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The last couple of months have been unusual for the
number of programmes about bipolar disorder and mental
health in the media. Stephen Fry’s two programmes were
sometimes criticised for showing far too many celebrities
and well people with the condition — and too few of those
for whom life is a perennial grind of difficulty. Having said
that, | have heard of a number of instances (and | can
include my own) where family members and friends saw
the programmes and gained a better understanding.
Having done so, it made it easier to talk with the bipolar
person — and that can only be good.

| don’'t know what the viewing figures were but | wonder
how many of the general public, without a link to someone
with the condition would have made the effort to sit through
two hours.

The other programme, almost overlooked because it was
on at the same time as the first Stephen Fry, was the Case
Notes radio programme with Dr Mark Porter. It homed in
on the main issues very clearly and succinctly and for
some would make a better introduction to the subject.

I'm probably not allowed to say this but if anyone wants a
copy of the Stephen Fry programmes on DVD or the Case
Notes on CD, | can let them have one for the cost of
materials and postage.

The other programme ‘Dispatches’ was a terrible reminder
of the conditions on acute wards — and a great incentive
never to go on one again! It was filmed with hidden
cameras in three hospitals — none near here but a horrible
reminder for many of what it is like.

Stephen Fry introduced an interesting question as to
whether people would press a ‘magic button’ to take their
bipolar away. Thanks to Roger for collecting answers to
that question - see inside.

Also inside you will see more about the theme of ‘Recovery
Values’ as introduced by Judy Dean. There is also an
article relating to the ‘Mental Health and Violence’
presentation given by Drs Neil Hunt and Fiona Thompson
at our open meeting.

Some members also feared that the Magic
Button would take away their creativity.
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MENTAL ILLNESS AND VIOLENCE
By Dr Neil Hunt and Dr Fiona Thompson

The association between mental iliness and violence
is a sensitive and difficult subject. This is because the
vast majority of people with mental health problems
are rarely or never violent and, understandably, feel
that it is unfair to be labelled as potentially dangerous
to others. There has, for many years, been a
perception that there is a strong link between mental
illness and violence. Media reports on violent
incidents often highlight the presence of a mental
iliness if there is one and may even use inferring
words such as ‘psycho’, ‘loony’ or ‘maniac’ when there
isn't a mental illness present. This may induce stigma
or reinforce assumptions that people already had.
Others argue strongly that there is no association
between violence and mental illness and attempt to
reduce the stigma it brings.

People with manic depression or bipolar disorder
sometimes recall that, during a manic episode, they
felt irritable and angry towards others. Other
symptoms of mania such as impulsivity and
disinhibition may also be associated with violence.
Psychotic episodes often include paranoid ideas and
the person who is unwell may believe that others want
to harm them and act to defend themselves. Being
unwell may bring with it other real and frightening
experiences, such as being told that they need to take
more medication or that they need to be in hospital,
possibly under a section of the mental health act. If
this is not done sensitively and the patient is not
feeling supported by anyone, they may well feel very
threatened.

It is actually a difficult topic to research as there are so
many factors influencing outcome. Also the definition
of both mental illness and violence can be grey areas.
For example, including diagnoses of alcohol or drug
misuse and personality disorder widens the definition
of mental illness and are often associated with
violence. Even excluding these and focussing on
mental illnesses such as bipolar disorder,
schizophrenia and depression is often problematic as
diagnoses may be inaccurate or broader definitions of
‘psychosis’ or ‘affective’ ( mood) disorders may be
used rather than specific diagnoses. The definition of
violence spans from threatening behaviour to
homicide. Research may be looking at a particular
diagnosis or level of violence or may cover a few
areas.

Without his depot injection Raymond was
like a wild animal.

The research is done in three ways. Firstly, people
with mental illness are assessed, either by asking
them or others close to them, or by going through
case records, for frequency of violence or threats.
These numbers are then compared with those without
mental illness. Secondly people who are known to
have been violent e.g. in prison or on remand and
assessing for the presence of a mental illness. These
results are then compared with the prevalence of
mental illness in general. The third research method is
to do a large population survey and assess
everyone’s history of violence and of mental illness
and look for links.

