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Dr Jessica Schleider, PhD is a clinical psychology professor, a trained therapist and an international expert on single-session mental health interventions: brief, carefully constructed programmes that teach new ways of thinking, coping or relating to the self and others. To date, more than sixty trials from around the world have shown that, if constructed with care, even the briefest of therapeutic experiences can help people cope with problems from depression to anger to anxiety, and benefits can be lasting. In fact, it was Dr Schleider’s own experience with mental illness – and the moment during treatment that sparked her journey towards recovery – that first convinced her that brief, meaningful experiences (including self-guided ones!) can spur long-term change. Drawing on decades of research on single-session interventions, interviews with leading psychotherapy experts and diverse personal narratives of mental illness recovery, this book will unpack how people with mental health needs can facilitate, seek out and learn from ‘moments that matter’ – and how improved understanding of brief therapeutic experiences may change the mental healthcare system for the better.
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Preface
By John Weisz, PhD


For three decades, I have worked with my students and colleagues on developing and testing interventions for mental health. These psychotherapies have been designed for use by clinicians, typically across many weekly sessions, and only after two to five days of training clinicians to use the treatment properly. I am in good company. That’s what most of the documented mental health interventions – for young people and for adults – have looked like for the past five decades. In fact, hundreds of randomised clinical trials have been published reporting tests of psychotherapies like these. The tests have shown positive effects: recent meta-analysis of those clinical trials have shown that, on average, people who receive one of these treatments are likely to have a better outcome than people in a control group.


So the treatments do help, but concerns have arisen about whether these traditional in-person psychotherapies are reaching most of the people who need support. Many of those with genuine mental health needs cannot afford professional care. Many others will never be referred to a clinical professional, and those who are referred may be waitlisted for months, given the shortage of clinicians that is now evident in countries around the world. Even those fortunate enough to begin therapy with a clinician may not stay long; most psychotherapy protocols call for ten to twenty sessions, sometimes more, but most people who start therapy stay for far fewer sessions, and many stop after only one. To put it simply, we psychotherapy developers have not been very successful at developing treatments that meet the real-world needs of the many people whose mental health requires attention and support.


This concern took centre stage for Jessica Schleider and me when she was a graduate student in my lab at Harvard. We wondered whether there might be a simpler, more direct approach to mental health support that would be more accessible than traditional in-person therapy, and still produce measurable benefit. We took a special interest in the work of Carol Dweck, my fellow grad student at Yale many years before. Her work demonstrated very brief interventions teaching ‘growth mindset’ – the notion that personality, academic performance and personal outcomes can be changed if we treat setbacks as opportunities to grow and improve. It occurred to Jessica and me that growth mindset might also have beneficial effects for those who face mental health challenges and setbacks. That idea took root and eventually flowered in the form of a growth mindset intervention designed to help young people combat depression and anxiety. That intervention was compressed into a single session, based in part on a meta-analysis by Schleider and Weisz showing surprisingly strong benefits of single-session mental health interventions. Accessibility of the growth mindset intervention was magnified even more by making it entirely digital, consistent with increasing evidence showing that therapy delivered by devices can actually work well. The study testing this digital, single-session growth mindset intervention produced marked reductions in youth depression and anxiety symptoms over a period of nine months – quite remarkable for an intervention that young people complete in just half an hour, and in fact so remarkable that the article reporting the findings was judged the best paper of 2018 by the Journal of Child Psychology and Psychiatry. It is no exaggeration to say that this study dramatically upended traditional ideas about psychotherapy and what it must consist of to improve people’s mental health. When it comes to really helping people, the study suggested, maybe less can be more.


The growth mindset study launched what has quickly become a stellar career, in which Jessica Schleider has shown, repeatedly, just how powerful brief, highly scalable interventions can be. Some of her interventions, now widely adopted throughout the US and in countries around the world, are entirely digital and are made widely accessible to all who need them if they only have internet access. Other applications of her ideas have changed prevailing notions of what in-person psychotherapy must be and how long it needs to take; it is possible, as she has shown, to make therapy with a clinician highly efficient by cutting to the chase – zooming in on the core problem and targeting steps to a solution. Working with a real clinician can make a difference for many, but it doesn’t have to take months or years, as the Schleider approach has shown.


