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Springing forward

Dr Asilay Seker, Editor of The Registrar

together for the spring 2025

issue of The Registrar. It's
hard not to feel a lift in spirits this
time of year — there's something
about spring and the way nature
quietly reclaims its glory that
instinctively brings hope. The
longer days and gentle return of
light remind us that renewal is
not only possible, but inevitable.

That said, 2025 seems to be
following in the footsteps of
2024, with some of the challenges
and ambiguity lingering on. But
as psychiatrists-to-be, we are
no strangers to sitting with
uncertainty — in fact, it's one
of the key (if not unavoidable)
processes that lead to genuine
growth. And when we're in an
environment where we feel
we belong, surrounded by a
support system that can ‘hold
and contain’ us through that

I t's such a pleasure to be back

uncertainty, it makes a world
of difference.

Fittingly, this issue found its own
theme in exploring how that sense
of belonging and support can take
many forms. | hope the articles in
this edition can remind us that
looking after ourselves — whether
through the RCPsych Psychiatrists’
Support Service, personal psycho-
therapy or international networking
—is not a luxury, but a vital part of
our professional journey.

| hope you enjoy the longer days,
the return of sunshine, and nur-
turing the connections around
you — as well as having a read of
of The Registrar. As always, the
Resident Doctors’” Committee
welcomes all psychiatry resident
doctors to reach out and be part
of this community, which is here to
support you through every step of
your training.

Warmly,
(finally in the literal sense too!)

Asila 1y

Disclaimer: The opinions expressed in this magazine are those of individual authors

and do not officially represent the views of the Royal College of Psychiatrists.

that our committee, formerly

known as the Psychiatric
Trainees' Committee, has now offi-
cially adopted the title 'Psychiatric
Resident Doctors' Committee' to
describe postgraduate doctors
in training. This change acknowl-
edges the breadth of skills and
expertise we possess and aims to
enhance clarity for patients and
the wider pubilic.

I am pleased to announce

Following careful consideration
and extensive discussion, a clear
consensus emerged during our
November 2024 vote, with the
majority supporting the move to the
term 'resident’. This terminology will
now be gradually introduced across
the College, with formal processes
underway to update official refer-
ences accordingly.

| am also excited to highlight
our upcoming conference,
'Empowering Minds, Transforming
Lives: National Resident Doctors'
Conference 2025', which will take
place on 24-25 April at the Park
Regis Hotel in Birmingham.

With an inspiring range of speakers,
workshops, and fringe events, this
conference promises to be a valua-
ble opportunity to develop clinical
skills, build networks, and explore
key themes in psychiatry. From
mastering consultant interviews
to discussions on neuropsychiatry,
psychedelics and climate change,

PRDC update

Dr Claire-Marie Hos (RDC Chair)

News from the Chair

Dr Claire-Marie Hosein, PRDC Chair, highlights the com-
mittee’s adoption of a new name, the upcoming conference
at the end of April and the themes from this magazine issue.

the programme reflects our com-
mitment to supporting residents
at every stage of their training.

This spring, | encourage you to
embrace the wealth of learning
and reflection that comes with the
season of renewal. The latest issue
of our magazine includes power-
ful insights on psychotherapy for
psychiatrists, reflections from a
chemical pathologist working in
a psychiatric setting, and reflec-
tions and insights into depression
in later life. The diversity of these
contributions highlights the depth
and breadth of our profession.

In this issue, we also recognise
the valuable contributions of our
Psychiatrists' Support Service (PSS),
as well as the opportunities for col-
laboration through the European
Federation of Psychiatric Trainees,
which continues to enhance learn-
ing and professional development

for us.

