is the one that is most pertinent to us here. It focuses on understanding, preventing and treating mental distress and dysfunction – often framed as ‘mental illness’. Clinical psychologists must do an undergraduate degree in psychology and a further three-year postgraduate training at doctoral level.

         The main method of treatment employed by psychologists is called psychotherapy (yet another ‘psych-’ word). Sometimes we simply call this ‘talking therapy’. There are countless iterations of talking therapies, ranging from psychoanalysis, as developed by Sigmund Freud in the late 1800s, to the currently more fashionable mindfulness-based therapies and Cognitive Behavioural Therapy (CBT).

         11Many of the professionals that we will hear from in this book are clinical psychologists.

         Psychiatry

         In contrast to psychology, psychiatry is a medical profession. Psychiatrists are medical doctors who do the usual five-year training at medical school before going on to specialise in mental health.

         They are similarly concerned with mental distress, though they often place a greater emphasis on biological causes and medical treatments. In other words, they frame mental illness – at least in part – as the consequence of chemical imbalances within the brain, which other chemicals might be used to redress. Psychiatrists (unlike clinical psychologists) will therefore frequently prescribe medication, although it’s important to add that many psychiatrists offer talking therapies too.

         In the UK, psychiatrists are also charged with making more decisions regarding the detention and enforced treatment of people under the Mental Health Act.

         In the NHS – and in most western healthcare systems – it is a biomedical approach, as most closely associated with psychiatry, that has become the dominant paradigm for conceptualising and treating serious mental distress.

         This has not always been the case. In our long history of trying to get to grips with human madness, different ideologies have enjoyed their moment in the sun. Go back far enough and we inevitably encounter demons and spirits (which still feature in some cultures, of course).

         Even as recently as the twentieth century, the newly conceived profession of psychiatry wasn’t overly concerned with biological 12mechanisms.‡ Or rather, after an initial and ultimately fruitless effort to find madness spelled out on the physical matter of the brain, it turned its attention instead to psychoanalysis, and for many years a person’s life history and childhood were deemed to be most significant when trying to understand and treat them.

         It was only in the decades after the Second World War, crucially coinciding with the invention of new medications and the publication of a now legendary classification system for mental disorders (more on these things later), that modern psychiatry nailed its colours to the mast as a truly medical discipline, in the sense that we understand the term today.

         Many people – including numerous psychiatrists, other health professionals and people who use psychiatric services – believe that this represents good progress and is a clear sign that we’re heading in the right direction.

         Many other people – including numerous psychiatrists, other health professionals and people who use psychiatric services – are profoundly critical of this, and fear we’re doing more harm than good.

         Psychosis

         Of all the ‘psych-’ words in this book, the one most loaded with popular misconceptions is psychosis. It’s an important one for us, not least because it’s generally considered to be a defining feature of so-called schizophrenia.

         13I remember the first time that I encountered this word in a clinical setting.

         I was nineteen years old and was beginning my career in mental health as a health care assistant, providing short-term cover for wards with staff shortages. HCAs are often highly skilled and well-trained members of a hospital workforce. I was not. My interview for the job, such as it was, can’t have lasted more than ten minutes and was mostly concerned with my availability. My point is that I knew nothing. I remember arriving for my first shift. It was at a psychiatric hospital on the outskirts of Bristol, in the green and leafy grounds of an old Victorian workhouse and lunatic asylum. A crackly intercom on the locked front door instructed me to head to the nursing office. I hesitated. With all the usual anxieties that come with starting any new job there was something else in the mix. Until this point my only real experience of so-called serious mental illness had come from the stuff I’d discovered second-hand, from books, films, TV and the tabloid newspapers that my parents read throughout my childhood. My head was filled with preconceptions and misconceptions about mental institutions, asylums, madhouses and the kinds of people in them.

         I feverishly scribbled down notes as, one by one, nurses from the previous shift came into a cluttered office to hand over relevant details about the patients they’d been working with, and what needed to be done during the rest of the day. I’d never written the word ‘psychotic’ before. I wasn’t even sure how to spell it. But now I was writing it over and over. I didn’t know what it meant, but it came with a feeling attached – a physical feeling, a perceptible tightening in my chest.

         During that first shift, I spent most of my time sitting in a dreary smoking room, drinking tea with ‘psychotic people’, and wondering what I was meant to say. I remember meeting a woman who 14was recovering from a first episode of what may have been ‘bipolar disorder’ – she was getting better, but she was terribly shaken. She took a long drag of her cigarette and told me that before she came onto the ward she hadn’t known such places really existed.5

         Me neither, I thought.