In this beautifully written book, we learn about a variety of ways little treatments can have big effects. We learn about many different ways this simple truth has been applied to the lives of real people in diverse circumstances, and about the beneficial effects on those lives. And we learn, touchingly, about the very personal relevance of this core idea to the author who shares with us the mental health challenges confronted and overcome as the adolescent Jessica matured to become the famous Professor Schleider. She is human, like the rest of us, and her humanity lends a glow to these pages, just as her wisdom does. Readers of this moving volume are in for a very special experience that may well enrich their lives.









Introduction:
Why Little Treatments Matter to Me


Most meaningful moments are built on authenticity. In that spirit, I’d like to start this book by telling you why I wrote it. There are two stories. Both of them are true, and both are important to me, but one is much harder to tell.


First, the professional story (the easy one). As a clinical psychology PhD, trained therapist, and professor, I’ve spent over a decade studying and delivering mental healthcare – and growing convinced that most current treatment systems are built to fail. Psychological suffering is nothing new, and attempts to relieve it have cost billions over the last century. Yet rates of mental illness continue to rise worldwide. Most people with mental health needs get no treatment at all. And this gap is a feature, not a bug, of how care is delivered: for the most part, mental health treatment happens in brick-and-mortar, hard-to-access clinics; it’s carried out by highly trained professionals, over very long periods of time (often, months to years). If the number of licensed therapists magically doubled overnight, provider shortages would still be insurmountable. Treatment would still be unaffordable, clinics out of reach, and insurance coverage unreliable. The process of finding a therapist would still resemble a labyrinth of pointless, unfunny riddles, with answers that shift by the day – perfectly constructed to deter those most desperate for help.


I wrote this book because a science-backed solution to increasing access to mental health support already exists, but most people don’t know about it. Brief and single-session mental health interventions are supported by decades of international research and practice, including my own lab’s work. These interventions are intentionally short, designed to fit into one therapeutic encounter; that is, they acknowledge the dual realities that any therapeutic experience might well be someone’s last, and that it can be genuinely helpful anyway. These interventions are scalable, flexible and useful; some are therapist-led, others are self-guided. And I believe they can help fill gaps in treatment systems – quite literally, by being embedded into spaces where no other supports exist. I wrote this book because a more accessible, inclusive and hopeful approach to mental healthcare will stay impossible until people can imagine an alternative. Hopefully, this book makes that alternative not just imaginable, but actionable.


Second, the personal story. This one is harder to tell, but just as important. As an adult, I’ve built expertise around the gaps in mental healthcare systems. But I first encountered these gaps at the age of twelve, when my only research experience was a science fair project testing whether microwaves boost bean sprout growth (they don’t).


I can’t remember exactly when food, and (not) eating, overtook all of my waking thoughts – somewhere in between a classmate educating me on the calorie count of a Pop Tart, and falling prey to a deep sense of social inadequacy that typifies middle school for many. But when it happened, it was swift and severe. I needed help, and fast. My mother spent entire days on phone calls to eating disorder specialists, only to hear, ‘Sorry, we’re booked,’ or ‘How’s six months from now?’ on a loop. Even in New York City – known anecdotally for a near-comical surplus of therapists – affordable options were slim to none. My family’s insurance covered nothing (this was 2002, well before mental healthcare parity laws were passed in the United States), and the cost of a single day in residential care equalled one month of rent in an NYC apartment. That my family found a therapist for me at all was miraculous – but I needed more intensive care than we could manage. Years with benign-but-insufficient treatment went by, and I did not recover. The eating disorder transformed our home into an angry, resentful space. When I was in high school, I developed suicidal thoughts, and I kept them to myself, desperate to avoid more family conflict – and knowing that, as a minor, I couldn’t get help without parental permission. Barrier after barrier to mental healthcare cost me a decade of my life.


Altogether, I received hundreds of hours of treatment, and much of it blended together. But I’ll never forget the moment when things began to change. After yet another lapse at the age of twenty-three, I self-enrolled in an intensive outpatient programme in Cambridge, Massachusetts, while working on my PhD (my student status gifted me the best health insurance I’d ever had). For two months, I attended three hours of treatment daily, including a supervised meal and two group skill-building sessions. After one of the meals, in my second week there, a fellow patient turned to me and asked, ‘What made you try your fear food today?’ (It had been years since I’d tried the food in question – something I’d mentioned in a prior group session. Technically, this sort of ‘food talk’ was verboten, but now I’m glad she broke the rule.)