As we move forward, | encourage
you to connect, reflect, and engage
with the opportunities that lie
ahead. Together, we can continue
to empower minds and transform
lives.
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Lessons from another specialty

Crossing the divide

The short walk between King’s and the Maudsley

in South London revealed more than just a change
in setting for Dr Al-Hasani. As a chemical pathol-

ogist with a personal connection to psychosis, she

reflects on her exploration of the often-overlooked
links between physical and mental health.

ets, but [now] they're a little bit
closer."™ This is how Professor

Sir Simon Wessely once described
the relationship between King’s
College London and the Maudsley
Hospital in South London after a
traffic light was installed to make it
safer and easier to cross the road
between them. These two institu-
tions share a site, yet often can feel
disconnected from one another in
many ways. The addition of the
traffic light had at least made them
seem slightly more closely linked.
And how accurate | found this
description of these neighbouring
institutions as two different plan-
ets! On my daily walk to King's
Hospital, where the intensity of
liver transplants, rare diseases and

"I t's still like two different plan-
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Dr Wiaam Al-Hasani

state-of-the-art cancer treatment
fills the air, | often wondered what
happens behind the historic walls
ofthe Maudsley.

| had never worked in psychiatry,
but | did have first-hand experience
of living with a relative who had schiz-
ophrenia in Irag during my childhood.
He was like a shadow who always sat
with his head bent down, eyes closed
and arms crossed over his chest. He
would stay in that pose all day long.
His moustache was rusty-looking
from heavy chain-smoking, and his
dishdasha (a long men's dress) was
full of cigarette burn holes.

None of us children really
understood what was wrong with
him. When we asked, my mother
simply said: “Your relative is sick.”
No further questions were raised.

He did talk, but | never really heard
him. My parents would often recite
his quotes — beautiful and poetic, yet
at the same time, meaningless.

Later in medical school, | learned
that his long, quiet sitting was the
extreme end of schizophrenia's
negative symptoms. The rhyming,
nonsensical quotes were glossoma-
nia or ‘word salad’. His illness was
stigmatised. We were not allowed to
talk about it. "It runs in the genes,"
my grandmother would say. So,
she kept a close eye on her other
children, watching for the slightest
signs of mental distress, ensuring
that any environmental triggers were
appropriately controlled.

The genetic predisposition dis-
tressed me. “What if it happens to
me?” My defence mechanism was
to push this thought away.

Years later, as a metabolic doctor,
| couldn’t help but notice the link
between mental health disorders
and metabolic diseases. Feeling
more confident and mature, |
decided to work on the ‘other planet’
- the Maudsley - to understand
why psychiatric patients have such
high rates of diabetes, obesity and
ischemic heart disease. After two
years of persistent engagement

— —
The Maudsley Hospital in London

with psychiatry, | finally convinced an
excellent professor to take me under
his wing. His research focuses on
treatment-resistant psychosis, and
he runs a clinic specialising in sup-
porting community-based clozapine
prescriptions.

My first four months were abso-
lutely remarkable - the speed of
learning, the mental stimulation.
"How fascinating this other planet
isl” | thought.

My first observation was that
these patients were not like my
relative. Many came to the clinic
with care coordinators, while some
came alone. They spoke fluently - no
glossomania. Many articulated their
symptoms so eloquently that | could
almost imagine what it’s like to have
voices talking to you.

The lack of insight, a defining
feature of schizophrenia often
emphasised in medical school, was
not as black and white as | had been
taught. Patients can develop aware-
ness of their condition and begin to
recognise the internal mechanisms
behind their psychotic experiences.

While this realisation was a relief,
it was also unsettling. It challenged
my assumption that | could recognise
psychosis just because | had once

lived with someone who had it. But |
didnt yet realise how deeply unset-
tling this would become for me.
Not long afterwards, at the end of
a long day, | enjoyed a nice meal with
my husband and went to bed. Then,
suddenly, it appeared that | had
found myself in a strange situation...

| saw my colleague from the psy-
chosis clinic in my home, offering to
help me prepare a meal. He knew
how much | enjoyed cooking and
experimenting with different ingre-
dients. He had brought a selection
of seasonal vegetables and helped
me chop them up.