         
            *

         

         Though not an especially precise term, at its broadest and most simplistic psychosis describes the phenomenon of a person losing contact with reality – or, at any rate, losing contact with what most other people perceive as reality.

         It’s not considered to be an illness or disease in and of itself, though it can certainly be symptomatic of disease. It’s a typical feature in most forms of dementia, for instance.

         Many of us will experience psychosis at some point in our lives; we may even actively pursue it. It’s the desired effect of numerous recreational drugs. If you try LSD and it doesn’t radically distort your experience of reality, then I suggest you find a new dealer.

         Importantly, what we call psychosis can also be a response to extreme stress or trauma. As we’ll revisit later, for many people it might best be understood as a kind of psychological adaptation, a coping strategy gone awry or a form of storytelling carried out within the mind as a response to unbearably painful life events. Whatever its cause, psychosis is commonly experienced through hallucinations and delusions. Hallucination is the medical name given to false sensory experiences, such as hearing voices or seeing things that other people can’t. Delusions are usually false and bizarre beliefs that are held with conviction and are unresponsive to evidence proving them to be wrong. Amit’s belief that we were contaminating the water supply to his bedroom could be described as a delusion. It might also be described as an understandable response to what was happening to him. 15

         Most people who are diagnosed as having schizophrenia experience this kind of detachment from reality. Often – though not always – this is deeply distressing and can lead to strange behaviours as the person tries to navigate and survive in their altered, hostile world.

         
            *

         

         Psychosis may be a major feature of so-called schizophrenia, but it’s by no means the whole picture.

         Other symptoms can include: a disintegration in the process of thinking; disorganised speech; disorganised behaviour; flattened or incongruous emotional responses; impaired attention and significant social withdrawal.

         These are often sub-categorised (a little confusingly) into positive and negative symptoms. In this case positive doesn’t signify a symptom being beneficial or good, but rather that it’s an addition to a person’s consciousness. Hallucinations and delusions are therefore positive symptoms, whereas social withdrawal, avolition (a lack of motivation to accomplish purposeful, even pleasurable tasks) and poverty of speech are negative symptoms, as they each represent something that has been lost.

         In a popular TED talk, Professor Elyn Saks, an expert in mental health who herself lives with a schizophrenia diagnosis, asserts: ‘The schizophrenic mind is not split but shattered.’6 It’s also a surprisingly common phenomenon. A statistic bandied around for years is that worldwide it affects around one in every hundred people, though this distribution is far from even.7 The rates of psychotic disorders, including so-called schizophrenia, are higher in men than women. They are also higher in younger age groups, and in racial and ethnic minorities. And there’s huge variation, not only by person but by place. More on that later. 16

         
            *

         

         I mentioned that not long after I’d finished my training and began working as a registered mental health nurse, I also started to try to write a novel. There’s a nice Peter Cook quote that pretty much sums up my experience of this: ‘I met a man at a party. He said, “I’m writing a novel.” I said, “Oh really? Neither am I.”’

         Yet a mere nine years after I’d first sat in front of my computer to stare hopelessly at a blank page, my novel was – by some miracle – finished and on the shelves.§ A lot can happen in nine years. I’d left frontline nursing to work in mental health research at the University of Bristol. I’d also had a baby daughter, got married, and was wondering whether I should maybe try and write another book one day and if my own mental health would survive it. Then the emails arrived through the contact page of my shiny new author website.

         They were from people I’d never met but who had read my fictional account of a young man with ‘schizophrenia’ and had taken the time to reach out and share their own stories – true stories – sometimes because they were similar; sometimes because they were wholly different.

         And this conversation grew as I continued to meet more people through my work writing and speaking about mental health.

         Many of the stories told to me were upsetting, others hopeful. Rarely did they have the kind of neatly conceived beginning, middle and end that as a novelist I had the luxury to craft. A truth about the strange phenomenon we call mental illness is that it’s messy and chaotic; it can be extremely difficult to make sense of, but that 17doesn’t mean we shouldn’t try. There’s a fragility to the mental health of everyone. It serves us all to be part of the conversation. 

         That’s what this book is: a part of the conversation.

         
            *

         

         I’d like to introduce you to some people that I’ve been fortunate enough to meet. I’m going to tell you their stories and after each story I’ll reflect a little on what it might teach us and what questions it raises.

