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Weltome o the [Shiimer 2024 Newsletter.
This"edition should bea fascinating read as we
have been fortunate to receive several high-
quality articles with a diverse range of themes.
Please do read our chair’s column, where Dr
Suresh highlights the strength of the division,
the range of successful events organised in
the past year, and upcoming vacancies.

Dr Fayyaz reflects on her experience at
Springbank, highlighting the positive impact
of a collaborative and least restrictive
approach in treating patients with borderline
personality  disorder and  challenging
associated stigma.

Drs Chougule and Bala follow up on their
previous  article, focusing on  the
pharmacological management of dementia in
primary care and non-specialist settings.

Dr Bergman highlights the need to consider
the impact of contraceptives on women's
mental health, advocating for personalised
contraceptive choices to optimise patient
wellbeing.

Dr Kumar describes his experiences as an
international medical graduate (IMG) on an
attachment, where he learned about patient-
centred care and multidisciplinary teamwork.
He calls for NHS trusts to create structured
attachment programmes to attract more
IMGs.

After much deliberation, we decided on a
winning article. Congratulations to Dr Lowe
on her humorous and educational piece on
the impact of sleep disorders on mental and
physical health. She emphasises the need for
sleep education in medical training and for
psychiatrists to prioritise sleep assessments
and sleep hygiene over hypnotics.
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Dr Lau critiques the representation of mental
illness in Western TV and film, arguing that
inaccurate portrayals perpetuate harmful
stereotypes and stigma, adversely affecting
public perception and patient wellbeing.

Dr Warr's film review explores how All of Us
Strangers, through its depiction of self-
discovery, grief, and trauma, resonates with
themes of healing and psychotherapy,
illustrating the transformative impact of
confronting the past and opening to love.

In her book review of The Fearless
Organization, Dr Matheiken describes how
the author explores the role of psychological
safety in fostering learning, growth, and
innovation  across  different  industries
including healthcare and advocates for its
integration into leadership practice.

Finally, Dr Manal, our outgoing Academic
Secretary, provides a clear flavour of the day
at the recent Spring Conference. On behalf of
all, I extend my thanks to her for her
dedication over the last few years.

Wishing everyone a wonderful summer.
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Hello again and welcome to another great edition of the
Division newsletter. We were unable to bring out the
winter edition of this newsletter due to unavoidable
circumstances but this edition more than makes up for it. |
am grateful to the Editors and all the contributors for their
hard work in bringing out this double edition.

Looking at the broader political and health context,
mental health has unfortunately not been high on the
agenda of the parties which have been campaigning for
the next general election. | sincerely hope that investment
in mental health will continue to increase in line with the
growing demand for services and the need for developing
new services serving specific patient populations.

As | enter my last year as chair of the Eastern Division, it is
both humbling to reflect on the Division’s journey over the
last three years. There have been several changes to the
support structure of the division, the types of events that
we have hosted and the way we have attempted to
engage with local trusts and service providers. I'm hoping
all of this will result in improved access and higher quality
services for our patients and enhance the professional
working experience of our members.

As Integrated Care Boards (ICBs) have become established
and taken on the commissioning role, we as a division
have started to engage with our local ICBs and starting
conversations about developing new services and
exploring opportunities for staffing existing services
better. This is an exciting new space for the College to get
involved in shaping and influencing service development
to meet the needs of the local population.

This edition of the newsletter has attracted a good number
of articles ranging from dementia to sleep disorders. Our
editor Dr Sep Hafizi is always looking for contributions in
the form of articles, reviews, audit reports and opinion
pieces. Please submit your contributions in time for the
next winter edition.

The Eastern Division has moved from strength to strength
in the last year. We have continued to put on popular and
high-quality events from the Eastern Division in the form
of our spring and autumn conferences as well as events
targeted at specific audiences such as our Consultant
Interview Masterclass and ADHD webinars. The ADHD
webinars hosted by our Division have been extremely
popular and attracted a very high number of delegates.
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The trainee conference in March was a very successful
training conference hosted by the School of Psychiatry.
The Consultant Interview Masterclass proved highly
popular again and we were able to offer interview practice
for many higher trainees looking for their first consultant
posts. The spring conference at the Wellcome Genome
Campus was praised for its high academic quality and
attracted nearly 60 delegates.

