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For Asmamaw, who shares this story and helps me to see clearly











Author’s Note


The personal details of all patients discussed in this book have been significantly altered to protect their identity. In many cases stories from more than one person have been composited. Any similarity between any individual patient in this book and any living person is coincidental. On three occasions patients who are already in the public domain have requested that their real names be used: Besnik, Saranda and Fejza. Names of all medical professional colleagues and friends have also been altered, except in five cases where their singular positions do not allow for anonymity (Nkosazana Dlamini, Professor Cerić, Dr Nahim, Baton, Tomaž), and in four cases where the colleagues are deceased (Jill Clark, Dr Hassen, Paul and Kettie). The following friends have consented to their real names being used: Mark, Semir, Narcisa (ch.5), Bini (chs 5 and 6), Peter, Nick, Sabah, Neil and Dina (ch.10), Peter, Larry and MHCE students (ch.12) and Asmamaw (throughout).











To admit any hope of a better world is criminally foolish, as foolish as it is to stop working for it.


Keith Douglas, poet and RAF pilot, 1944











PROLOGUE


Somali border, Ethiopia: September 2007


The aqal looks like any other in the refugee camp: bright-blue UNHCR plastic, interwoven with coloured blankets and cloths stretched over a dome constructed of sticks. A thorn fence keeps out wandering livestock, but not the curious onlookers who have crowded into the yard. Dr Asmamaw and I kick off our shoes at the entrance and crawl into the half-darkness, past the used plastic plates, cooking utensils and pots of porridge that fill the patch of earth by the door. The rest of the floor is carpeted with more grubby blankets. Two young men in their early twenties sit upon them. Each is chained by one ankle to the branches that support the dome roof. Their aunt, Amel, crawls in with us.


‘I have to chain them,’ she explains, ‘otherwise Abdullah will get into fights and Usman will get lost.’


I sit beside Usman, take his hand and introduce myself. Aman, my translator, follows precisely.


Usman smiles softly at me and mumbles back a perfect repetition of what I have just said in English: ‘Hello I am Lynne, I am Lynne, how are you, are you, are you?’


When I take my hand away, his remains frozen in a half-handshake in mid-air. When I gently put it back on his lap, the hand goes without resistance and stays there. I touch his head and push his chin softly to one side. The chin moves and stops where I stop. I take the other hand, raise it, and then let go. The hand remains in a wave. Usman continues to mutter my name. Abdullah is more responsive, shaking my hand and laughing.




Amel tells me what happened. A year ago the boys were students, living with their parents in Mogadishu. Soldiers from the Union of Islamic Courts came to the house and told the parents the boys had to join their militias. Their parents refused, so the soldiers immediately shot them dead. Abdullah tried to stop the soldiers and they struck him on the head with a gun. He ran bleeding from the house. He told Amel later that he had seen Usman gather his dead mother into his arms. The soldiers ran off. Then the house was shelled and collapsed on Usman, knocking him unconscious. The neighbours dug him out. When he regained consciousness he could no longer speak or take care of himself. He just sat staring and muttering. Sometimes he was completely mute, staying in one position for long periods of time. Abdullah had also changed. He was confused and had constant nightmares.


‘Now he reacts to the smallest thing and gets into fights without any reason.’ Amel sits beside me in the half-light. Tears run down her face as she talks. ‘We all ran away from Mogadishu a few months ago and managed to cross the border and come here. But my husband is in Sweden. He asked me to join him at the beginning of this year, but how can I leave them when they are like this? I have to take care of them.’


‘So what happened?’


‘He has divorced me. He does not want two crazy people in his family. Now I don’t know what to do. The food is not enough. Anyway we are not accustomed to this food. I try and make something. I sell it in the village but they don’t pay much, so we are hungry all the time.’


We sit and talk, learning more about the boys and watching Usman. He continues to repeat ‘Hello how are you?’ and holds his hand in the air. I explain to Amel that I think both boys have mental illnesses caused by a combination of their terrible experiences and the blows to their heads.


‘We are going to find a way to help,’ I tell her, putting on my sandals.


Asmamaw has already crawled out. I follow, bending low, and am blinded by the bright sunlight as I stand up beside him.



The aqal door faces east away from the camp, overlooking scrubby wasteland that stretches towards the border. Plastic bags caught on thorn bushes blow like strange blossoms in the hot wind. Beyond are two low, symmetrical, greyish-brown hills covered in rocks. There is nothing else out there except hyenas, the women in the camp tell me. They can hear them howl at night.


‘What do you want to do?’ Asmamaw asks.


‘What do I want? Hmm . . . skull X-ray, CT scan, some lab work, an immediate end to the conflict in Somalia.’


‘I mean right now.’ He smiles.


‘Get UNHCR to give Amel a larger aqal and extra rations. Get them up to the clinic so I can do a full physical examination in daylight. Put both boys on medication that will allow her to unchain them. And let’s see if we can sort out a medical evacuation to Addis that would allow investigations.’


‘You know that will take weeks. Mental illness is not a priority.’


‘I know, but they both had head injuries, let’s stress that bit in the referral. I have no idea how much that is contributing to their symptoms.’


We get in the vehicle, and my driver heads up the dirt road between the rows of aqals. Every day there are more. The Ethiopian government opened the camp a month ago to cope with a new round of refugees from a new round of fighting in an old and forgotten war.


The old war began in Somalia in 1991 when the government collapsed and plunged the country into years of factional conflict between clan-based warlords. In December 2006 the Ethiopian government joined in, sending their troops to Mogadishu to support a weak transitional government with the immediate effect of galvanising all parties into a new bouts of fighting and atrocities. The violence has been unremitting since, and almost half a million have fled their homes in the last six months. Some of them trekked north through Somaliland and somehow crossed the border to end up here. The camp was built to house five thousand and there are already seven thousand.




We drop Aman off at his family aqal and drive to the small corrugated-iron hut that constitutes the medical clinic for the camp. Asmamaw unpadlocks the door and we go into the partitioned space that is his office. It is late and the staff have already gone back to the compound in the village. I still have an hour’s drive to Jijiga, where I sleep in the agency house.


I write my notes and file them. Asmamaw goes through to the small ward, basically a dirt-floored room with the same tin walls and five beds. There is one mother with a very tiny new baby. Both are doing fine.


‘Why are you working here in a tin hut instead of in some nice private clinic in Addis Ababa?’ I ask Asmamaw.


‘Where else should a doctor be but with people who need him? I like refugees. I could ask you the same question. These are not your people. Why are you here?’











1: INSIDE THE ASYLUM


I failed in my first attempt to become a psychiatrist. I sat in the boardroom of the Allinton Psychiatric Hospital under the portraits of its nineteenth-century founders. Outside, early summer bluebells bloomed under a copper beech. When the Allinton Lunatic Asylum opened in 1826 ‘for the accommodation of lunatics selected from the higher classes of society’, gardens were considered essential for the ‘moral treatment’ of patients. Fortunately, they were still there. The gardens were one of the reasons I wanted the job. Fifteen consultants sat around a polished mahogany table looking at me; fourteen of them were men. I knew I was not doing well. No one had asked me the predictable questions for which I had prepared, such as ‘Why do you want to do psychiatry?’ Or ‘What experiences in your year of general practice have you found particularly relevant and useful?’ Instead they were focused completely on the less orthodox aspects of my curriculum vitae.