         We will consider such topics as stigma (and why the current conversations around stigma could be missing the point); diagnosis (and why psychiatric diagnostics is on seriously shaky ground); the causes of ‘mental illness’ (and why nobody can say with absolute certainty what makes any given individual become ‘unwell’); delusions and hallucinations (and how these are a part of all of our lives, all of the time); and psychiatric medication (including the things that ‘patient information leaflets’ don’t tell us).

         In debates characterised by increasingly polarised positions, we’ll attempt the more revolutionary approach of trying to keep an open mind.

         In this way, I hope that we’ll untangle a few of the more pernicious myths and stereotypes that the very word ‘schizophrenia’ so stubbornly evokes, and also that we’ll arrive at some clarity about our own mental wellbeing and that of others.

         The Mad Hatter (the one from Batman, not Alice’s Adventures in Wonderland) once explained that trying to understand madness with logic is ‘not unlike searching for darkness with a torch’.8 Putting aside that he was an evil supervillain, and maybe not the best exemplar of mental health portrayals in fiction, he still had a point. The logic of scientific research – which will certainly form a part of this book – can only take us so far. There is another part of the thing we call ‘mental illness’ that will for ever exist beyond 18the reach of statistical analysis, probabilities and distribution curves, or the otherworldly pictures of neurochemical imaging.

         It is the person. It is their story.

         Sitting in that hospital smoking room during my first shift as a care assistant, I was too nervous to open my mouth. I had no idea what to say, which by chance meant I probably did the best thing. I listened. It’s not always possible to find the right words but we can still be part of the conversation. We can walk with people for a bit, sit with them, hear them.

         
            Notes

            1 For an interesting debate about what is the most appropriate collective noun to describe those of us who use mental health services, read: Christmas, David M. B., and Sweeney, Angela, ‘Service User, Patient, Survivor or Client … Has the Time Come to Return to “Patient”?’, British Journal of Psychiatry 209 (2016), 9–13.

            2 Filer, N., The Shock of the Fall (HarperCollins, 2013), 233.

            3 Goodwin, G. M., and Geddes, J. R., ‘What Is the Heartland of Psychiatry?’, British Journal of Psychiatry 191 (2007), 189–91.

            4 ‘Psychiatrists and Psychologists Pledge to End “Bitter” Adversarial Dynamic’, Mental Health Today, 27 November 2018. https://www.mentalhealthtoday.co.uk/news/mental-health-profession/psychiatrists-and-psychologists-pledges-to-end-bitter-adversarial-dynamic

            5 In describing my first day of working on a psychiatric ward I have quoted from my own BBC Radio 4 documentary, The Mind in the Media. https://www.bbc.co.uk/programmes/b08hl265

            6 Elyn Saks’s TED talk is ‘A Tale of Mental Illness – from the Inside’, www.ted.com/talks/elyn_saks_seeing_mental_illness/She also describes her experiences in extraordinarily vivid detail in her memoir, The Centre Cannot Hold (Hachette, 2007).

            7 For a heartbreakingly poetic take on the ‘one in a hundred’ statistic, read: Uninvited Guest by Jenny Robertson (Triangle, 1997).

            8 ‘Mimsy Were the Borogoves’, Detective Comics 1, no. 789 (2003).

         

         
            * I first read about schizophrenia being referred to as the heartland in The British Journal of Psychiatry. It’s an emotive, strangely territorial description. It’s not a phrase used today, but it remains apt to describe what is a highly emotive and proprietorial debate.

            † To put that in perspective, it’s 340 times more often than Ant McPartlin and Declan Donnelly implored us to watch them ‘wreck the mic – psyche!’ in their 1994 debut studio album Psyche.

            ‡ Psychiatry was officially created in 1808 when the German physician Johann Christian Reil had the neat idea of joining together the Greek terms psyche, meaning ‘soul’ or ‘spirit’ (and so casting Ant and Dec’s later work into its truly philosophical context), and –iatry, meaning ‘medical treatment’.

            § So yes, needless to say, I found writing a novel really, really, really difficult and frequently responded to this by not writing it. This is a well-established technique for the first-time novelist and one that I wholeheartedly endorse.
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            THE JOURNALIST

         

         The fugitive

         UPON BEING NAMED BRITAIN’S most wanted criminal, twenty-nine-year-old Molly went to her local supermarket, where she bought a bottle of bleach to drink.