Schizophrenia is probably the most specified
diagnosis in the research and provides us with a good
example to put things into perspective. About 2 % of
the general population have a history of violence
compared with 8 % of people with schizophrenia. This
suggests that people with schizophrenia are 4 times
more likely to be violent (which is in-keeping with the
police register). We must remember, however, that
schizophrenia is not very common (about 0.5-1 % of
the population) so these 8% contribute to just a small
fraction of all violent behaviour. Similarly, about 3% of
people in prison have schizophrenia which is a higher
prevalence than the general population but is only a
small proportion of all of those in prison.

Other factors are important, increasing the risk of
violence. Substance misuse on its own increases the
risk of violence and a large proportion of violence



(about a third) may be solely attributable to alcohol
misuse. In combination with mental illness, it has a
multiplicative effect, vastly increasing the likelihood of
violence. Most people with a history of psychotic or
manic illness who are arrested for violence have
active symptoms at the time of arrest. If psychotic, the
violent behaviour was often in response to the
psychotic symptoms. Most of those with bipolar
disorder had not been in recent contact with mental
health services and had not been taking preventative
medication.

When working out how much violence resulting in
actual injury to the victim can be attributed to mental
iliness, personality disorder (especially anti-social),
alcohol and drug misuse are the major contributors:

DIAGNOSIS %AGE VIOLENCE
(approx)

Psychosis 2 %

Neurotic disorder 15 %

Any personality disorder 40 %

Anti-social ~ personality | 25 %
disorder

Alcohol Misuse 50 %
Alcohol dependence 30 %
Drug dependence 20 %

There are a couple of good articles that give a good
overview of the link between mental illness and
violence. For further reading please see:

1) Violence and schizophrenia: examining the
evidence- E.Walsh et al . British Journal of
Psychiatry 2001. Vol 180, page 490

2) Violence and psychiatric morbidity in the
national household population of Britain- J.Coid et
al. British Journal of Psychiatry 2006. Vol 189

3) Safety First 2001- Report from National
Confidential Inquiry. Website http://www.national-
confidential-inquiry.ac.uk/nci/index.cfm

CAM-MIND
Befriending Scheme, Day Services
& Supported Housing
for people with mental health problems.

Please contact us if you are interested in

sharing in our activities on 01223 311320
email: admin®cam=-mind.org.uk
www _cam-mind.org.uk

Are you a carer? Do you want to have your
voice heard?

Can you spare time for a short survey?

If you are caring for someone with mental health
needs we'd like to hear from you. The Patient
Forum for Cambridge City and South
Cambridgeshire is working to investigate the
needs of carers and the impact of recent

cuts in health services.

If you would like to contribute to this survey, you
can download the questionnaire and send a
completed copy to the FREEPOST address on the
back or contact Yvonne on the number below to
complete the survey over the telephone.

http://tinyurl.com/yg2xvu

Yvonne Barr

Cambridge CVS Forum Support Organisation
Tel: 01223 713011
Email:office@ppiforums.org.uk (for a copy to be
sent online or via post)

** The first 30 people to complete a telephone
questionnaire will receive a JB Sports voucher to
the value of £10! **

LIFECRAFT

Tel: 01223-566957

TURNING POINT
FOR CARERS

If you support an adult with a mental health problem
in Cambridgeshire or Huntingdon you can get
information, advocacy and support.

Ring 0845 601 7881




WOULD YOU PRESS THE MAGIC BUTTON TO TAKE
AWAY YOUR BIPOLAR?

Would | press the button? No. | wouldn't be me. However |
really, really wish I'd got diagnosed twenty years earlier -
Jackie

| don't know why anyone would even think twice about it.
Press that bloody button!.. Maybe if | was unipolar
hypomanic I'd not press the button, but that's the only
situation in which | can imagine the iliness might be nice to
have. - Huw

At the moment, | wouldn't press the button. If | opted for the
buton and removed all of my "defined-unhealthy"
mood swings would | have any creativity left? | want to
paint again and that is one hell of a gamble. | want to stick
with the valproate for now. - Jon

[ would push it right now and make the bipolar disappear.
The positive aspects of having this disorder have meant |
have been able to achieve a huge amount academically
and as a musician but the sometimes debilitating
depression has meant | am unable to fulfil the potential |
can see and long for the hypomania that allows me to work
hard and achieve the most. | know that to head in that
direction will simply result in more illness so spend a lot of
time strictly regulating sleeping hours, working hours and
relaxation to help with ongoing health. | find myself
continually frustrated with the daily ritual of knowing what |
could be doing were | well and 'normal'. - Carina