‘I’m not sure,’ I said. ‘I usually don’t try harder foods until I feel ready. But I doubt that would’ve happened by itself. So I just did it.’


‘Are you okay?’


I nodded yes.


She smiled. ‘So, what if that’s the whole thing?’


‘Just doing hard stuff, instead of waiting to want to?’ I asked.


‘Right. What if you just woke up in the morning, and decided to eat something that’s scary – but every day, even if you aren’t sure you can, even if you are having a hard time, no matter what happened the day before?’


‘Aha, sure,’ I replied. Then, we had two group therapy sessions, about which I recall nothing. I was far too stuck on her comment.


It kept my mind busy for days. How could she think it was that simple? If just making daily choices about food were an option, wouldn’t I have recovered by now? What about the years of history and negative thinking and family conflict, and the outlived functions my disorder continued to serve?


… Or what if I don’t know who I am without an eating disorder, and unknown outcomes are scary, so I’ve never given daily, intentional, difficult choices an honest try?


My internal shift from impetuousness to vulnerability was striking, so I tried taking her advice. I treated each day as a clean-slate opportunity to make choices that directly opposed what my disordered thoughts told me to do, regardless of whether I’d ‘succeeded’ on the prior day. I started to show myself that my past experiences and present thoughts do not rob me of my capacity to act differently today. Unkind inner thoughts can be loud and upsetting, the past can feel insurmountable, and yet I can still take actions that feel hard at any given moment, because my long-term health and happiness depend on it. I don’t have to feel ready for recovery to take steps towards it.


That unplanned interaction, and the realisations and actions it spurred, was a turning point in my trajectory toward health. To this day, staying well remains effortful, and better and worse days persist. But since that moment, I’ve come to know that working toward recovery is both within my control and worth it. By helping me reflect on my capacities in a new way, and giving me a mental means of decoupling my past experiences from my current actions, that moment mattered to me. Was it responsible for the entirety of my recovery? No. Could it have replaced other care I’d received? Also no. Would the same moment have been a ‘turning point’ for all others in my position? No – of course not. But for me, at that time, a single interaction did fill a critical gap in my own self-knowledge, which ultimately proved crucial to my progress.


And I believe it could have happened years earlier.


Research tells us that brief, therapeutic experiences like mine aren’t always accidental. Similar experiences can be constructed: you can seek them out to facilitate new ways of understanding yourself and your world. These brief experiences cannot and should not replace other forms of treatment, just as mine did not. But people can learn to create them; providers can learn to offer them; and they can be intentionally embedded within and beyond ecosystems of care. Ideally, these moments could be created early in treatment (or even before treatment starts), to offer faster, potent support for those in acute need of help. This book will unpack why systemic change in mental healthcare is necessary; the science behind how brief interventions can make it possible; different types of meaningful moments that people have had, that scientists have studied, and that you yourself can construct; and an action-orientated path toward making it happen.


Finally, a note on whom this book is for. If you’re still here, I wrote this book for you. Per population-wide studies, 80 per cent of people meet criteria for a mental illness at some point in their lifetimes. Even if you’re in the lucky 20 per cent, odds are good that someone you care about is not. That person deserves easy-to-find, low-cost, science-backed support, if and when they need it – including tools they can benefit from right now, on their own. Broadly accessible brief interventions, or moments that matter, could help realise this possibility for you, your loved ones, and others without sufficient care. And I will try my best, in our brief and valuable time together, to show you how.
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How Access Became an Afterthought in Mental Healthcare




‘Now I understand that therapy has been around for ages. You wouldn’t have known it, growing up in my community. It feels like the whole concept of mental health treatment wasn’t made for people like me.’