‘I see you started off in geography, Dr Jones – what took you into medicine?’ A balding man with heavy brows made studying geography sound akin to working in a strip club.


I have friends who can make their path to becoming a doctor sound as if they were singled out by the gods. They read A. J. Cronin’s The Citadel, where an idealistic Welsh doctor challenges the vanity of private practice in London. Or they had watched Dr Finlay’s Casebook on TV, where a similarly idealistic young GP saves lives in 1920s Scotland. Or they had seminal experiences in early youth such as their sister’s recovery from leukaemia. These experiences set them on a life course



which they then pursued without hesitation or deviation.


My career trajectory has been more like a series of circuitous paths, combined with trips down blind alleys, chance meetings and random wanderings. As a six-year-old I loved watching Emergency Ward 10 on television, where ambulances endlessly pulled into the real forecourt of St Thomas’s Hospital in London, and fictional lives were saved while fictional doctors and nurses fell in love, but I wanted to be an archaeologist. I dropped this idea on realising it necessitated studying ancient languages. At ten, after my first flight to Paris, being an air hostess appealed. By fifteen, I was immersed in Shakespeare and Sheridan, and determined to go to drama school and be an actress. But my mother insisted I go to university first. ‘And don’t study English, the world is full of unemployed English graduates,’ she warned me.


So I chose geography. Our parents had taught us to love the outdoors: sending us kayaking, skiing, hiking and walking from an early age. My geography teacher, Jane Skinner, taught me to take pleasure in understanding how the landscape, both natural and human, was formed. Tramping the chalk hills and valleys of the South Downs, mapping villages, tracing their development and interviewing residents about their lives provided a blessed escape from the confinement of a private boarding school for girls. With portable transistor radios clamped to our ears, we listened to Neil Armstrong step onto the moon while staring up at it, camped on a beach in Devon. Geography was the perfect subject for those wanting to know something about everything, but with no special talent for learning everything about one thing in particular.


Studying timber exports from Norway in my first year at Oxford was boring, however. I switched to a new interdisciplinary degree called the Human Sciences. I made the surprising discovery that anthropology taught by Professor Evans-Pritchard and Animal Behaviour taught by Professor Niko Tinbergen and a very young Richard Dawkins were much more interesting than sitting in the pub fretting about who would lead in the drama society’s next production of



Hedda Gabler. I loved the idea of spending my life travelling the world trying to observe and understand different peoples and cultures.


The problem was, how to be useful? I come from a family that includes schoolteachers (Welsh grandfather); doctors (mother, father and stepmother); ministers of various faiths (three great-uncles and stepfather); and a step-uncle who had built and driven an ambulance to Spain during the Spanish Civil War and helped Vietnamese Boat People in Hong Kong. Somewhere along the way I had absorbed the idea that life was about doing something you enjoyed and were good at, while also being of service to others. Who did anthropology help?


There are moments of clarity. They stand out in your life like those white signposts with black letters and pointing fingers that suddenly appear at a junction on a country lane, just when you realised you were lost. In my last year at Oxford I saw a documentary called The Tribe that Hides from Man. It was about the Villas-Bôas brothers, two geographers and anthropologists, who recognised that remote tribes in Brazil needed shielding from the encroachments of Western civilisation and so became advocates and activists to protect them. They also set up clinics to address the ravages of Western illnesses such as measles. I suddenly realised that if I trained in medicine, I could combine it with anthropology and geography. I could explore the world and be useful at the same time.


I could not attempt to explain all this to the balding man with heavy brows at the Allinton Psychiatric Hospital.


‘I thought medicine would be useful.’


‘I beg your pardon? Useful?’


I was making medicine sound like a shopping bag.


‘In which case, Dr Jones, could I ask why you left medicine altogether for three years to . . . ummm,’ he glanced down at my CV, ‘work in the peace movement?’


This was the heart of the problem. Eccentric degree choices and late entry to medicine are one thing; radical pacifism and a prison record, albeit for non-violent civil disobedience, are



another. In 1981 I had resigned from my first job in a busy Liverpool Accident and Emergency department after only ten months, to go and camp outside a military base in protest at the proposed deployment of a new generation of nuclear weapons. My boss, a friendly woman consultant who had taught me a lot, warned me that this was likely to be the end of any medical career.


‘I did not feel I had a choice. Health care is surely about dealing with any threat to health. The threat of nuclear war to the wellbeing of us all felt so imminent that it had to take priority.’


‘And has the threat gone away?’


‘Probably not, but I missed clinical medicine, I realised I did not want to waste my training.’


How to explain that after three years of protests and meetings and public speaking, I was tired of working exclusively on the ‘bigger picture’? I was still a committed pacifist but I missed the engagement with individual people and their problems. So I did a year of general practice in Cornwall and discovered that ten minutes was never long enough to hear the whole story. I wanted to understand everything about the person sitting opposite. What really held my attention were the problems in their minds rather than their bodies.


‘Given your radical views about non-violence, Dr Jones, my question is would you be prepared to give ECT?’ A small man with half-moon glasses and a reddish face looked at me somewhat belligerently. The question took me by surprise. Electroconvulsive therapy is a treatment in which electrodes are applied to a patient’s head under anaesthetic in order to induce a seizure. Since its introduction in the 1930s, it has been used to treat a variety of mental disorders and is still controversial, although it has proved effective in treating severe depression. Did he see ECT as a form of violence? If not, why had he asked the question? Perhaps he saw me stirring up dissent among the patients and leading a protest.


‘I would be here to learn psychiatry from you, so of course I would give the treatments that you thought appropriate.’




He nodded to himself and asked no further questions. A soft-spoken, friendly-looking man with short black hair said I could leave. They did not appoint me.


‘You split the board completely,’ a colleague told me later. ‘Half of them liked you and half of them hated you. One said he would resign if you were appointed.’


Six months later the black-haired doctor rang me. Apparently one of the appointed doctors needed time to complete his PhD thesis on rat brainwaves. Was I interested in the vacancy? Unfortunately, Unfortunately, the man with half-moon glasses, Dr N., still had concerns about my willingness to give ECT, so I would need to be interviewed again.


In 1973, the year I entered medical school, a psychologist in the United States called David Rosenhan dramatically demonstrated that psychiatrists could not distinguish sanity from insanity. He did this by getting eight normal people to present themselves at different psychiatric hospitals with just one symptom: a mild auditory hallucination. Otherwise they behaved normally. Seven out of the eight were diagnosed as schizophrenic and one as having a manic depressive psychosis. They were all admitted to hospital. Once there, they stopped having the hallucination and reverted to completely normal behaviour. They were recognised as sane by some of their fellow patients, but the staff continued to categorise them as insane, and even when discharged, those with ‘schizophrenia’ retained the diagnosis of ‘schizophrenia in remission’. Meanwhile, other people were demonstrating that psychiatrists rarely agreed with each other when making diagnoses of the same patients. There were particularly strong differences between British and American psychiatrists. The latter had a much broader concept of schizophrenia than their British counterparts.


The validity of the entire psychiatric enterprise was in question from a number of directions. We read Foucault and Szasz and Laing and went to see One Flew Over the Cuckoo’s Nest and Ken Loach’s Family Life. We argued over whether psychiatry was an exercise in social control, a bourgeois conspiracy



to exile difference; or whether madness was a liberating journey challenging the constrictive insanities of so-called normal life. For a medical student who hated the laboratory it was intoxicating. Far from becoming alienated from psychiatry, I saw it as the one discipline where people read non-medical textbooks, discussed ideas, took an interest in politics, human rights and the world around them, and spent time talking to their patients. A good psychiatrist had to be interested in their patients’ lives, not just their diseases.