Had this question arisen three years ago would probably of
said | was happy to be bipolar. Even with the years of
fighting off the likes of anyone thinking this should of
merited my child to be on the at risk register. However and
especially with my last mania which lasted longer than
previous mania it has made me feel like its shattered the
life that I've built back up one to many times. - Nicky

Most days | would not wish for a magic button. Today is
different though. | have been invited to an interview for a
job that pays lots of money but | am, close to certain that |
will not get the job because | have bipolar. (I am not
especially talking about stigma; it is probably more to do
with me being afraid that such a job would make me ill
again.) So, right now | think | would press that button — |
just desperately wish | was normal and would be happy to
give up any “special powers” that come with the
hypomania. — Roger

| happen to think the idea of a magic button is not that
helpful really. It could be applied to anything in life if you
think about it — regrettable decisions, relationships, being
born! It is a 'cute’ idea to add a dimension to a TV show but
| happen to think that this is not how life works and |
happen to think that being in conflict with 'What is' -
(wishing things were different ) adds a whole other
dimension to suffering - Michael

Following the S. Fry programme. | received this email from
a friend with no other direct connection with bipolar and
wondered about her observation of.. “the men seemed to
be on the whole more OK about having it, but the women
seemed to suffer more in general and would not have it
given the choice - is this typical?”

So do we think women are more likely to press that button?
- Roger

| am so thankful that my bi-polar was not diagnosed until
my youngest child was one. In hindsight - if | had been, |
may well have wrestled with the very difficult decision of
whether to have children at all - both from the point of view
of passing on the illness, and because of the often
detrimental effects on one's own health. If there was a
magic button, | suspect more women would press it -
precisely because they want to have children. - Kyra

With regard to me and the button, | would like to spend a
bit more time seeing if | can build a sensible life with the
meds. If | was twenty I'd press the button immediately.

- Jon

If I had never had manic depression | would not be 'me'.
For example | would almost certainly have had a different
career as without an episode during university | would have
done different subjects - maybe a better career, maybe not,
| truly loved the one I ended up with even though in the end
| had to give it up because of the iliness. | would definitely
have a different husband, or none, as it was during a
depressive episode that | broke up my previous long term
relationship. And that would mean my children -the specific
children that | have in this life - would not exist, which is too
terrible a possibility to contemplate. Even with the same
husband - how would | have dealt with his depression if I'd
never experienced any myself? | don't think I'd have coped
with it at all well. - Jackie

Having gathered all these brilliant replies
together and having listened to some bipolar
folk in Lincoln discussing this, | am left
thinking that the question is most worthwhile
when we think...

1. Mood stabilizers would a few
decades ago have been thought of as
a magic button.

2. Many/most of us choose to press this
button everyday and so opt for
calmer but less interesting lives.

3. Wouldn’t the ultimate button be likely
to also remove all human emotion
like happy and sad?



RECOVERY VALUES - SEPTEMBER MEETING

Judy Dean, Project Manager with the Mental Health Trust,
joined us for a lively meeting about ‘Recovery values in
mental health’.  The vocabulary and practice of the
recovery approach is becoming more prevalent in adult
mental health although it has many definitions.

The recovery concept gained momentum in the 1980s,
when service users began publishing their own accounts
about the course of their lives following a diagnosis of
severe mental illness. There is now a wealth of literature
about recovery and a clear policy context within which it
sits. It is recognised by the Department of Health and
NIMHE.

The most important thing is that the prime source of
understanding should come from those who have
themselves faced the challenge of recovery. In other
words (and to over simplify) the medical diagnosis, the
treatment and limitations stop being the central focus.
Instead, it is about the ‘whole person’ and each person
fulfilling his or her potential to lead the fullest life they are
able to. It requires a shift in emphasis from the

Recovery needs the individual and health professionals to
give up the ‘sick’ role as the governing identity. Support
may be needed over wider aspects of life: maintaining
relationships, entry or return to employment and leisure,
optimising financial income, housing etc. It implies a
deeper value for the individual and should be driven by the
service user as far as possible and facilitated by service
providers. The values are those of inclusion in society and
the aim is to promote autonomy and

It should be said that none of this negates the concept of
mental illness nor does it negate the need for appropriate
treatment. It makes no judgment about the cause of
mental illness and allows the use of medication, talking
therapies or whatever helps. It also does not imply an
absence of symptoms It simply moves the centre of gravity
from the iliness to the ‘whole person’.