– BL, aged twenty-seven, on seeking mental health treatment after growing up in a small, rural town in England





BL entered adulthood without once hearing the term ‘anxiety disorder’, despite his earliest childhood memories featuring fear, and little else. He can barely recall a time when he did not feel certain that something awful was about to happen – and that somehow, whatever it was, it would be all his fault. He was baffled by how seamlessly his grade-school peers talked and played together, apparently unbothered by the prospect of accidentally causing their families terrible harm. At the age of fourteen, as his fears grew larger and louder, BL worked up the courage to seek solace from his parents. Understanding and empathy would have been enough. But their response – ‘it’s mind over matter’; ‘we just push through’; ‘there are bigger fish to fry’ – reminded him that, in his community, inner fears like his were seen as frivolous quibbles, not signs of illness warranting treatment. His rural hometown was small, tightknit and working class; mental health problems were understood as either defects requiring long-term hospitalisation (which BL did not), or as private issues to be conquered by sheer force of will. Either way, they were of little concern compared to his family’s daily struggles to make ends meet. Treatment for BL’s anxiety was not just unavailable; it was unknowable, inconceivable. It took ten years, leaving home, and discovering newfound social support for BL to seek formal treatment (and that process brought obstacles of its own, which we’ll discuss shortly). But until then, his anxiety was never acknowledged – so it could never be addressed.


BL’s story is shared by far too many. Today, amidst #ItsOkayNotToBeOkay social media campaigns and celebrity endorsements of the benefits of psychotherapy, mental health support feels like it should be accessible, at least for those who need it. Unfortunately, the roots of its inaccessibility run deep, built on historical stigma, fragmented systems, and chronic underfunding. That is, inaccessibility is literally embedded into mental health treatment today.


This chapter will explore some of the ‘whys’ behind the shortcomings of modern mental healthcare: why most people with mental health needs do not receive care, and why existing systems underlying this gap will keep reproducing themselves – unless we do something different. Unpacking the structure, stigmas and previously attempted fixes that drive modern-day mental healthcare can put current problems into context and highlight where new solutions are needed most.


And if you’ve struggled to access treatment of your own, I hope this chapter offers well-deserved validation, and a reality check. Trying and failing to access mental health treatment can be demoralising, and self-blame is common. You might have wondered if perhaps you are going about it the wrong way, or you don’t deserve treatment, or you shouldn’t have asked for help in the first place. Knowing why treatment is so out of reach will not make up for lost months or years spent searching, calling, waiting. But maybe, in some small way, it can help it all make sense.


You can stop wondering. It’s not you. It’s the (lack of a) system.


Accessibility was never the point


Access is easy to take for granted, unless and until it’s gone. When I’m at home, I’m never thirsty, because the sink spouts clean water. My car’s fuel tank is always fillable, thanks to the station down the street. I can walk without tripping from one end of my apartment to the other, because the lights reliably work. These things are true because when the city of New York was built, electric wiring, the sewage system and mobility were deemed social necessities. They were contemplated, embedded, updated and government-funded. And today, if my pipe bursts, or there’s a fuel shortage, or a storm warps the electric grid, I can reasonably expect it to get fixed, fast. And life stays on hold until said fix is complete.


Access opens the world. Because you’re sure that certain basics are going to stay met, you can plan, connect, create and engage beyond your in-the-moment needs. When it comes to electricity, water and mobility, the goal of accessibility – the idea that everyone should be able to get something when it’s needed – is uncontroversial. In many parts of the world, these needs are still chronically unmet, but there is little debate that they should be, that lacking access is a problem, and that solutions call for major, structural investments – not just extra shovels for people to dig for groundwater.


Mental illness has existed for as long as humans have, but only in the past century has the concept of ‘accessibility’ been linked to mental health treatment. Unlike water, electricity and transportation systems, mental healthcare was never imagined as something for everyone. It was first built, and has largely stayed, as something meant for the othered, the damaged and the depraved – or, in many cases, something for the rich and the white. Concerns of accessibility have been superimposed on to mental healthcare’s centuries-old roots, long after they had grown unjust. The state of mental health treatment today is the natural end result of relegating access to an afterthought.


Mental healthcare’s access problems can be traced to the very bones of its design. Two specific design features have become especially sticky barriers to building a system that everyone can – and is meant to – benefit from: the problems of vertical and horizontal integration of mental health services.1 (These terms have roots in the business world, but they’ve been recently repurposed for the healthcare sphere.) In a vertically integrated mental healthcare system, the level of support someone needs links up to the level of care that’s immediately available to them; that level easily ratchets up or down as needs increase or decrease over time. Given vertical integration, a person experiencing a mental health crisis who improves within the first few days of hospitalisation would be seamlessly transferred to outpatient and community-based services once ready to leave the hospital; likewise, someone with just-emerging depressive symptoms would receive low-intensity outpatient support, to both alleviate their problems and stop them from getting worse.