I spent much of my spare time as a medical student hanging around our local asylums. There was Stoke Park, a turreted castle on a hill above the motorway, once considered a pioneering colony for mentally handicapped children. In 1971 inquiries into its ‘slum-like’ conditions resulted in both the building of new wards and greater pressure for de-institutionalisation. Glenside was another turreted Victorian Gothic asylum, where Dr Donal Early had pioneered ‘industrial therapy’. This was the innovative idea that patients could participate in work within the hospital, earn a small income and learn skills that would help in their rehabilitation and make them employable on discharge. They were constantly short-staffed. Perhaps that was why over-stretched administrators allowed a bunch of inexperienced medical students to come and do movement and psychodrama therapy on their wards, and to help start a group home in the community for some of the longer-term patients.


We knew we were right. Independent life in a cramped, box-like semi-detached villa in a narrow street, rented by Social Services, had to be better than living on a sterile ward in a nineteenth-century lunatic asylum. Surely sleeping in tiny single rooms with views of dustbins or the house opposite, and the daily enforced company of six other ex-patients not chosen by oneself, along with daily responsibilities for shopping and cooking, was preferable to sleeping in dormitories in a large run-down building with meals provided, plus beautiful gardens in which you might wander at will, and the chance to engage in growing vegetables or making furniture?


Two of the transferred patients broke down almost



immediately: one woman found the stress of cooking and taking care of herself too great after living in hospital for two years. She asked to go back. Another man, who had been an inpatient for many years, couldn’t cope with the loneliness and confined himself to his room. Nothing would tempt him out. Their experiences taught me that asylums could be just that: asylum.


Dr N.’s concern over my possible refusal to give electroconvulsive therapy was curious, given that he had built his own considerable reputation on challenging the custodial approach to psychiatry: unlocking wards, taking the bars off windows, allowing the sexes to mix and encouraging the psychotherapeutic care of those with psychosis.


Woodside was the Allinton’s poor relative, founded some twenty years later to provide an asylum for the county’s pauper patients who were cluttering up jails and almshouses. By 1900 it had a thousand patients. In the 1960s it was still, for the most part, a locked institution with seven hundred patients. Dr N., influenced by the libertarian currents of the previous two decades, had worked to open it up. By the time I arrived in the mid-eighties, he had created a therapeutic community within the asylum for acutely disturbed patients. The idea was that, while patients would be given the medical treatments they needed, drugs and ECT – compulsorily if necessary – patient autonomy and independence were fostered through participating in group decision-making and a variety of therapeutic groups. Flattened hierarchies were supposed to create democracy: no one wore uniforms; staff were called by their first names. The ‘community’ would be brought into the hospital. Relatives could come to group meetings and the patients were encouraged to go out: through recreation, work programmes, day-patient units, sheltered halfway houses.


My day on Larch Ward began with the ‘large group’ meeting which all staff and patients were expected to attend. Anything could be discussed. According to Dr N. it was a chance for



patients to sort out conflicts and difficult treatment choices, confront aberrant behaviours and provide support for each other. I watched in my first week as he skilfully used the group to persuade Enid, a depressed middle-aged woman, to continue her electroconvulsive therapy.


It began in the normal way. Maurice, the charge nurse, read brief notes about the previous day and James as usual raised the problems he was having with his ex-girlfriend. Andy walked in and out of the group three times holding a bag of bananas. Neville and Daniel, both schizophrenic and recovering well from psychotic episodes, asked Dr N. to increase their side-effect medication.


‘Birds of a feather,’ Andy remarked, getting out a banana and eating it.


‘Enid is refusing to go to ECT, she wants to discuss it with you first.’ Ray, one of the nurses, came in followed by Enid. She was a plump, sad-looking, middle-aged woman with poorly dyed, thinning blonde hair, wearing a neat flowery dress. She had been made redundant from her job behind the counter of a grocer’s shop, and since then she had stopped eating and drinking and worried constantly. She stood facing Dr N.


‘I don’t want to go. There are a number of things I want to sort out first.’


‘It did you a lot of good last time,’ Dr N. replied.


‘I don’t want to go.’ Enid was close to tears.


‘Enid has a problem.’ Dr N. turned to the whole group. ‘She needs your help.’ He leant back in his chair, eyes closed, one leg crossed over the other, as if to say, this is now no longer up to me.


‘You should go, Enid,’ Neville said. ‘It’s good for you.’


‘Just like brain massage,’ added Daniel, ‘very gentle.’


‘So will you come along now?’ Ray asked Enid.


‘I think I will wait and see,’ Enid replied, sitting tight on the hard upright chair and clutching at her black patent-leather handbag.


‘I know you’re frightened of forgetting but that’s part of the cure and it does come back.’ Daniel sounded very knowing.



Enid clutched her handbag tighter and didn’t move.


‘I could come with you,’ Daniel suggested kindly. By now he had moved across the room and was kneeling by Enid’s chair.


‘You are holding up the meeting Enid,’ Dr N. announced through closed eyes, in a bored voice. ‘Is that what you want?’


Andy walked over to Enid, clutching the bag of bananas. ‘You should go, you know, it will be all right.’ Enid, looking cornered, suddenly stood up and bolted out of the door.


Enid later agreed to her electroconvulsive therapy. I took my turn giving it in the twice-weekly sessions, learning to apply the padded electrodes to the patients’ temples after the consultant anaesthetist had given a short-acting anaesthetic and muscle relaxant. The electric shock administered through the electrodes induced a convulsion. Having put on a blood pressure cuff to keep one arm free of muscle relaxant, I watched for the convulsive movement in the fingers, then stopped the current, removed the electrodes, woke the patient and wheeled her into the recovery room of the hospital sick unit. For reasons that no one really understood, the treatment did appear to produce an improvement in mood. Enid stopped fretting, and started eating. In her case there was no noticeable memory loss.


Not everyone was so willing. On one occasion an elderly lady punched me in the face twice, first before she went under anaesthetic and then when she recovered. I felt she had some justification as she was having the treatment against her will.


The tensions inherent in trying to create a ‘patient democracy’ with acutely ill psychotic patients reflected the contradictions in psychiatry themselves in the mid-eighties. Over at the Allinton in the professorial unit, eager young registrars in tweed jackets and corduroy trousers were busy establishing psychiatry as a bona fide medical discipline. Diagnoses would no longer rest on unprovable theories of causation such as ‘childhood trauma’ or ‘frozen mothers’. They would be based strictly on ‘phenomenology’, that is, the symptoms that could



be observed or were reported, and the course the illness had taken over time. Disease definitions would then rest on these described and agreed patterns of symptoms. As science progressed it could then define the brain pathology underlying the clearly defined symptom clusters. Once that pathology was understood, more refined and targeted biological treatments could be developed. These steps had already been taken with a number of diseases, such as general paresis of the insane, the dementia that accompanied tertiary syphilis; and with epilepsy.