When it was time to start cook-
ing, he insisted that | seek approval
from my care coordinator before
proceeding. | went to find my care
coordinator elsewhere, who gave
me the green light to cook the dish
without hesitation. Feeling relieved,
| returned to my colleague — only to
find him handing me a pot with the
vegetables already cooked in some
oil, completely plain, without any sea-
soning. He insisted the vegetables
were fully cooked and that | didn’t
need to worry about anything else.

| stared at the pot. My confu-
sion quickly turned into a terrifying
realisation:

“Why am | not trusted?” |
thought. “Why do | even have a
care coordinator? Oh my God, I'm
a psychotic patient with a risk of
deliberate self-harm and no insight
into my condition.”

My heart sank. | gasped in fear —
only to wake up in my bedroom.

My mind had merged the old
image I'd had of psychosis - ‘obvi-
ous’, withdrawn, lacking insight
— with my new-found perspective
that patients with schizophrenia are
far more complex and diverse.

The dream provided an amusing
story to share with my colleagues,
but it also prompted deeper reflec-
tion, particularly around my own
existential anxiety regarding mental
health. Over time, | realised that my
understanding of schizophrenia
had evolved - | have become just
as fascinated by its psychological
complexities as | am by its strong
links to metabolic complications. As
| delved into reading about both
the biopsychosocial model of schizo-
phrenia and the latest GLP-1 agonist
trials and their potential benefits, |
found myself equally invested in
each. | am now under the spell of
both worlds.

| admit, it is disorienting for many
of my colleagues. People from King's
Hospital think | am having a change
of heart and drifting away from
chemical pathology, while many from
the Maudsley site remain suspicious
of my motives as a ‘King’s outsider’
living in their building.

The reality is simple: | am just a
person who had the courage to cross
that road in Denmark Hill and allow
herself to embrace the magnificence
of both planets either side of it!

References

1. Curmi A (2019) “An interview with
Professor Sir Simon Wessely,” Maudsley
Learning Podcast, [Podcast]. Available
at: (Accessed 27 March 2025).

About the author:

Dr Wiaam Al-Hasani is an Honorary
Senior Registrar in Chemical Pathology
and Cardiometabolic Medicine at
Guy's, St Thomas' and King’s College
Hospitals. She recently began a
research post at the renowned loPPN,
focusing on the link between schizo-
phrenia and cardiovascular diseases.
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Wellbeing

Psychotherapy for
psychiatrists

Psychiatrists help others process trauma, yet
many neglect their own. Dr Sharma explores
how rising demands and emotional burdens

impact clinicians.

fter finishing one of my

psychotherapy sessions

with my long-case patient,
| felt completely overwhelmed. We
spent an hour exploring intimate
and painful parts of their life and, at
times, we touched on experiences
| could relate to but had yet to fully
process on my own. It made me
question how prepared we are as
resident psychiatrists to deal with
the emotional weight of others’ sto-
ries, especially when they resonate
with our own.

With limited funding and growing
patient expectations, we are all
aware that the demand for mental
health services is greater than ever.
Our work can also involve confront-
ing difficult and sensitive topics,
such as suicide, child abuse and
severe self-harm. We also juggle
portfolio requirements, exam
preparation and our own personal
responsibilities.
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Dr Shivam Sharma

It may seem natural to assume that,
as mental health professionals, we
would be well-equipped to manage
our own emotional wellbeing,
given our training and expertise.
However, various studies show that
psychiatrists suffer from higher rates
of depression, suicide, burnout and
even mortality compared with other
medical specialties.

While some local wellness initia-
tives and national programmes,
like Practitioner Health, offer
support for those in crisis, these
interventions often come too late
— after practitioners have reached
a crisis point. True preventive
support is lacking.

The irony is that we regularly
recommend psychotherapy to
our vulnerable patients, know-
ing it can be transformative
as it can help them to process

trauma, sharpen insight and cul-
tivate healthier thought patterns.
Despite this, most of us do not
engage in therapy ourselves,
often citing time and cost as
barriers.

| feel an additional barrier to
accessing therapy might be our
own hesitancy to face our vul-
nerabilities — but doing so can
not only help us personally, but
professionally as well.