Furthermore, the recovery process is not an end in itself
but a means to and end.. It also involves the recovery of
relatives and peers where appropriate.

This is not doing justice to Judy's input or to the lively
discussion we had around it. If you want a copy of Judy’s
discussion paper | can let you have one. There’s also a
nice presentation about it here.

http://tinyurl.com/y5nu5x

| can print it if you wish.

I'm sure we'll be discussing this a lot more before long.
Above all, | hope we will see the Trust espousing those
values. We will also need changes in our own thinking.

“10 RULES | KEEP FOR MYSELF” by GJ Gregory

| thought the following ten rules were very interesting and
useful, especially in the context of recovery. Already a
number of people told me they have stuck them on the
fridge. | found them on the blog of GJ Gregroy on
BipolarConnect.com. Would anyone else like to say what
your rules would be?

1. | will take control of my recovery, and in so doing, my
life.

2. The world is a much better place with me in it.

3. Meds are my gateway to society. | will not step away
from society.

4. | will not just survive, | will thrive.
5. [ will exercise and live a healthy life.
6. | will help others in crisis.

7. | acknowledge that in caring for myself first, | can do
much more for my loved ones and others.

8. | will take some enjoyment from each and every day.
9. I'will not be afraid to ask for help.

10. As surely as day follows night, highs will follow lows.
It's the nature of our world.

WORKING TOGETHER FOR RECOVERY

In the context of Judy Dean’s discussion about
recovery, it is worth reminding you of the Working
Together For Recovery website. The site contains a
great deal of useful advice and comment about
recovery including wider issues such as money,
spirituality, hosing work and creativity.

The site is overseen by a group of mental health and
service user representatives and can be found at:;

www.workingtogetherforrecovery.co.uk

The site also has an online forum in which service
users can dialogue with each other and with
professionals, voluntary groups and carers.

Still in its early days, the forum has the potential to be
an interesting, supportive and lively exchange of views.
Do join to express your views.
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MEETINGS OCTOBER TO JANUARY 2006

There are links to maps on our website or just ask and | can send one.

Meetings at Hilltop, Primrose Street, Cambridge
We have small groups (‘punters’ and carers in separate groups if attendance justifies). Hilltop car park is at the end
of Greens Road, down a little slope. Come for refreshments at 7.30pm for a 7.45pm start.

November 27t No meeting in December; January 229; February 26t

Meetings at St Matthew’s Parish Hall, St Matthew’s Road, Cambridge

There is usually a guest speaker or group discussion on a relevant topic. There is street parking around the area but
watch out for double yellows and residents’ bays in some places. Come for refreshments and informal chat at
7.30pm for an 8pm start.

November 13th - Emma Grey from ‘Mental Health Media’ will tell us about her organisation and discuss mental
health in the media

December 11th — Discussion on a topical subject with a mince pie and a drink.

January 8th — To be arranged. Hoping for a talk on a psychology topic.

Phil Jeannette Viv Joanna
CONTACTS 0845 434 9780 | 01223 563269 | 0845 434 9780 01223 574266
Preferred times: 7pm-9pm weekdays 7pm-9.30pm 7pm-9pm weekdays Weekends

(We can't guarantee being in when you | 10am-9pm weekends weekdays 10am-9pm weekends
call but will get back if you leave a
message)

*

New Members
Ring for a chat ¥ ¥ * (Carers) *

Correspondence to: Phil Alsop, Secretary, 6 Beechwood Ave, Melbourn, Cambs SG8 6BH.
E-mail: madffAT)mdfcambridge.org.uk Website: www.mdfcambridge.org.uk

We are a local group of the national MDF The Bipolar Organisation, Castle Works, 21 St George’s Road, London SE1 6ES
Tel: 08456 340 540. Fax 020 7793 2639. E-mail: mdf(AT)mdf.org.uk Registered Charity Number 293340