What struck me, however, was that whenever the biological underpinnings did get sorted out, the disease itself stopped being the province of psychiatrists. Those spirochaetes that caused syphilis now got treated with penicillin by specialists in infectious diseases, while epilepsy was primarily the province of neurologists. Psychiatrists were then left with the behavioural and emotional disturbances that accompanied these illnesses, or were still unexplained. I and my fellow trainees took a neuroscience course that year. In between delicately slicing up a greyish-white human brain with its wormlike surface, we took lectures in neurophysiology, neuro-endocrinology and neuropharmacology. One of our lecturers informed us that he envisaged two hundred years hence a specialist for each lobe of the brain, just as now there were specialists for different organs of the body: kidneys, liver, stomach and so on. ‘But who then will talk to patients?’ He asked. ‘Will you be technicians, or psychiatrists?’


The patients that filled Larch and most acute wards suffered from what were called ‘functional’ psychoses. These were types of madness where the underlying pathology was still not understood, but where the psychopharmacological revolution of the fifties had shown that some drugs could reduce or even remove the symptoms. It was these treatments that had made it possible for patients who previously might have been incarcerated in institutions for years, to leave hospital after a short period of treatment.


Trainee psychiatrists are basically apprentices. We had lectures one day a week and were sent on academic training



courses, but mainly we learnt by doing – from our patients, from the nurses and from our seniors, who were supposed to supervise and correct us as we went along. Jack, our senior registrar, who at night played guitar in a small rock band, used some of his working hours to drum into our heads the phenomenological distinctions between the two major functional forms of madness which had been in use since the German psychiatrist Emil Kraepelin identified them in the late nineteenth century. We needed to understand how patients with manic depression, or bipolar disorder as it was now called, could fluctuate between episodes of extreme excitability and episodes of profound depression, and yet have periods of full recovery in between. This differed from schizophrenia, a form of madness in which the patient suffered from hallucinations and disordered thoughts and in which the illness appeared to take a deteriorating course. I loved sorting this out.


There was Graham and Margaret, for example. Graham had been compulsorily admitted from a police cell after they had found him in the early hours one morning, threatening to jump off a bridge into the river below. Twenty-seven-year-old Margaret was admitted on the same evening in a red-silk ballgown, having ‘gone crazy’ during a party to celebrate passing her exams. Both came to morning meeting the next day. Margaret, still wearing her party dress, walked repeatedly around the room, sometimes stopping in front of a patient to stroke their face, sometimes singing, sometimes simply repeating whatever was said and turning it into a small refrain.


After watching Margaret pace for a couple of minutes Graham stood up.


‘I want to die,’ he said.


‘Die die die die die die,’ sang Margaret, circulating the room.


‘How do people feel about what Graham has just said?’ asked Ray. No one responded. Andy and Neville were snoring loudly, lying back in their armchairs.


‘I don’t see what good it is being in here painting pictures like at school. I’d rather go home,’ said Christine. Christine was a mother and housewife with a chronic depressive illness,



whom we had been trying to get home for weeks.


‘Go home go home alone alone alone,’ went Margaret.


And so it had continued, each patient picking up where the other left off like a chime of hand bells, but no one actually responding or listening to anyone else.


It was not possible to interview Margaret on the first day. She came in and out of the small office where we sat with her mother, slamming the door, sitting down, staring at her mother, getting up, leaving, slamming the door again. Her mother described how her daughter, a trainee accountant, had always been well, except for one period of getting depressed and withdrawn in her last year at college. She had stopped eating and the college had treated her with antidepressants and she had recovered. They thought it was overwork. She had thrown herself into the party arrangements and had a new job lined up. But they had noticed in the last few days she had been more and more irritable and tense. Then at the party she had been asked to make a speech and had started shouting rubbish.


‘She was making no sense and shouting at everyone. We were so embarrassed. Her boyfriend tried to calm her down. She just fought him off, so we had to call an ambulance.’ The mother began to cry and Margaret started banging her fists on the outside of the glass door.


Graham, in contrast, was completely silent. It was impossible to take a history directly from him either. All we knew was that he was a student. Over the following days we pieced together the story of a shy, solitary, bright boy from a close-knit family who liked reading in his room and had no close friends, but had done well at school. At college, though, things had been different. Everyone seemed cleverer than him. He found it hard to make friends; he joined no clubs, but spent more and more time alone. He became convinced people were talking about him. He would see them eye him when he went to meals in the dining room. He could hear them through the walls of his room at night. He turned up with completely incoherent notes for a seminar. He had chosen physics because he was convinced science could make the world a better place, but he was now



sure it was making things worse. He had thought of killing himself, and lay in his room terrified and shouting at unseen visitors. When Jack and I went to assess him, he burst into loud sobbing and clutched Jack round his waist as if drowning.


‘Almost certainly a first episode of schizophrenia,’ Jack explained to his bewildered parents.


‘Will he get better?’


‘Yes, probably, if he takes the medication we prescribe.’


‘Can he go back to college?’


‘Probably best not this year.’


‘How long will he need to take medication?’


‘It’s hard to say. We recommend that he stay on it for quite a while. It will be easier to judge when we see how good his response is.’


When the major tranquillisers had come into use in the fifties and sixties, they appeared to be effective in previously untreatable conditions, like schizophrenia. There had been a hope that understanding their mechanisms of action would help to reveal the underlying disease process itself. If, for example, phenothiazines block the dopamine pathways in the brain, at the same time blocking the frightening thoughts and imaginary voices that occur in schizophrenia, does that mean that excess dopamine causes schizophrenia? Almost certainly not. Margaret, who did not have schizophrenia, and Graham, who probably did, were treated with the same major tranquilliser, which in both cases calmed them down and helped them become more rational.


‘We have no idea what we are doing in schizophrenia,’ our professor of psychopharmacology told us bluntly, confirming my view that in psychiatry we were still at the stage of giving aspirin for varieties of fever. It was an advance on bloodletting and cupping, but nowhere near a cure for an underlying disease. Even lithium, the drug given to Margaret to stabilise her moods, was not a cure for bipolar disorder.


‘Psychiatry is not usually about curing people. It’s about making the business of being mentally ill more bearable,’ said Jack.


Larch Ward was full of people who found their lives



unbearable. Dr N. had succeeded in creating a large, shifting, somewhat dysfunctional community. Contrary to the popular stereotype, the major conflicts that confronted us were not about locking people up against their will but about persuading patients who had become attached to the unit that they were ready to be discharged. When I told Christine that I completely agreed it was time for her to go home, she burst into tears. ‘You are so cruel, doctor,’ she said and got up and marched off. Later I found ‘Lynne is Cruel’ written in large letters in red marker on the wall of the day room.


The other conflicts were over drugs. Again, contrary to stereotype, patients were not angry with us for forcing drugs on them. More often it was over our refusal to prescribe. The most commonly used major tranquillisers had a range of side effects: drowsiness, weight gain and photosensitivity, to name a few. They could also give you some symptoms that were akin to Parkinson’s disease, a stiffening of the limbs and a tremor. These uncomfortable feelings could be alleviated with another antiparkinsonian drug which was often routinely administered at the same time as the tranquilliser. The problem was that this side-effect drug had a kick of its own, and had a market value because of this. It was well known that some of the patients were hoarding and selling their side-effect medication. So now it was only prescribed on a case-by-case basis after an examination by the doctor.


One afternoon I was sitting outside, trying to catch up on notes, when Neville came out and started crawling on his hands and knees around the cherry tree, moaning and mumbling to himself. This was his usual response when he was refused biperiden (the side-effect drug). It was hard to concentrate on my notes. ‘Academy Award performance, Neville,’ I commented as he crawled past me. He got up and started walking normally. I felt rather pleased that my sarcasm had had the desired effect. Then he got out a tobacco tin and hurled it at a car parked on the drive. I cursed myself. Crawling had not bothered anyone but me. The charge nurse Maurice came out and we both ran over to Neville.