For example, it can help us address
our biases and improve our ability
to speak with our patients about
topics that we might have complex
feelings about ourselves. Every

doctor in psychiatry holds their
own personal beliefs, cultural influ-
ences and life experiences that
undoubtably shape their clinical
perspective. A psychiatrist who
grows up in a strict religious com-
munity may unintentionally find it
uncomfortable to discuss sexuality
with a patient and veer away from
the topic. Another, who has lost
a loved one to suicide, may feel
overwhelmingly distressed when
working with high-risk suicidal
patients. Without a dedicated
space for introspection, these
underlying issues can subtly influ-
ence patient care.

Personal therapy provides that safe
space for psychiatrists to unpack

.
e

o
"

and address their biases. We can
separate our personal narratives
from our clinical judgement, which
pushes us to be more consistent
and empathetic in how we care for
patients. Patients can sense when
their doctor is fully present, open
minded and free from judgement -
that is when true healing can occur.

For all these reasons, | encourage as
many psychiatric resident doctors as
possible to engage in psychother-
apy, where circumstances allow. To
make this more achievable, I'd like
to see greater investment in, and
subsidisation of, such opportunities,
along with promotion of its bene-
fits. The value of a psychiatrist's
psychotherapy is ultimately passed

# -

on to their patients, ensuring they
receive care from doctors who are
self-aware, emotionally resilient,

and fully present.

References
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ric training across borders.

ounded in London in 1992,
F the European Federation of

Psychiatric Trainees (EFPT)
is a non-profit organisation that
unites and represents psychiatric
resident doctors across Europe.
Registered under Belgian law,
the EFPT serves as a network to
connect and empower early-career
psychiatrists, and advocate for what
training should look like.

At its core, its goal is to enhance
working lives and it provides a
platform where psychiatric resi-
dent doctors can exchange ideas,
enhance their knowledge and
collaborate to improve psychiatric
training and, ultimately, patient care.

To achieve it aims, the EFPT has
thematic working groups, which are
distinct teams, managed by psychiatric
resident doctors, that organise events
and/or create training resources dedi-
cated to the improvement of resident
doctors' knowledge and skills.

The Psychotherapy Working Group, for
example, organises Balint supervision
online groups and created an intro-
ductory guidebook to psychotherapy,
and the Research Working Group,
designs research projects relating to
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Dr Duranté introduces the European
Federation of Psychiatric Trainees — a network
that connects, engages and elevates psychiat-

Dr Etienne Karl
Duranté

the work life of psychiatric resident
doctors and organises webinars on
innovative psychiatric research.

Any psychiatric resident doctor
working in a European country
(according to the WHO European
region list) can join a working
group and attend such events,
without the need to register or
pay a fee. This is possible because
membership of the EFPT is not
on an individual basis. Rather, it is
gained via national trainees associ-
ations, such as the UK's Psychiatric
Resident Doctors’ Committee or
France's National Association of
Psychiatric Residents, who apply to
join through a transparent process.
The EFPT's growing membership
currently stands at 38 full members
(i.e. 38 countries are represented
via their national associations).

In addition to its working groups,
the EFPT has an elected Board of
Directors, made up of dedicated
psychiatric resident doctors.
They are responsible for running
the organisation, for instance, by
providing working groups with
the necessary digital and finan-
cial resources. They also appoint
General Managers to help fulfil

the organisation's mission and are
involved in maintaining relationships
and collaborating with other psy-
chiatric organisations, such as the
European Psychiatric Association.
Key projects have included mapping
psychiatrist emigration patterns
across Europe and various public
campaigns to support people living
with mental illness.