The horizontal dimension refers to how well care is integrated across diverse health-related problems and settings – that is, the coupling of care for physical and mental health services. (Mental health supports housed in primary care clinics are a great example of ‘horizontal integration’.) Given horizontal integration, someone reporting mental health needs to their primary care doctor would be quickly transferred to a care navigator or a therapist – depending on their symptoms, wants and needs. Failures in both vertical and horizontal integration of mental healthcare have rendered it virtually inaccessible to those in need of treatment, at the moments they need it most.


Vertical and horizontal disintegration are modern ways to describe mental healthcare’s problems, but their roots are centuries old. They didn’t happen by accident.


Asylums, deinstitutionalisation and the othering of mental healthcare


Step one to helping those with mental illness is not to harm them. For most of psychiatric treatment’s history, despite good intentions, it is a step we’ve not come close to clearing.


The adage ‘first, do no harm’ is nothing new in medicine. The Hippocratic Oath is one of the oldest documents in human history; as early as the fourth century CE, it was carved on to physicians’ tombstones, and it’s now recited by newly minted medical doctors everywhere.2 In taking it, physicians commit to providing care that centres patient autonomy (respecting the views, choices and actions of others), beneficence (acting to benefit others), non-maleficence (avoiding harm), and justice (treating people fairly). Early mental illness asylums, though born from progressive aspirations, evolved in total opposition to these ideals.* As historian Edward Shorter summarises in his History of Psychiatry, ‘the rise of the asylum is the story of good intentions gone bad’.3


Starting in the nineteenth century, publicly regulated asylums were thought to represent a humane future for psychiatric care: a modern solution to the capricious, abusive conditions of the jails and ‘madhouses’ of centuries before. (London’s Bethlem Royal Hospital, or ‘Bedlam’, is one notorious example, where passers-by could pay to watch mentally ill ‘prisoners’ for entertainment.)4 That is, psychiatrists in the mid-1800s envisioned public asylums as curative, instead of custodial, by nature. As English psychiatrist and public asylum advocate Dr William Alexander Francis Browne wrote in 1837, ‘the whole secret of the new [public asylum] system and of that moral treatment by which the number of cures has been doubled may be summed up in two words, kindness and occupation’ – referencing clinicians’ compassionate care for patients through meaningful work.5


In 1845, the Lunacy Act of England and Wales upgraded the status of individuals with mental illness from ‘criminals’ and ‘deviants’ to ‘patients’ in need of care. This act led to the construction of asylums in every county, each of which required government inspections to ensure decent conditions. Together, these steps made nineteenth-century asylums the clearest predecessors to modern psychiatric hospitals. In France, officials passed an 1838 law to regulate asylum admissions and services across the country. In the United States, thanks to Dorothea Dix’s advocacy against the horrid treatment of mentally ill people in jails, an 1842 law paved the way for the nation’s first state-run asylum in Utica, New York.6


There was broad hope that making asylums official would lead to a higher quality of care for people with mental illness. What actually happened was the near-total opposite.


By the end of the nineteenth century, most industrialised nations had government-regulated asylums for people diagnosed with mental illness. (Often, these were people with psychosis, epilepsy, dementia or other forms of severe emotional dysregulation.) It also marked the start of the rapid unravelling of good intentions. As these asylums grew in number, so did their patient populations – but at a much faster rate than the institutions themselves. There are many proposed reasons for this increase, from patient ‘redistribution’ (e.g. shifting care responsibilities from families and jails to dedicated asylums), to population-wide increases in certain psychiatric conditions (alcoholic psychosis and neurosyphilis), to growing social recognition that mental illness could be treated at all. Causes notwithstanding, within a century, British and French asylum patient populations ballooned from a few hundred to hundreds of thousands. The mean number of patients in US asylums rose 927 per cent.7 Without financial support for expansions and upgrades, overcrowding in asylums became the rule, not the exception. They rapidly devolved into the very custodial institutions they were meant to replace.