‘Is that the best you can do?’ Maurice asked Neville. ‘Now I’ll have to get the owner and see if she wants to involve the police.’


Neville began crying, picked up my plastic chair and hurled it across the grass, then walked over to one of the cherry trees, grabbed the branches, which bent under his weight, and began to twist and swing on them. The car owner, a pleasant-looking secretary in a cotton dress, came outside. She stared dejectedly at her car, watched Neville bouncing in a shower of cherry blossom, then shook her head and went inside. I followed her, leaving Maurice to try and disentangle Neville from the cherry tree. As soon as I reached the ward my crash bleep went off. It was Maurice and Bill, the senior nurse. I ran outside again and found them both holding hard onto Neville. He had run to the conveniently located railway bridge and threatened to throw himself off.


‘That’s it,’ Bill said, ‘he gets the biperiden,’ undermining three months of attempted withdrawal.


‘You don’t learn psychiatry,’ a colleague told me. ‘You become a psychiatrist – it takes over every aspect of your life, colours every relationship, every book you read.’ That spring and summer the only books I read were the textbooks of brain anatomy and neuro-endocrinology necessary to get me through my first-part membership exams. The asylum was my home as well. I slept in the doctors’ flat across from the main hospital and watched the cherry blossom give way to the deep green of high summer.


I adjusted. I no longer felt nauseated by the glossy, bright-orange paint used in the hospital reception area. I saw the cheeriness it was meant to denote. I no longer wondered about the thin, drunk man with the tired face who sat next to the bronze statue of the first asylum superintendent, day in day out, with beer cans and cigarette butts piled up around him; nor the grey-haired lady in the baggy dress who sat opposite and picked at her feet. I simply greeted them on my way to the ward. I knew some fundamental shift had taken place when one day, in a large group meeting, we heard a terrible, thin,



wailing shriek from outside the open window. It went on and on. No one got up to look at who might be the source of the cry or whether anyone was in trouble. Maurice went over to shut out the sound and we continued the meeting. In the afternoon I did go out to explore. There were no signs of violence, just two men sleeping on the cut grass under the blossoming chestnut trees.


Patients did get better. Within weeks, Graham and Margaret were unrecognisable, transformed back into rational and relatively calm individuals. Christine decided to go home. In her last meeting she got up and went systematically round the room, saying she wanted to thank everyone personally for all their help and support. She shook each person’s hand. When she got to Andy dozing in his chair, he looked astonished.


‘You don’t know that you helped but you did.’ She patted his hand.


Trainee psychiatrists do not stay in one place, they rotate. Over the three or four years it takes to pass the examinations that will make them members of the Royal College of Psychiatrists they will usually complete eight six-month attachments to different psychiatric subspecialist units within a given area, the idea being to give them as broad a training experience as possible. That August I moved to Beech Ward to work with chronically ill schizophrenic patients, that group for whom medication was not really working. They had a long experience of coping with new junior staff.


In spite of doing regular on-call duties I had never visited Beech Ward before my first day of working there. I walked down a long, entirely blue corridor: blue paint, blue lino and blue curtains, wondering if some earlier hospital designer had thought this would have a calming effect on patients. If so, the value was lost by what followed when you entered the ward. I thought that Larch had inured me to scuffed walls, scrappy lino and broken furniture, but this was on a different scale. It was a large, well-lit room with long windows running the entire length of one wall. The August sun poured in, picking



out the faded wallpaper’s ugly brown flower print and showing up the filth on the cream gloss paint.


The ward was divided into three, partly by glass partitions. The first area appeared to be for communal living. There was a piano, a record-player and a television. This last was on, although no one was watching. There was a table-tennis table in the middle of a large carpet. A youngish man with short ginger hair, in a donkey jacket that looked hot for the weather, was patting a ball by himself. I stepped onto the carpet and felt my feet sink into some sort of sogginess. Beyond the living area was one for eating. There was a long table that had stackable plastic chairs piled up on one half. No one had un-stacked them despite the fact that lunch had been served and placed on the other half of the table. The patients were simply sitting on other chairs they had pulled up. There were two: a middle-aged woman with long grey hair in plaits and a tall, very thin, middle-aged man in a grubby lumberjack shirt and jeans. Both ate without looking at, or speaking to, each other.


The ginger-haired man looked across at me.


‘Are you new? I’m Craig. Would you like to play table tennis?’


‘All right,’ I said.


No one else seemed to be around and I had no idea what else to do. We started to hit the ball back and forth and the tall man got up and wandered over. His flies were undone and his eyes leaked pus. He watched us for a while, pulled out a packet of cigarettes and lit one, then cleared his throat, spitting out a large gob of greyish phlegm onto the stained and filthy carpet. At this point a tall woman with blonde hair in a bun came in. Her general air of cleanliness and efficiency suggested she was a staff member rather than a patient. She strode up to the middle-aged man and put two tissues in his hand. ‘Clean up, Oliver, please.’


Part of rehabilitation consists of teaching patients the habits that make it possible to live in the real world. Oliver started to walk away; the blonde nurse pursued him. ‘Oliver, you need to clean up.’ Oliver turned and kicked out at her, then suddenly



lunged, putting his hands round the woman’s neck in a throttle grip, grazing her cheek with his lit cigarette. I dropped my bat and ran over but four other nurses, who appeared out of nowhere, were faster and on him in seconds, unprising his hands and sitting him on a sagging sofa, with a nurse on each side holding him firmly under each arm.


‘Hello, I’m the new senior house officer, are you OK?’ I asked the nurse.


‘Quite all right, I’m Anita.’ She smiled. ‘It’s not as bad as it seems.’ She could sense both my consternation and my distaste.


‘It’s a mess. We’ve been planning to move for months. There’s a new purpose-built unit across the road. Trouble is, every month they tell us one month more. We should be there by September. But that’s why nothing gets fixed up here any more.’ She went into the tiny office, pushed files off two chairs, mopped ineffectively at some spilt tea.


‘Oliver is all right really, but he refuses periodically to take his medication, then he gets agitated. Even on medication he never takes any care of himself. Did you see his teeth?’


I had. They were a mouth full of rotting stumps. ‘His eyes didn’t look good either.’


‘That’s because he picks spots on his face and then rubs his eyes and he has this horrible habit of spitting. Anyway, now he has actually proved himself a danger to others we can section him, get him back on medication and perhaps we can persuade him to go to a dentist.’


By ‘section’, Anita meant using the Mental Health Act to compel Oliver to have treatment. The new 1983 Mental Health Act, introduced a few years earlier, had done much to improve patients’ freedoms and make it more difficult to lock people up. But if a patient demonstrated that he was a danger to himself or other people he could, under various ‘sections’ of the Act, be taken to hospital and kept there for assessment for a month, or for treatment for his mental illness for up to six months. This was the section the ward staff wanted used.


In fact, the majority of patients on Beech were voluntary. Degraded and run-down as it was, it provided some kind of



sanctuary. Dr R., the consultant, was trying to minimise dependence on medication and use the same psychodynamic, therapeutic community approaches practised on Larch.