The EFPT also has its own official
scientific journal, the International
Journal of Psychiatric Trainees, of
which Dr Asilay Seker — UK resi-
dent doctor, past EFPT president
and The Registrar's Editor — is
its founding editor-in-chief. This
open-access journal welcomes
submissions from resident doc-
tors from Europe - all around the
world —and is peer reviewed by its
international board of early career
MD and PhD editors.

Want to get involved?

Whatever your psychiatric
specialty, there’s almost certainly
an EFPT project or working group
that can offer you valuable insight
and opportunities and which, in
turn, can benefit from your exper-
tise and contributions.

Find out more about the EFPT
and join our community:

www.efpt.eu

About the author:

Dr Etienne Karl Duranté is a resident
psychiatrist, PhD student in clinical
epidemiology and board member of
the European Federation of Psychiatric
Trainees (EFPT), and is currently work-
ing at the CRESS research laboratory,
Hotel-Dieu Hospital in Paris.

Psychiatrists' Support Service

Dr Marron, a volunteer with the College’s
Psychiatrists’ Support Service (PSS), shares
her insights on the valuable role of the

ou have to put your own

i oxygen mask on before you

put on anyone else’s.” This

is the slightly clichéd or corny anal-

ogy that | often find myself saying

to those calling the Psychiatric

Support Service (PSS), which |

began volunteering for two years
ago.

The PSS is a free and confidential
helpline, offering rapid, high-qual-
ity peer support to psychiatrists
of all grades facing personal or
work-related difficulties.

| first stumbled across the work of
the PSS when two very kind and
friendly consultants gave a talk
about the service at RCPsych’s
International Congress. At the time,
as a CT1, | was still new to psychia-
try, but | could already understand
entirely why psychiatrists them-
selves might be in need of support,
much like their patients. | decided
to reach out to the service to see
if they needed any volunteers. So

service and reflections on her experiences. L e

Dr Brooke Marron

| sent off an email, and soon found
myself invited for an interview.

When asked during the interview
what | thought the role of the PSS
was, | explained | envisioned it a bit
like a confessional box in a church
— somewhere people could speak
freely without fear of judgement,
while an anonymous listener offered
guidance and pointed you in the
right direction from the other side.
Now, on reflection, | realise that |
was perhaps looking for guidance
myself, and was seeking that sense
of confirmation that | was on the
'right path’ during core training. So,
the idea of helping others find clarity
or reassurance appealed to me.

| got the job and began taking calls.
Common themes emerged as to the
kinds of concerns people were facing,
including workplace bullying, deal-
ing with complaints, and personal
physical and mental health prob-
lems — but, at the same time, each
individual’s struggle was unique.

The calls | take often last an hour
or more, during which | often say
very little and simply listen as the
callers share what's weighing on
their minds and open up about the
difficulties they are experiencing.
| think the anonymity of a phone
call, where you don't have to look
someone in the eye or worry about
their reaction, is what helps creates
a safe space for people to be so
honest and open.

Callers can often feel embarrassed
or even a bit 'silly’ for seeking sup-
port, but this is where | often bring
out my corny line about the oxygen
mask, which is usually met with a
knowing chuckle. During my time
in this support role, | have been
struck by how resilient the callers
have been in the face of huge
challenges. Still, there should be
no shame at all in them reaching
out for help.

Often, callers already know exactly
what the next steps should be -
they just need a gentle nudge from
me to see that. At the end of the
call, people leave feeling a little
bit lighter, myself included. It's a
reminder of why | entered this job
in the first place — because human
connection and talking makes
everyone feel better, and that goes
for us as much as it is does for our
patients.

Need someone to talk to?
The PSS is here for you. Whether
you're struggling or simply need a
safe, confidential space to talk, we're
ready to listen — without judgment,
Just support.

e Call: 020 7245 0412 (Yam-
5pm Mondays to Fridays)
e Email: pss@rcpsych.ac.uk

About the author:

Dr Brooke Marron is a CT3 working in
the West of Scotland who is passionate
about spending time with her patients and
advocating for all psychiatrists to ensure
they are well supported in their roles.
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Old age psychiatry

Reflections on depression

in older adults

Dr Chaudhry reflects on her knowledge and experiences inside and outside
of psychiatric care for older adults, sharing the observations and perspectives

she gained along the way.