         She stopped briefly to look at the rack of newspapers and her worst fears were confirmed. The Daily Mirror – a newspaper she had previously contributed articles to – had launched a hate campaign against her. The other papers each carried headlines and stories pertaining to her crimes. These included the false imprisonment and sexual assault of a friend she knew from her university days; her suspected role in the unsolved murder of a young man at a London squat party; and her involvement in a conspiracy to detonate a bomb in Canary Wharf shortly after 9/11. There were other crimes, too numerous for Molly to recall. Her double life was coming to an end. The police were closing in. Helicopters circled the night sky.

         Clutching her bottle of bleach, Molly hurried back home. These streets were unfamiliar. Over the past ten years, Molly had moved around a lot, rarely staying at a job or flat for more than a few months. Mostly she moved around London, and a couple of times to New York. Recently she’d lived and worked in the south of England as a university lecturer. That’s where things really started to unravel, but there was no point thinking about that any more. Right now she was in a rundown neighbourhood of inner-city Birmingham, avoiding eye contact with everyone she passed, convinced they knew exactly who she was and exactly 20what she had done. More strangely: these people also knew what she was about to do. And they were pleased about it. Thank God she’s finally going to die.

         Back at her flat, Molly took a mug from the shared kitchen and shut herself in her bedroom.

         She filled the mug with bleach, and drank it.

         
            *

         

         Seven years later she can still taste it: the thickness, the bitterness.

         We are chatting together in Molly’s immaculate, art-filled living room at her home in Derby – a vintage suitcase is open on the carpet between us, spilling out clippings of her many articles and editorials for national tabloids, glossy fashion mags, obscure low-res fanzines and serious scientific newsletters.

         She struggles not to gag at the memory. ‘It’s just hard,’ she explains. ‘Thinking about that horrible room, and my flatmates not knowing what was going on. My family so unsupportive.’

         The Waltons and the Cluster Fuck

         Molly grew up in Castleton, a picturesque village at the edge of the Hope Valley in the Derbyshire Peak District. Her mum was a housewife; her dad sold antiques. She describes her early years as idyllic – at least, that’s how her mum liked to think of them. She would make clothes for Molly and her younger sister. She made their school uniforms. She even made the jam that went in the brown bread sandwiches in their lunch boxes. Molly hints at there being an affected quality to all this: ‘I think Mum liked to believe we were the Waltons.’ Her parents had grown up poor on council estates but money was no longer a problem. Her dad’s business was doing extremely well. They were getting wealthy under Thatcher, rapidly climbing the socio-economic ladder. I ask Molly 21if she considers her upbringing to have been typically middle-class, but she shakes her head and settles on ‘nouveau riche’.

         She recalls that at eight years old, prior to starting middle school, she begged to be sent to a private school. She was unusually driven and can distinctly recall speaking with a friend’s parents in the village and them impressing upon her how important it was to get the best possible start in life. In the event, Molly was sent to the local state school and her dad bought a new BMW. Many years later, as part of something Molly calls ‘Project Dad’ she would find out exactly the cost of that BMW and the cost of the tuition fees.

         Nevertheless, Molly thrived at school. She was pretty, popular and ambitious. She became a member of the Press Pack for BBC Newsround and used to write plays and radio shows that she’d rehearse and perform with her friends. She was also eccentric. ‘I used to make things up,’ she tells me. ‘I’d go to the headmaster and say things like, “Did you know it’s National Pizza Day today?” and try to get him to order pizzas.’ She started her own gym class in the school gym and persuaded other children to sign up. She was constantly dreaming up elaborate schemes, and in telling me about them she borrows a term straight out of a psychiatric textbook: flight of ideas. It’s a phrase commonly associated with the so-called manic disorders such as bipolar, and describes a rapid flow of thought with abrupt changes from one idea to the next.

         It’s also – of course – a perfectly normal characteristic of an energetic and intellectually curious child. I pause on it only because of what Molly says next: ‘I was never bullied for being different. But I was different.’

         
            *

         

         ‘Your dad’s done something terrible,’ Molly’s mum told her. ‘It’s not your fault.’ 22

         Molly was eleven years old and was hiding in the loo. She’d been listening to her mum screaming at her dad to leave them alone. ‘The children are asleep, the children are asleep!’

         He was smashing down the front door.

         The terrible thing, according to Molly’s mum, was that her dad was having an affair. What followed was a violent and intensely acrimonious breakdown of their marriage, with Molly and her younger sister caught in the middle. Her sister dealt with the trauma by closing down, shutting herself away in her room and not talking to anyone.

         It was Molly whom their mum frequently confided in. She began drinking heavily and would drunkenly wake Molly up late at night, sit on her bed and talk about what a bastard her dad was. It was a horrible time. The end of the Waltons and the start of what Molly now calls the Cluster Fuck.