‘Chronic schizophrenia can make you greedy, selfish, and destructive,’ Dr R. told me in our first meeting. I remained silent, somewhat taken aback. But Dr R. saw such frankness as a necessary starting point. ‘This is one place they can come and be accepted when everything else gets too much for them.’


Oliver came into the office a few days later to apologise to Anita.


‘I don’t want to move to the new building.’


‘Why, Oliver? It’s going to be lovely, it’s got a garden, a dining room, a kitchen and a community room, and you’ll have a nice bedroom.’


‘It’s got gas chambers.’


‘Nonsense, Oliver! Look, we’ll go over this afternoon and I’ll show you. There are no gas chambers, I promise.’


We moved into our beautifully painted new unit that September and had a party to celebrate. There was a band and food. Dr R. insisted on fancy dress. The patients didn’t bother but the staff complied. He wore a bishop’s robe, I wore a St Trinian’s school uniform of tunic, tie, boater and lacy black tights, and Jack was in his Blues Brothers suit. We ate snacks and everyone danced. I was dancing with Diana, a nice woman in her forties who was doing really well compared to most of the others. She was about to be discharged. I had turned away from her for a moment and was briefly dancing with Craig. Even Oliver was sort of shaking from side to side. When I looked back at Diana she was stretched out flat on the floor. Everyone else continued to dance around her.


Sometimes patients lay on the floor in the unit when they simply could not be bothered to continue standing up or go anywhere else. So my first thought was: Why are you lying on the floor, Diana? Then immediately another thought followed: Diana never lies on the floor. I knelt down and felt her pulse. It was going far too rapidly to count: Oh shit! She’s fibrillating! The music was still playing and no one else seemed bothered.




‘Jack!’ I yelled as he whirled past. ‘Help! Diana’s having a heart attack!’ I had already thumped her chest hard with the side of my fist in the hope of jump-starting a normal rhythm. This had never worked for me. Jack and two nurses were beside me in a second.


‘Better to move her out of here.’


So we picked her up and somehow carried her to the trolley in the clinical room.


‘Can someone get the defibrillator?’


‘It’s miles away, in the sick unit.’ The asylum covered approximately four square miles.


‘It would be much quicker to call an ambulance.’


‘Then please do it!’


By now Diana had stopped breathing and there was no pulse at all. I pushed her chin up to give mouth-to-mouth, putting my own lips against her clammy skin, while Jack applied the short sharp downward pushes on the chest wall that keep blood circulating. Diana’s mouth was full of gunge. No air was going in. I tried scooping it away with a finger. No effect.


‘Can someone give me a sucker?’


‘We don’t have one.’


‘What about an airway?’


‘Nope, it’s all in the sick unit.’


The band was still playing. Jack and I took turns doing compressions. Two ambulance men arrived, much faster than I expected, dumping their boxes on the floor.


‘Who’s a doctor here?’ asked one, hesitantly holding up an endotracheal tube and looking in bewilderment at Dr R.’s red robe and my school tunic and lacy tights.


‘I’m the fucking doctor! Please give me the tube and the laryngoscope!’


He handed it over, his look suggesting he knew he was in a madhouse. Amazingly, my old emergency-room habits remained: I was able to insert the laryngoscope and get a clear view of the vocal cords and push the tube in. One ambulance man attached the oxygen and started giving air. Another had already attached the leads from the defibrillator to Diana’s



chest. We shocked her. Nothing happened. We shocked her again. Her chest rose and fell as the ambulance man rhythmically pressed the air bag. Diana’s pupils were in the glassy stare of sudden death. We tried again. Nothing happened.


‘Lynne,’ Jack said firmly, ‘you have to stop now.’


He put an arm out and pulled me momentarily against his shoulder. I remember the feel of his jacket on my forehead. I remember not wanting to turn back to the body. I don’t remember which of us said time of death. The ambulance men started packing up. Someone pulled a sheet over Diana. Dr R. said he would talk with the community. I don’t remember if the party continued or not. I went home to bed.


At the staff policy meeting that week everyone agreed we needed an accessible defibrillator and equipment to establish a clear airway kept on the ward. One reason for our under-equipped state was that no one could agree on whether or not the asylum was a hospital. Sick patients who needed more intensive nursing care were sent to the sick unit within the hospital, but if they were really unwell, in theory they went to the General Hospital. Psychiatric patients get physically ill like anyone else. Those with chronic mental illnesses get sick more often, because many smoke too much and take less care of themselves. But try getting a bed for a chronic schizophrenic patient on a medical ward. I had spent an hour on the phone the previous week trying to get a patient assessed after he had inexplicably fitted for fifteen minutes. It was only the intervention of the consultant that got him in.


We all went to Diana’s memorial. In spite of this grim christening, community life improved, demonstrating that, mad or not, we all respond to the environment in which we live. This was the basis of Samuel Tuke’s ‘moral’ treatment, introduced two hundred years earlier. He had made the radical suggestion that even the severely mentally ill would respond to cleanliness, neatness and comfort in a family-type atmosphere. He had not envisioned the growth of asylums on an industrial scale.


Beech Ward was an attempt to return to this moral order. The chain-smoking and coffee-drinking continued, but people



actually avoided dropping their butts on the new carpet. Now that both large and small meetings were held behind closed doors, people wanted to attend them. Because it was a stable community, they worked relatively well. Unselfishness often blossomed. Oliver announced one day that his watch had been stolen but he did not want the police informed ‘because we’re a family’. He followed up this announcement by bringing a tray of tea to the staff.


I had an office of my own, with potted plants and a view of the garden. The strange thing was that in the old ward I had been around all the time because there was no other space to sit, but the patients had scarcely talked to me. Now they sought me out, came in, sat down in the chair opposite me and just started talking. I had learnt from Jack to stop ‘interviewing’ and start having conversations, to offer friendship as much as care, and to understand the incredible courage it took for most of them just to get through the day. Craig carefully explained that he was living in three worlds.


‘There’s the world of outer space, then there’s the world of Plutons and Klutons who are fighting one another to death, and there’s the world of Beech Ward. Honestly, the stress of it is making me crazy.’ He put his hand to his ear and shook his head. His blue eyes took on the unfocused look that meant he was listening to the Plutons.


Craig and Oliver continued to live on Beech after I moved to another unit. Craig jumped off the railway bridge a year later, crushing a vertebra. The emergency departments at the General Hospital put him in a plaster cast and sent him back to the sick unit at Woodside. The nurses called the duty doctor one night. He arrived to find Craig already dead, froth in his mouth, cause unknown. I thought of him lying there in the heavy cast, unable to move, frightened and choking. It was unbearable.


‘Well, he wanted to die, didn’t he?’ a colleague said over lunch.


‘No, he did not want to die. He wanted the war in his head to stop. He wanted not to be mad, he wanted a place of his own. I really don’t think he wanted to die.’ But what I thought of the matter was of no importance. I had rotated on.




Somali border, Ethiopia, September 2007


There’s a great jostling crowd at the health centre door this morning. Word has got round that there is a doctor at the camp who treats ‘crazy’ people. As I try to walk through they grab at me, asking if I can look at this, or this, or this. There’s an elderly man who has pushed his paralysed wife up in a wheelbarrow. Mothers clutch their children or hold up infants whose contracted limbs and vacant smiling faces hint at developmental difficulties. There are some muttering young men showing the self-neglect that suggests psychosis, a young woman who is obviously blind, and numerous others on crutches or sticks.