While more people were diagnosed as ‘mentally ill’ and sent away, funding continued to lag, oversight waned, and treatments drifted from ineffectual (pleasant conversations with kind attendants) to abusive (ice-cold baths, mechanical restraints and cycles of physical violence and neglect, used to subdue patients rather than treat them).8, 9 And as asylum conditions worsened, psychiatrists’ hopes for their curative potential collapsed – indeed, the goal of healing was abandoned entirely, dismissed as unrealistic for people admitted to asylums at all.10 In turn, the function of asylums was solidified: they became state- and professionally sanctioned tools for the social and physical segregation of those with mental illness from the rest of society – more often than not, indefinitely. Regardless of good intentions, asylums served to crystallise public, medical and self-stigma for the patients they housed.


In her first-hand account Ten Days in a Madhouse,8 investigative journalist Nellie Bly went undercover to document the true nature of the conditions in asylums. On assignment for New York World, she checked herself into a boarding house under a pseudonym, intent on feigning mental illness to gain admission to the Women’s Lunatic Asylum on then-Blackwell’s Island (modern-day Roosevelt Island). Within days, she had succeeded. By refusing to sleep, play-acting paranoia, and capitalising on social stigma against the mentally ill (as the boarding house’s assistant matron shared, ‘We do not keep crazy people here’), Bly raised enough suspicion about her mental state for other boarders to summon the police. From there, she was brought to a courthouse, deemed ‘drugged’ by a judge after pretending to suffer from amnesia, and assessed by several Bellevue Hospital psychiatrists, each of whom declared her ‘positively demented … a hopeless case’.8


Hours later, she was admitted to Women’s Lunatic Asylum. Her ten-day stay was more than enough to reveal its inhumanity. ‘For crying the nurses beat me with a broom-handle and jumped on me,’ one patient shared with Bly. Others were choked, beaten and berated by nursing and medical staff, offered stale or spoiled food (‘I found a spider in my [slice of bread], so I did not eat it,’ Bly wrote of her first asylum meal), and subjected to baths of dirty, ice-cold water (‘hydrotherapy’, allegedly to lessen agitation and mania) until they stopped struggling. Some would be left to drown.


Once she was admitted to the asylum, Bly abandoned her insanity act, instead acting as she typically would. But medical staff seemed wilfully blind to this shift. ‘The more I endeavoured to assure [doctors and nurses] of my sanity,’ Bly wrote, ‘the more they doubted it.’ An immutable ‘mentally ill’ identity, it seemed, had been assigned to Bly within moments of her admission. She believed that many other patients had suffered similar fates, with their distress and illness reflecting the asylum’s conditions, rather than their true selves:




What, excepting torture, would produce insanity quicker than this treatment? Here is a class of women sent to be cured. I would like the expert physicians who are condemning me for my action, which has proven their ability, to take a perfectly sane and healthy woman, shut her up and make her sit from 6 a.m. until 8 p.m. on straight-back benches, do not allow her to talk or move during these hours, give her no reading and let her know nothing of the world or its doings, give her bad food and harsh treatment, and see how long it will take to make her insane. Two months would make her a mental and physical wreck.8





Underfunding and overcrowding of asylums rendered them little more than patient warehouses: unliveable institutions that stigmatised the sick, and inevitably made them sicker. Because those admitted to asylums were rarely released, and without public awareness of treatment conditions, the rest of society could easily view asylum patients as incurable – or perhaps unworthy of trying to cure, given their presumed deficiencies. Plus, with people experiencing mental illness out of sight and out of mind, the entire issue of curability and treatment quality was easy for most to ignore.


By the early twentieth century, even psychiatrists (most of whom were employed within asylums) had sunk to a reputational low. Asylums and their doctors were denounced by colleagues in other specialties as unscientific and ineffective. As neurologist Weil Mitchell famously proclaimed at an annual neurology conference in 1894, ‘Whatever the gullible public might believe about therapy, we [non-psychiatrist physicians] hold the reverse opinion, and think your hospitals are never to be used save as the last resource.’11


The asylum era ended with both patients and mental health professionals being othered, shunned and dismissed. It built figurative and literal wedges between people with mental illness and the rest of society, and between the treatment of mental illness and all other kinds of health. By stigmatising patients with mental illness as second-class humans and their doctors as second-class physicians, the asylum era effectively cut off hope for vertical and horizontal integration between existing mental health treatment and all other forms of care.