         No longer getting the right kind of love at home, she began acting out at school. By age twelve she was frequently bunking off, heading out into the countryside with friends and smoking weed or getting plastered on White Lightning until she was sick. By fourteen or fifteen she had discovered clubbing and harder drugs. She started taking a lot of speed (£5 wraps of ‘Pink Champagne’ that she’d bomb or snort). Molly was losing her way in life. On one occasion she walked out of a drama class to smoke in the toilets and tried to start a fire. The toilet roll was hanging in a plastic shell and she set it alight. She was bored, angsty and couldn’t give a fuck. Gone were her childhood ambitions. When she eventually left school with four Cs at GCSE, her only plan was to get a job as a cleaner, buy nice dresses and go clubbing.

         I wonder what her parents made of all this? Molly is succinct: ‘Mum tried her best, but you can’t bring up young children when you’re drunk.’ 23

         Her dad, now living with his new girlfriend, stepped up. In a small twist of irony, he bribed Molly to stay in education with the promise of buying her a new car – a black Fiat Uno with alloy wheels. She enrolled at a local college to do a BTEC in fashion design. She picked it because she thought it’d be a doss. It turned out she had a talent for it. Yet her mental state remained, in her words, on a knife edge. She recalls a day at college, an illustration lesson. She’d just returned to class from a cigarette break, took her seat, and fell to pieces. Huge, heaving, noisy sobs for what might have been half an hour, with nobody able to console her. In the end the tutor had no choice but to send her home. To this day, Molly has no idea what came over her. It was also at college that, following a break-up with a boyfriend, Molly began abusing laxatives, becoming what she calls a ‘functioning bulimic’.

         For all this, she did well on the course, and a couple of years later successfully applied to study fashion at Middlesex University, attending the interview wearing a dress she’d made herself. She moved to London, into a small council flat in Bethnal Green. This flat was done out in a sixties style, complete with orange laminate surfaces. Molly loved it. She bought vintage peacock chairs, a Tretchikoff print to hang on the wall. She liked her flatmate, liked the course. She was making a home. She’d finally pulled through the Cluster Fuck. Then things took a turn for the worse.

         Rebirthing

         It’s a bit blurry but it went something like this. Molly was in the Student Union bar and wasn’t feeling too great. She was worried about her mum’s drinking, and that since moving to London she wasn’t there to help her. She was worried that her dad didn’t help either. She was worried that she wasn’t as thin as the other girls on 24her course. She was worried that her flatmate wanted them to move out of their place in Bethnal Green and find somewhere bigger with a third person. She was worried about why this worried her so much, and was feeling confused about her sexuality. She must have looked distressed, because someone approached to offer comfort.

         Molly knew this girl a little from the course. She was from South Korea, and to Molly she was an impressive figure: worldly and composed. Molly felt touched that she was even giving her the time of day – asking what was wrong, offering encouragement. She had already begun to think of her as an angel when the girl said, ‘You will see the light.’

         For the next week Molly ate nothing but Farley’s Rusks. She didn’t tell anyone what she was doing but she knew instinctively that to ‘see the light’ she would need to ‘rebirth herself’ – a process that became tangled up in her already complicated relationship with food. By eating the rusks she would get back in touch with her inner child. Nothing happened though, so Molly realised she needed to up her game. If she stopped eating altogether she would move into an altered consciousness and find God there. For the next seven months she ate only to survive. Half a Ryvita for breakfast, and a low-calorie soup with half a boiled onion later in the day. It was still too much so she returned to abusing laxatives, eating up to two whole packets at a time. She became skeletally thin, stopped menstruating and constantly came down with viruses and infections. Then one night Molly went out clubbing with friends and took some ecstasy. She stepped outside for a cigarette and whatever she said to the bouncer made him concerned enough that he told her she needed to find her friends and go home. She only remembers a powerful sense of being completely lost in the world. The next day, she woke up certain that she had committed a terrible crime, and that the police were coming to get her. 25

         Sniff, sniff

         And so began Molly’s life as a fugitive. It was also around this time that she started working for a national broadsheet newspaper.

         This was her second year of university and she had arranged a placement with the paper’s fashion desk. It was fairly menial work, mostly sorting clothes for photoshoots, then packing them away to return to the suppliers. Other work experience students didn’t want to do that sort of thing; they wanted to be writing the stories. But Molly was fine with it. By this time she hoped to become a fashion assistant, and this seemed as good a way in as any. After the two-week placement, the paper offered to keep her on for a day a week. She says she was their ‘Girl Friday’. In return for her services they paid for her weekly travelcard.