The common cold of
psychiatry?

Given its prevalence, depres-
sion is sometimes known as the
‘common cold’ of psychiatry, and
Eerhaps rightly so. This has been
orne out during my psychiatry
training, where | have come across
several patients of all ages and
backgrounds with depression. As
my rotations changed from CAMHS
to working age and, then, finally
to older adult, | observed how the
illness would raise its head (or not)
in people across a range of different
demographics and vulnerabilities.
One experience that has stayed
with me occurred relatively recently,
shortly after | started working at the
old age functional inpatient ward in
Sheffield. | joined the ward in August,
almost midway-through the admis-
sion of one particular patient, and so
| only witnessed part of her journey
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with a depressive illness. Once a
high-achieving career woman, she
was now living with severe depres-
sion, as she had been for the past
six years of her life. This stripped her
of all joy, energy, motivation and the
will to maintain the previously high
standards she used to set for herself.
This woman'’s case got me thinking
and inspired me to write this article.

Is depression different in older
adults?

Once a person passes the age of
65, is there a switch that flicks and
changes the nature of depression,
which, in some cases, makes it trick-
ier to identify and treat? Not quite,
however there are various factors
that might make it seem this way.
An older adult who is experi-
encing depression might report
physical symptoms, such as lack
of energy or tiredness, and these

Dr Sidra Chaudhry

might be attributed to aging. Such
assumptions can make it harder for
loved ones and clinicians to identify
or consider these as symptoms of
depression rather than just the result
of the ‘expected’ aging process. On
the other hand, ther is an additional
layer of complication around physi-
cal health concerns co-morbidities
and polypharmacy, which can cause
depressive symptoms as a part of a
syndrome or as a side effect.

A study published in the
Journal of American Geriatrics
Society revealed that ‘primary care
physicians spend very little time
discussing mental health with their
older patients and are unlikely to
refer them to a mental health expert
even if they are showing classic
signs of depression’." As stated
by the Royal College of General
Practitioners, “1 in 4 older people
have symptoms of depression tEat
require treatment,” but also “fewer

than one in six older people with
depressive symptoms discuss their
symptoms with their GP, and only
half of these receive adequate
treatment”.?) These statistics are
alarming as “untreated depression
is the leading cause of suicide in
older people — with men living
alone presenting a higher risk.”@
Low levels of help-seeking
behaviour in this group may indi-
cate a reluctance to talk openly
about mental ill-health. This is
likely due to rigid core beliefs
that, in some cases, have been
held for generations, such as the
belief that mental health issues
are a sign of weakness, immoral-
ity or ungratefulness. The stigma
associated with mental illness and
treatments, including psychotropic
medication, often prevents or
delays people from seeking help
until they reach the point that
their symptoms are unmanage-
able — impairing cognition and
daily functioning, and increasing
risks posed to themselves through
self-harm, suicidal ideation or acts,
and self-neglect, as well as raised
levels of agitation or aggression
which may pose risks to others.

What do psychological theo-
ries tell us?

There have been various psycho-
logical theories postulated about
depression to explain the basis of
the condition. I've outlined some
below, and tied each to an example
case of an older adult.

It's important to be mindful
that there are several descriptive
classifications of depression, and
each of these theories can fall short
of being able to explain all of the
ins and outs of every classification.

Behaviourist theory

This theory emphasises the role
of the environment and a per-
son’s interaction with it as the
main determinant of developing
depression. This includes concepts
of classical conditioning, operant
conditioning and social learning,

which are ways in which we learn
about things through our environ-
ment. For example, the operant
conditioning theory proposes that
the loss of positive reinforcement
leads to depression.