We have a number of vacancies in the Division for various
roles and please see page 20 for further details on how to
apply. | would strongly encourage you to consider
applying for these roles. If you need to speak to someone
about the role, please contact me or our division manager.

| once again take this opportunity to thank you all for the
work you do with our patients and their families and for
your contribution to the Eastern division. | wish you all a
good summer and look forward to seeing many of you at
our autumn conference.

Dr Kallur Suresh
Chair, Eastern Division
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Personality traits are enduring patterns of perceiving,
relating to, and thinking about the environment and oneself
that are exhibited in a wide range of social and personal
contexts. Personality disorders are a group of mental health
conditions that significantly impact an individual’s
thoughts, behaviours and emotions leading to difficulties in
various aspects of life. Borderline personality disorder (BPD)
is an often-misunderstood mental illness. The common
characteristics involve affective instability, impulsivity, anger
outbursts, inability to consider consequences, not being
able to plan, unclear self-image, fears of abandonment,
unstable or intense relationships, feelings of emptiness, and
self-harm and suicide (1,2).

Stigma attached to BPD can have a lasting impact on those
living with it. They may be labelled as difficult, manipulative
or attention seeking. This can lead to discrimination and
social exclusion. A lack of awareness and understanding can
perpetuate stereotypes contributing to stigma, and
hindering empathy and support. Healthcare professionals
may hold biases due to the challenging nature of personality
disorders thus limiting patient access to appropriate care.
Patients may be blamed for their symptoms when perceived
as intentional or controlled.

Springbank Personality Disorder Recovery Unit

Springbank is an inpatient recovery unit at Fulbourn
Hospital in Cambridge, for individuals with BPD struggling to
cope despite community input. The multidisciplinary team
(MDT) offer a one-year therapeutic programme helping to
improve the quality of life of patients by providing evidence-
based therapies such as dialectical behaviour therapy (DBT)
and skills such as mindfulness. Patients receive a
combination of DBT, pharmacotherapy, occupational
therapy, physiotherapy, and programmed activities
including exercise, cooking, arts, and crafts.

The MDT practise a least restrictive approach in supporting
patients and promote positive risk taking. Patients are not
forced towards their recovery; they need to make an
independent decision and be motivated to engage with the
programme. They are not usually detained under the Mental
Health Act. Individuals are encouraged to work on their
personal growth according to their potential, and to engage
in community activities such as volunteer work, driving
lessons or anything that interests them, or they would want
to pursue towards a career.
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Springbank and |

Working as a doctor with patients with personality
disorders can be challenging and rewarding at the
same time. | had only seen these patients in acute
settings when admitted in a crisis with increased
suicidality or self-harming. With my limited experience |
had developed a sense of judgement and prejudice. |
believe working at Springbank has changed my
perception and approach towards these patients. The
team’s philosophy is “At Springbank we are a family
that supports one another to realise our dreams and
reach our potential. We have a collaborative, least
restrictive approach, which helps us to choose our
recovery path and create a life worth living” (3). The
team at Springbank are living up to their philosophy.

The first thing | found as unique was how the
community meeting was attended by all patients and
staff to discuss goals and activities for the day, and
ended up with reading the day’s menu and a loud
celebratory tapping when dessert of the day was read
out. Such an inclusive working environment was the
very first positive thing | observed.

Previously, | had worked in settings where positive risk
taking was not always put into practice. Although
anxiety provoking for staff, believing patients may
make impulsive or unwise decisions, positive risk taking
can be empowering for patients. It allows them to make
their own decisions and learn from the consequences.
This leads to personal growth, improved wellbeing, and
a positive attitude towards recovery. For the last two
years as a speciality doctor on Springbank, | have
witnessed many patients progress, taking charge,
stepping outside of their comfort zone to pursue
opportunities and experiences with the potential for
positive outcomes.

Interacting with these patients was initially a challenge
for me due to my own biases and their struggles with
interpersonal relationships, emotional instability, and
self-destructing behaviours. | soon realised how
important it was to establish a therapeutic alliance and
build trust. | have had the opportunity to have worked
with such amazing determined patients who just
wanted to be heard, understood, and supported. It can
be easy for us to bring up their diagnosis and blame it
on their behaviours and personalities, but | strongly
believe that if treated and supported effectively we can
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make a huge difference in their lives.