         Her colleagues liked her. She worked hard and was personable. She was also stylish, attractive, thin as a rake, and more than prepared to party hard. She was a natural fit for the world of fashion. ‘Fashion has its own kind of bulimia,’ she tells me. ‘It latches on to anything young and new, then when you get older it regurgitates you.’

         By this time she was living in a house in Homerton, East London, with a couple of third years. One evening Molly locked herself out – she was losing her keys and credit cards all the time. Both of her housemates were away, and so Molly waited in a local pub drinking pints of Guinness, which she considered a substitute for food. She drank a lot that night, then at closing time – upon being kicked out – she became horribly afraid. She stills feels some justification for this. The area was infamous at the time for its high crime rates, the so-called ‘murder mile’. Molly smashed a kitchen window to get inside her house. When her housemate returned later and saw the damage, she screamed at Molly, ‘So you’re an alcoholic as well as an 26anorexic now.’ She then burst into tears. It was the end of their friendship, and Molly felt forced to move out.

         At the newspaper, though, she felt more accepted. She felt safe there. ‘Even though they’re a pool of sharks,’ she laughs. Molly was promoted to the role of fashion assistant, supporting the deputy fashion editor. She was making this job her life and dropped out of university.

         She had still received no professional input about her eating or any of her strange thoughts. Nobody in her life had suggested that she might need help. ‘I wonder if it happened today if it would be different?’ she considers. ‘If people would be more supportive. But I didn’t think to share my thoughts. I didn’t think your thoughts could be unwell.’ She did, however, decide that she ought to try to put on some weight. At its lowest, Molly’s weight plummeted to little more than five stone. She was now up to around seven stone, but at five foot seven she knew she still needed to put on more. Her strategy was to smoke weed: ‘To help relax at work and to get the munchies.’ She bought some skunk at London Bridge and went back home to the flat in Catford where she was now lodging. Molly smoked the skunk in the back garden, then went inside and lay on her bed. That’s when the people started watching her. Her friends and her colleagues. They could all see her and they all knew what she was doing in her bedroom.

         And what was she doing?

         ‘Blinking. They were watching my blinking. Should I blink? Should I keep my eyes open or close them? People were laughing at me, ridiculing me. My blinking was wrong.’

         The next night she did it all over again.

         Of course, Molly isn’t the first person to have felt a bit strange after smoking strong cannabis. The problem was that increasingly strange things were starting to happen in her life even when she 27wasn’t using drugs. It was around this time that she befriended a group of squatters and was going to squat parties. She lost her keys at one of these in Shoreditch, returning the next morning to get them. Her friends left her waiting at the door for the longest time, then when they eventually invited her in they showed her an art project that a couple of them were working on. Black-and-white photographs of people crying. One of them was of a man crying, curled up on the floor, naked. This made sense. It was because Molly had done something terrible at the party and the photo was her friends’ way of telling her how she ought to be feeling.

         It was also around this time, following a one-night stand with a guy she met at a gallery opening in Brick Lane, that Molly decided to get a coil fitted. Except this was no ordinary coil. She only realised as she walked away from the sexual health clinic that they had fitted a camera into her womb. This too made perfect sense. It was MI5’s way of tracking her.

         
            *

         

         I want to check something with Molly at this point. It’s occurred to me that these two beliefs have quite different qualities. On the one hand there is the abstract, almost dreamlike notion that the photograph of the crying man was a signpost to how she should be feeling. Then there is – to my mind, anyway – the markedly more concrete belief that her contraceptive coil was a piece of spy equipment, one that had been placed inside her by MI5 with the specific purpose of tracking her movements. There is nothing intangible about that. It’s not a vague paranoia about what people might be thinking. The coil was in place. It was either an MI5 camera or it wasn’t.

         I pause on it because I want to understand the way these more bizarre beliefs take hold compared to her other beliefs. 28

         We frequently challenge and doubt information that we receive from, let’s call it, ‘the real world’. For example, if we watch a reality TV show, we might decide that everything we are watching is entirely real and true to life, but equally we might be sceptical about certain elements, or indeed we might consider the whole thing to be contrived. Our understanding of the world is obviously informed by our experiences but we also have within us the faculty to doubt the veracity of these experiences, and to alter our beliefs in the wake of additional evidence. I’m trying to understand whether it was intrinsic to the nature of Molly’s more unusual beliefs that they left no room for doubt.
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