‘It’s not just mental problems,’ the health assistant says. ‘It is everything that we cannot treat: paralysis, epilepsy, physical handicap – they all think you will help them.’


It is a biblical scene. I feel a distinct lack of miraculous powers. We try to create some order. The assistant hands out numbered chits and I stand on the steps of the hut and make a small speech, explaining that I will see some people today and the rest at weekly mental health clinics that will run from now on. Then I retreat inside and sit down with one of the clinical nurses to start work.


I am not even supposed to be starting a proper clinic yet. I work for a large international non-governmental organisation, an NGO that provides health care in emergencies. My job here in Ethiopia is to train the government health care staff who run the services for Somali refugees in this camp, to recognise, understand and manage mental health problems. If this can be done right here at the clinic, people will not have to stay chained up or make the long journey to a mental hospital in Addis.


Ethiopia has thirty psychiatrists. They are almost all in the capital and overwhelmed by the demands of treating mental illness in a country of eighty million. When I advertised a job working here in the desert fringes of the country, next to war-torn Somalia, I was not surprised that only three people applied. But one of these is Dr Hassen, a gentle, soft-spoken man with silver hair and a youthful face who comes from



Harar, a beautiful ancient city just down the road. In a previous incarnation he was a professor of physiology. He switched to psychiatry a few years ago and is passionately interested in refugees. He will arrive soon to help me with the training programme and the clinic.


Meanwhile, Usman and Abdullah are already slightly better as a result of the antipsychotic Dr Asmamaw prescribed on my recommendation. They have moved to a bigger aqal. Usman is more communicative and washes and dresses himself, and Abdullah is calmer. They are both still chained, but Amel promises that if things continue to improve she will try unchaining them. People at home are often horrified when they hear about chained mental patients, and there’s no question it is an abuse. But it is also a sign of care in desperate circumstances, done to protect a relative from getting lost, abused or even killed. Families in flight have sometimes tied up their sick relative as the only means of dragging them across frontiers to safety. Otherwise the individual, not understanding the danger, may refuse to leave. The family won’t untie them until they are confident he or she is safe. And newly arrived aid workers need to be cautious. Untying someone before fully understanding the reasons for restraint, without having alternatives to offer, is unwise. This is why I am here. Getting just one person out of chains compensates completely for all my feelings of inadequacy towards the halt, the lame and the blind at the door.


Unfortunately I sometimes lose my clarity of purpose when trying to wash and cook in the evenings. I live in Jijiga, the capital of the Somali region, as far east as you can go in Ethiopia without falling off the map. Tin shacks, cloth-covered aqals and stone villas lurk behind high walls along numerous dirt roads like my own. There’s a university in a tower block on the eastern edge of the town, and the concrete offices housing regional government as well as the hospital in the centre. Around the corner from us is the very new Ethiopia Millennium Hotel. (Ethiopia’s calendar runs seven years behind the rest of the world, and sets this year of 2007 at 2000.)




The town has a quickly-put-up feel that makes it look like the backlot for a cheap Western in Somali costume. People ride around in canopied horse-drawn buggies or three-wheeled tuk tuks, and men with guns roam the streets. The men with guns are actually in army uniform. Apparently the prime minister is visiting the region so there are checkpoints everywhere and pat-downs by security men outside restaurants. Someone did try to shoot a politician here a few weeks ago. Whether the shooter was from the Ogaden National Liberation Army to the south or from the war in Somalia to the east, no one knew.


The agency house is in a villa, one block off the main road. When I arrived, the local staff were embarrassed and confused. They didn’t know I was coming. They thought the building was just going to be offices. There was no bed, no kitchen, no water, rubbish filled the bath and yard. But the logistician ran around and found stuff in the open-air market that fills the central part of town. Much of it is contraband from Somalia. I now have a bed and sheets. The rubbish has gone from yard and bath. The plumbing does not work but water arrives daily in large metal drums mounted between two shafts and pulled by donkeys. So I can stand in the bath and douse myself from a bucket.


A shiny corrugated-iron kitchen shed appeared out the back a few days ago, but there’s still nothing in it. So my boss sent me a very old two-ring gas camping stove that I have set up with a large gas canister, at the far end of the office-cum-dining room. I don’t have a phoneline so I go round to the little Internet café on the main road to check mail. Inside, it is full of small boys playing violent video games, not a girl or woman in sight, but the owner shoos two children away to give me a computer. The Internet connection is so slow you can have a short nap while waiting for a page to appear and another while waiting for it to Send. I give up at six o’clock. The owner wants to break his fast, it being Ramadan.


I come home and bang on the high metal gates for the guard to let me in. An armed guard is standard for all NGOs in town, but as he is elderly and alone I do wonder what he would



actually do if armed men turned up to kidnap me. I’m looking out for a dog that can bark loudly.


The electricity is still off. By now it’s completely dark so I light two newly acquired kerosene lamps and put a large saucepan of water on the stove to boil for tea. I go into my bedroom to do fifteen minutes’ yoga. When I come out I can see flickering orange light through the glass section at the top of the office door. I open it very cautiously and see that the kitchen area of the office appears to be on fire. The gas pipe, which turned out to be corroded, has fallen off the gas stove and is blazing away like a blowtorch on the floor. Without thinking, I run over and turn off the gas and it stops. Amazingly, the only damage is melted plastic floor-covering and a scorched wall.


I suddenly realise how lucky it is that the flame didn’t melt the short length of pipe and blow up the attached gas canister, the office, and possibly me and the guard. Last year in northern Uganda I walked into a newly built shower in our compound, stood on the wet floor, turned on the tap and got a horrendous electric shock. It strikes me that in this job I am much more likely to be killed in a rather ordinary domestic accident from old appliances or poor wiring than I am to be blown up in a restaurant or taken hostage. I won’t think about it. Tonight I am back to heating lentils and water on a smelly kerosene stove outside in the yard.











2: WHY ARE YOU HERE?


I could not find my place in psychiatric practice in Britain. I love psychiatry. I was born curious, and I love the fact that sorting out what’s wrong with my patients requires listening and observing intently and enquiring into every aspect of their lives: how they grew up, where they come from, their family background, what happened at school and work, how they get on with others, what happened to upset them. I am never bored with the conversations or stories, however mundane. I also enjoy the arcane game of psychiatric diagnosis, even if I sometimes feel we are debating the number of angels dancing on a pin.


During my training, a patient often seemed to be given one diagnosis on one admission and another on the following, partly depending on the whim of the admitting physician. Graham, for example, came back in as an emergency when I was working on Jameson Ward at the Allinton Hospital during the second year of my rotation. He was living in a bedsit in a shared student house and had found a girlfriend. Things seemed to be going well. But then she dumped him and he stopped studying, eating or going out. His housemates grew concerned at his obvious neglect and at the muttering and cursing that came from his room at night. So they called his GP, who found him weeping and shaking in the corner of his room with a towel around his head to try and keep out the voices. She sent him in as an emergency. The weary house officer on call saw ‘previous history of schizophrenia’ in the GP letter, but felt that on this occasion he was severely depressed. So he hedged his



bets and wrote ‘schizo-affective disorder’: a composite diagnosis that covered all bases. Graham stayed another month and appeared to make a good recovery. He was sent home to his parents, still taking his medication, and planned to restart college. But then without any warning he went into the garden one day and hanged himself from a tree.