Deinstitutionalisation and its discontents


By the mid-twentieth century, the backlash against the failures of asylums – and against the segregation of psychiatric patients from general medical, vocational and community support – had reached a breaking point. This unrest gave way to the deinstitutionalisation movement, aimed at rebuilding community-based systems of mental healthcare.12 In the United States, support for a new wave of community mental health clinics was authorised under the 1963 Community Mental Health Act: the first time in the country’s history that federal funds were allocated to mental healthcare. Two years later, the creation of Medicaid underscored societal shifts from inpatient to outpatient mental healthcare (per a key piece of the Medicaid legislation, federal funds would not cover inpatient care in psychiatric hospitals). Across Europe, there were similar government-backed pushes to close or dramatically reduce asylum-based treatment, from Italy’s 1978 Law 180 (which blocked all new admissions to public mental hospitals)13 to the United Kingdom’s 1959 Mental Health Act (which erased the distinction between psychiatric and non-psychiatric hospitals, and redirected mental health treatment to the community, where possible).14 Similar reforms later took hold in Latin America via the 1990 Declaration of Caracas, which moved mental health treatment to primary care settings and mandated the deinstitutionalisation of individuals with severe mental illness.15


As in the asylum era, deinstitutionalisation efforts were launched by well-intentioned healthcare professionals, advocates and government officials, many of whom had noble, patient-centred goals. And, as in the asylum era, chronic underfunding, high needs and stigma made their dreams of community-based treatment impossible to realise.


Deinstitutionalisation outcomes were mixed, and they varied across countries. To be sure, fewer individuals in the United States were subjected to inhumane treatment in asylums. Likewise, in England, Germany, Italy, the Netherlands, Spain and Sweden, and soon after across seventeen Latin American countries, asylums were massively downsized or gradually closed altogether.16 This was a solid start. However, the community-based and outpatient alternatives promised to patients never seemed to materialise. In many nations, there simply weren’t enough outpatient clinics to meet demands for psychiatric care (a reality that remains true today). Further, many patients in the United States who truly did need inpatient support could no longer access it, thanks to Medicaid’s new limits on the number of psychiatric inpatients that hospitals could serve. Some countries showed continued commitment to investing in community-based treatment options (for example, the UK has an impressive array of early-intervention teams and stepped care, thanks to government support). But across the globe, custodial placements for the mentally ill are still happening, every single day. For example, between 1990 and 2002, the number of psychiatric beds available fell substantially in England, Germany, Italy, the Netherlands and Spain – but involuntary psychiatric admissions rose in three of these five countries, and the prison population grew in all of them by 16–104 per cent.17 From 1991 to 2017, the number of psychiatric beds available fell in Latin American countries by 35 per cent on average, while across them all, prison populations – with consistently high rates of mental health problems – increased by an average of 181 per cent.18 After the US Community Mental Health Act, the number of asylum patients shrank from more than half a million in 1955 to fewer than 100,000 by the 1980s – yet from 1972 to 2009, the US prison population rose 700 per cent,19 and up to 50 per cent of people incarcerated in the US today experience mental illness.20


Some argue that these figures show ‘re-institutionalisation’: a shift of people with mental illness from one oppressive, custodial system (asylums) to another (prisons).21 But this story doesn’t quite fit. In the United States, most now-incarcerated people with mental illness would never have been treated in the psychiatric hospitals of the past. Asylum patients were mostly white and middle-aged, split equally across women and men; incarcerated people in the US today are mostly people of colour, young and male.22 Likewise, in Latin America, the link between rising prison populations and fewer psychiatric beds is far from one-to-one.


In other words, even if post-deinstitutionalisation efforts to ramp up community care had succeeded, mass incarceration would still have led to a rise in custodial placements for people with mental illness. Today, we simply see a different state-sanctioned system for stigmatising and segregating a new sub-population of mentally ill people – while leaving those who might have been admitted to mid-century asylums in a desert of options for treatment.