Working on Springbank has been a refreshing experience. |
have grown into a more patient and empathic human being
and a better clinician. My main strategy at times has been
simply listening. We all have our good and bad d a ,yyswhy
can’t we give our patients that space, hear them out and
support them when they need it. A collaborative approach
has helped me support patients better, giving them the
power to make decisions and gain the confidence they need
to live more independently.

At Springbank we have a support system to address our
own wellbeing. This includes groups such as reflective
practice and mindfulness helping to prevent burnout, as
working in mental health may be draining both emotionally
and physically.

| have a better understanding of the diagnosis now and
believe with patience and empathy we can support patients
towards their recovery. It is a privilege to work at
Springbank at such an early stage of my career where
individuals are managed with respect and are heard and
supported in the least restrictive way.

Measures to Reduce Stigma

| believe to reduce stigma attached to BPD it is important to
educate everyone. More success stories should be shared
about how we can make a difference. It is crucial to promote
accurate information, have open discussions and foster
good understanding. As clinicians | believe challenging
stereotypes, and taking a least restrictive approach would
be a small but important step towards patient recovery.

With Springbank as an inspiration, | believe working
together in a positive and respectful way, we can create an
inclusive and supportive environment for all patients with
personality disorders.
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Introduction

In recent years, there has been an unprecedented surge in
awareness about dementia, with a strong emphasis on
early diagnosis and treatment and with much of the focus
being directed towards primary care, given the long-term
nature of dementia. Patients who either cannot or choose
not to visit specialist clinics, should still have access to
diagnosis, medication and support. Primary care and non-
specialist settings play an essential role in the care of this
group of patients. This article provides a pragmatic
approach to managing dementia in these settings (1).

Section 1 - Guidelines for Pharmacological Treatment
of Alzheimer's Disease Dementia

Acetylcholinesterase inhibitors (AChEls) like donepezil,
galantamine, and rivastigmine are advised for those with
mild to moderate Alzheimer's disease. Donepezil, as the
drug with the lowest acquisition cost, should be the
primary choice. In situations where patients with moderate
Alzheimer's dementia are intolerant to AChEls or have
contraindications, memantine monotherapy is
recommended. For those with severe Alzheimer's
dementia, a combination of memantine and an AChEI is
suggested.

The AChEI or memantine treatment should be initiated on
the advice of specialists such as psychiatrists, geriatricians,
neurologists, or other healthcare professionals with
specialist skills in Alzheimer's care. Once a decision to start
pharmacological treatment is made, the initial prescription
may be provided in primary care. For those already on an
AChEl, primary care practitioners may commence
memantine treatment without additional specialist
consultation.
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Section 2 - Guidelines for Pharmacological
Management of Non-Alzheimer's Dementia

In the management of non-Alzheimer's dementia,
specific therapeutic recommendations are based on
dementia type and severity. For Lewy body dementia
(LBD) of mild to moderate severity, donepezil or
rivastigmine are the primary recommendations, with
galantamine considered only if the initial two are not
tolerated. In severe LBD, donepezil or rivastigmine are
advised, and memantine becomes an option if AChEls
are contraindicated or not tolerated.

For vascular dementia, the use of AChEls or memantine is
reserved for cases with suspected comorbidities like
Alzheimer's disease, Parkinson's disease dementia, or
LBD. In contrast, patients with frontotemporal dementia
should not be prescribed AChEls or memantine.

When addressing Parkinson's disease dementia,
rivastigmine is the preferred choice in all severities due
to its licensing and supporting evidence. However, in
severe stages, memantine may be considered, especially
if AChElIs are not suitable or tolerated.

Section 3 - Precautions and Factors to Consider
Before Initiating Pharmacological Treatment in
Dementia (2,3):

Investigations:

1. Renal function test

2. Liver function test

3. Pulse

4, ECG - if irregular pulse, bradycardia or cardiac co-

morbidities present

5. Caution and enhanced monitoring with patients
on beta-blockers and diltiazem.
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Section 4 - Summary of Dose and Common Adverse
Effects of Medications (4):