What was clear to me was that psychosis, in all its varied manifestations, was absolutely terrifying for those experiencing it. A patient once explained to me that it was like losing a filtering mechanism in your head. You saw and heard every single thing. Everything was too loud, too bright and it all mattered and felt significant. Perhaps for Graham, once he had recovered full insight and understood his possible prognosis, the prospect of living with severe long-term mental illness seemed unbearable. His death, like Craig’s and Diana’s before, filled me with anger; but I could not clearly define what my own role should be in response.


There appeared to be two choices. I could join the young men in tweed jackets in the research laboratory, searching for the Holy Grail of the biochemical underpinnings of schizophrenia or the genetics of bipolar disorder, while hustling for research grants and lectureships. Alternatively, I could embrace one of the psychotherapeutic trainings: psychoanalysis or the new, increasingly fashionable, cognitive therapy. But I did not want to choose. Too often I saw colleagues becoming ideologues more interested in fitting a patient to a school of thought than thinking through what the patient needed.


I always felt wrong-footed. I argued with my biologically minded colleagues about the social construction of illness, and the patients’ need for care and attention to address their social ills, whatever the science revealed about causation. But when I did a six-month attachment to an outpatient group-therapy unit, I worried that one of the group members who spent each session mumbling, talking and laughing to herself was actively psychotic, and perhaps needed medication. My consultant reprimanded me for my ‘activist’ attitude, told me that he made the diagnoses, and my job was to help run



the groups. It was only when I learnt to present any such concerns about the patients as ‘my anxieties’ that I was allowed to address them.


I also hated what Mrs Thatcher was doing to the National Health Service. Her push to create an internal market was supposed to create a more effective and competitive service. The trouble is that mental patients are rather uncompetitive ‘products’. No one really wants them, they are poor advocates for their own needs, so they are very easy to abandon. One summer in the late eighties I worked at a small acute-admission unit attached to the district General Hospital of a busy market town. It was a happy and pleasant place to work. A combination of skilled and friendly nursing staff, good relationships with local GPs, a good social worker and psychologist and hard-working consultants meant that the stigma so often associated with admission to a mental hospital scarcely existed. Because the unit was based in the community it served, large numbers of patients could be managed as outpatients and we could intervene quickly if things broke down. Except that Mrs Thatcher’s reforms had frozen the nursing budget, so half our beds were closed, which meant that we spent our review meetings deciding ‘who does not need admission’.


How to choose? Alan was an elderly man who got severe recurrent depressions that resolved of their own accord without medication as long as he could be admitted for two or three days. If not, he went downhill quickly and could end up being sectioned because he refused to eat, drink or care for himself. Eleanor was a young mother of twenty-eight who had been depressed for three months. Now she was completely pre occupied with ideas of killing both herself and her children. One of our current inpatients had taken an overdose the previous week when she heard that we planned to transfer her to the Allinton, thirty miles away.


I was learning that good community services are not cheap alternatives to institutional care. They actually require more staff and the back-up of small admission units like ours. This could sometimes be life-saving in the fullest sense of the word.



A community-based unit could provide the intensive support, understanding and involvement needed in a crisis and continue it after discharge, extending it to friends and family. But I did not want to spend my life fighting over beds and resources. It seemed to me the answer was political. I wrote an article about my experiences for a national newspaper. I suggested that spending vast amounts of money on murderous weapons of mass destruction was indicative of a national paranoid psychosis – and that it might be better spent on keeping people alive and well now, rather than killing them later. Apparently it was not so simple. I was told to stick to my patients.


That was the other problem. I had been quite unable to give up politics, although I no longer camped outside a nuclear base. In 1987 the United States and the then USSR signed a treaty to get rid of Intermediate-Range Nuclear Forces: Cruise and Pershing missiles in the UK and Western Europe, and their Soviet cousins the SS-20s. It was the first time the Superpowers had agreed to eliminate a category of weapons and reduce their nuclear arsenals. It felt like a vindication of our campaign.


But that first disarmament treaty shone a bright light on the underlying fracture of Europe. The Marxist historian E. P. Thompson, whose polemics against Cruise missiles had inspired me to join the peace movement in the first place, argued that getting rid of one weapon system was not enough; we had to address the underlying exterminating logic of the Cold War. I agreed. The continuing repression of human rights activists in Eastern Europe justified continuing to maintain nuclear arsenals to defend ‘freedom’ in the West. These arsenals justified the continuing repression in the Soviet bloc. And these conflicts were also played out in very real hot wars in places like Central America and East Africa.


I spent my holidays in the late eighties travelling to Poland, supporting young people who refused to serve in a Soviet-sponsored army that had imposed martial law on its own people, and to Hungary where students in a democratic movement called Fidesz were challenging the authoritarianism



of the state. In my spare time at home I wrote articles about human rights activists in Guatemala who used non-violence to oppose a genocidal US-backed war against the indigenous population; or I helped circulate petitions about a little-known Czech theatre director imprisoned in Prague. By early 1989 I was going out with a Slovene philosopher and writer whom I had met in a cold church in Warsaw, at a seminar hosted by my Polish friends to discuss ‘Détente from Below’. Tomaž had been thrown out of the Yugoslav Communist Party for writing a critical book about Stalin. He was now organising demonstrations on behalf of miners on a hunger strike, in a place called Kosovo.


My psychiatric colleagues looked on at all these activities with bemusement. But in my own life medicine and politics had always mixed. My doctor parents had never sat me down and said: Think this or that. Rather, there were givens in our family which were part of the established order of things: the National Health Service, established as my parents qualified, was good, so they were happy to work for it. Apartheid was wrong so we didn’t drink South African wine. The Bomb was bad – so we were taken on CND marches in our pushchairs. They belonged to the Howard League, and one of my earliest memories is their excitement when capital punishment was abolished. But it was studying medicine that radicalised me. Simply going onto the wards as a first-year clinical student brought home the inescapable fact that, while everyone is vulnerable to serious disease, you are much more likely to get sick and stay sick if you are poor. On my bookshelf Gandhi, Emma Goldman, Bakunin and Proudhon jostled for space.


This radicalisation was intensified by living with a young black student who had just escaped from South Africa. Nkosazana Dlamini had been the vice-president of the South African Students’ Organisation. When its president Steve Biko was killed, she had managed to escape by walking across the border. Bristol Medical School gave her a scholarship and a mutual friend asked if I could give her our spare room. Living with her brought home in an intensely personal way what it



meant to live in an unjust and impoverished society. When her brother died suddenly in Soweto and she could not go home, I learnt for the first time what it meant to be a refugee. Influenced by her experience, I joined Anti-Apartheid and helped to get the university to disinvest in its South African shares. That was my first political campaign.


In 1989, after three years at the Allinton and Woodside, I turned off onto another of those meandering side roads that have drawn me all my life. After taking the second part of the exams that would qualify me as a psychiatrist, I got permission to take time off to do doctoral research. I obtained a grant from a large foundation to study the psychological motivations of those non-violent political activists with whom I had worked for the previous decade in Britain, Poland and Guatemala. Asking these activists why they gave up home, work and family to act as they did was a way for me to pull together the diverse threads of my life. For my colleagues at the Allinton, it was yet one more indication of how unsuited I was to the psychiatric profession in Britain. ‘I very much doubt you’ll return,’ said the postgraduate dean gloomily, while granting me leave from the rotational training, ‘and if you do, all these periods outside psychiatry will look very bad on your CV.’
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