And what about the people whose problems weren’t severe enough for asylums, but who struggled nonetheless with debilitating anxiety, depression or distress? Perhaps you noticed that they’ve been absent from this narrative completely. After centuries of stigmatising, hiding and structurally devaluing mental health treatment for serious illness, a system for identifying and supporting the millions of people with moderate-but-still-impairing mental health problems simply never got built. We’ll discuss the labyrinth of expenses, waiting lists, and inequities facing these folks – who reflect the majority of people seeking mental healthcare today – in the sections below.


From asylum-era abuses to deinstitutionalisation and the fragmented systems they yielded, one trend has stayed steady: the systematic and structural othering and de-prioritising of mental illness and its treatment, which persists across the globe. This history sowed seeds for a treatment system where mental health problems were actively and thoroughly isolated from other forms of social and medical support, all but erasing any chance for vertical or horizontal integration of care.


So, what happens now to people who need help?


The last section began by stressing the importance of vertical mental healthcare integration (creating easy avenues for ratcheting people’s mental health supports up or down, as needed) and horizontal integration (uniting mental healthcare and other types of medical care) to meet society-wide needs. As I write this book, true integration of mental health treatment along either axis remains theoretical. But many, many people still need help every day. So, what do they do? Who helps them, and how, and when? Answers vary, but together, their stories are stark reminders of the need for new pathways to accessing support.


When mental healthcare is chronically disintegrated and under-funded, those who need help anyway face several stark realities: crises become the quickest (or only) path to treatment; a two-tiered mental healthcare hierarchy prevails (especially in the United States, and, to a lesser degree, in other countries with insurance-reliant healthcare systems and stark wealth disparities); treatments based on scientific evidence are deprioritised, disincentivised and nearly impossible to get; and even the few who do access treatment are rarely able to complete it.



Reality one: Crises become the best (or only) route to support



In an integrated mental healthcare system, checkpoints and safety nets are built in. When you visit your primary care doctor for an annual check-up, they assess your mental health, just like your heart rate and blood pressure. If your psychological check-up flags you as ‘at risk’, you’re referred to a specialist – maybe they’re on site, and you see them right away, or perhaps you book an appointment elsewhere for the next day. They provide a brief, low-intensity treatment, or a more in-depth one if your symptoms are particularly troublesome, followed by a gradual tapering of support, until mental health goals are achieved. Your care is calibrated to your needs, precisely when and where they’re first detected. And your health insurance pays for every part of it.


This set-up may sound reasonable, efficient and even cost-effective. Yet for many people, it couldn’t reflect reality any less.


CL (aged twenty-four, from England) first felt the weight of major depression at the start of her second year at university. She watched, as though from outside herself, as her mood, motivation and energy melted away. Grades dropped, and emotions muted. Passing thoughts of self-harm evolved into concrete urges, and CL was scared. Based on family history, she knew her experience signalled a need for treatment. So she mustered her waning motivation and made an appointment with her primary care doctor, certain he’d know what to do.


Reality fell short of her hopes. ‘I went to the doctor and said, “I’m really struggling, it’s been a while, I don’t think I’m going to get better.” He didn’t really understand … he was a [general practitioner], not trained in a mental health way. That was the first barrier, trying to get him to understand.’


So, CL persisted. She detailed her family’s mental health history and listed the myriad ways in which her symptoms undermined her relationships, studies and day-to-day functioning. What she felt was beyond simple sadness, she explained. It was overwhelming nothingness, swallowing her will to fight back.


Her doctor offered sympathy, followed by a stark reality. ‘Although he was compassionate and kind, he explained that there was no point in putting me on the waiting list [for mental health treatment], because by the time I finished university, I still wouldn’t be at the top of it.’


It was then that CL’s hope deflated. ‘I remember thinking, What’s the point? No one’s going to help me.’ The next week, she tried to access a therapist through her university’s counselling service, ‘but they were in the same position, oversubscribed, and it was a year’s wait’. It was all too much. Eventually, giving into her symptoms seemed her only plausible option. Days and nights got hard to endure. The inner pain grew dull, constant and intolerable.


Eighteen months after her doctor’s visit, CL attempted to end her life. Within hours, a crisis team intervened. CL was assessed, monitored for several days via home-based services, and ultimately paired with a support worker, who visited CL two to three times weekly. Finally, CL knew for sure that someone cared. All at once, she received the lifelines she’d needed for years.
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