Common

adverse
effects

Donepezil Start 5 mg at night. After one Diarrhoea,
month may increase to 10 mg/ | fatigue,
day headache,
insomnia,
muscle
cramps, nau-
sea, vomit-
Rivastigmine | Starting dose 1.5 mg twice per Agitation,
day. If well tolerated after mini- | anorexia,
mum of two weeks, may be anxiety, con-
increased to 3 mg twice per fusion, diar-
day. rhoea, dizzi-
Subsequent increases to 4.5 ness, nausea,
mg and 6 mg twice per day nightmares,
should be based on tolerability | vomiting
of current dose and considered
after minimum of two weeks of
Galantamine | Starting dose 8 mgin morning Nausea and
with food, increased to 16 mg/ | vomiting.
day after 4 weeks. May increase | Serious skin
to 24 mg/day after 4 weeks if reactions
Memantine 5 mg/day for 1 week, may be Dizziness,
increased by 5 mg increments constipation,
each week to reach a dose of headache,
20 mg/day hyperten-
sion, somno-
lence

Section 5 - Follow-up and Review (5):
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behavioural and psychological symptoms of dementia
(BPSD) such as insomnia, wandering, restlessness,
pacing, aggression, and lack of restraint including
inappropriate sexual behaviours. These symptoms often
indicate unmet needs or signs of distress. The initial step
is to recognise and address these needs. It is essential to
identify and treat any underlying pain or infection.
Caregivers may require guidance and assistance.

Drugs used for BPSD:
For depressive symptoms antidepressants are
recommended, sertraline is the SSRI of choice.

Trazodone, with its useful sedating properties, may be
used with a starting dose of 50 mg, once or twice daily.
Benzodiazepines are associated with falls, confusion,
sedation, and respiratory depression, and so their use is
discouraged. However, lorazepam, may be used on an as
needed basis to control agitation. The starting dose is
0.5 mg. In case of antipsychotics, risperidone is the only
licensed drug for aggression in Alzheimer’s disease. Its
use should be regularly reviewed and ideally limited to
up to six weeks. Please note that, except for small doses
of quetiapine, antipsychotics are contraindicated in
Parkinson's disease and LBD.

The behavioural management of non-cognitive
symptoms in dementia is outlined in Table 1.

Table 1- Behavioural Management of Non-cognitive Symp-
toms in Dementia

Aggression Assessment, psychosocial &
behavioural management
Wandering Physical exercise, long walks,

identification bracelets, “stop”
sign on the front door etc.
Sexual problems Identify cause, psychoeduca-
(decreased libido) tion
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After starting an AChEI, schedule follow-up at three weeks to
check for side-effects and adjust dose if necessary.
Subsequent review at three months is crucial to assess
therapeutic response. If no marked improvement and no
adverse reactions, maintain the current regime and reassess
after an additional six months.

Section 6 - Management of Behavioural and
Psychological Symptoms of Dementia (BPSD) (6):

Over 90% of dementia patients will face challenges related to
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Sexual disinhibition

Male nurses for male patients

Sleep disturbance

Assess full bladder, pain/
infections, decrease water
drinking during evening,
sleep hygiene

Incontinence

Identify treatable causes like
UTI, drug use.

Maintain diary, prompted
voiding and reinforcement
for appropriate voiding




Summary

1) Confirm dementia diagnosis and seek specialist advice if
uncertain.

2)  Evaluate severity, current risks, and check for BPSD. For
cases with significant risks and severe BPSD, consider
referral to appropriate services.

3) Conduct investigations and rule out contraindications
for medications (see Sec 3).

4) Discuss medications, beneficial effects, potential side
effects, and monitoring requirements with patient and/
or family. Address progressive nature of the illness and
set expectations for pharmacological treatment.

5) Initiate medication following guidelines (see Sec 1, 2, 4,
and 6).

6)  Monitor and review treatment (see Sec 5).
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| used to be a GP Trainee and as a woman, many female
patients would be happy to speak to me about their mood,
hormones, contraception and hormone replacement therapy
(HRT). Perhaps it is because | am physically small and that |
have been told | seem approachable - or perhaps it is
because they had reached the end of their tether and | was
the person they had landed in front of! Either way, | was on
the receiving end of many a hormonal horror story and it got
me thinking a great deal about our attention as psychiatrists
to those little contraceptive tablets — which often are a
second thought, and sometimes we do not even list as
‘medication’!

Recently, there has been much discussion about the impact
of the menopause on women'’s mental wellbeing. Oestrogen
and progesterone are neuromodulators, and we know that
different HRT regimens work well for different women. |
recently attended the fantastic Menopause and Mental
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