Case example 1: Mrs B

Mrs B was moved from her
bungalow into a new residential
accommodation, leading to her
losing touch with her neigh-
bour, whom she had known for
the last 40 years and who loved
gardening with her. She not only
lost a familiar environment, but
also a hobby which was encour-
aged by a friend, leading her to
feel lonely and low. Everyone at
the care home acknowledged
that she must be feeling out of
place, which was validating, but
also reinforced her feelings of
sadness and feeling left out.
She only seemed to be focusing
on the negative aspects of her
new residence, for example not
liking the food or the rules that
came with being a resident.

Psychodynamic theory

Freud proposed that the loss of
a loved person or objects is the
root cause of depression. The
depressed person feels responsi-
ble for the loss - resulting in low
self-esteem, which is also heavily
influenced by early-life experiences
of bonding with their primary car-
egivers. This, in turn, may increase
or decrease their vulnerability to
depression. Freud also stated that
experiencing loss can cause the
individual to re-experience adverse
childhood experiences, such a loss
or rejection from a parent.?

Case example 2: Mr G

Mr G had a very difficult child-
hood in that he was emotionally
and physically abused by his
alcoholic father. He also wit-
nessed his mother suffer with
domestic violence at the

hands of his father. He grew up
thinking that this would just be
part of ‘the past’. He fared well
in later life, got a job at the post
office, married and had two
wonderful children. Nearing
retirement, Mr G experienced
some conflict at his workplace
with his manager, which led him
to experience lack of motivation
and interest in working, which was
very unlike him. The way his man-
ager spoke to him reminded him
of his father, as he would sound
condescending and patronising.

Cognitive model

Aaron Beck, widely regarded as
the pioneer of cognitive behaviour
therapy, explained depression
through the concept of the cognitive
triad. The triad consists of negative
thoughts about the self, the world
and the future. This theory proposes
that depressed people view them-
selves as helpless and unworthy,
which influences them to interpret
the world around them as chal-
lenging and harsh, which, in turn,
causes them to regard the future
with dread and cynicism. The three
components of the triad impact on a
person’s perception, cognition and
lead to predominantly negative
thoughts.

Case example 3: Mrs P

Ms P is 65 and currently has no
plans to retire. She recently had
a ‘near miss’ at work, where she
accidently labelled a parcel with
the wrong address. Her line man-
ager assured her that this was a
very common human error, and
no disciplinary action was taken.
Following this, she started viewing
herself as incompetent and lousy.
She worried about the increasing
workload in the shop as the holi-
day season was fast approaching
and dreaded losing her job. She
catastrophised about not having a
job, being in rent and bill arrears,
not having a sustainable pension
and dying alone in her flat.
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Another psychological theory is
learned helplessness coined by
Martin Seligman. This theory sug-
gests that, after repeated exposure
to unavoidable adverse events,
people may develop depression,
having learnt that their efforts to
escafpe or change adverse situation
are futile, hence they give up and
develop a passive resignation. As
a result, they believe their actions
cannot influence outcomes, even in
situations when ‘escape’ or control
is available.

The humanist approach, on the
other hand, states that humans
require the fulfilment of their needs
in order to achieve self-actualis-
ation. Abraham Maslow further
describes this in his hierarchy of
needs, in which he proposes that if
there are any obstacles preventing
individuals from reaching their full
potential to live a meaningful life,
this leads to them experiencing
depressive illness.

The role of old age psychia-
trists and wider teams

A study on cognitive impairment in
depressed older adults found that
the clinical presentation of depres-
sion can be clouded by emerging,
co-occurring chronic cognitive
changes.” Additionally, personality
changes commonly associated with
aging — such as increased inflexi-
bility, sticking to routines, greater
dependency (physical and psycho-
logical) and a tendency to doubt,
suspect and become paranoid —are
often seen in older adults. These
changes can often coincide with
adjusting to declining abilities to
perform daily tasks, role transitions
and, sometimes, loneliness.
These somewhat ‘expected’
personality changes may muddle
the clinical picture, meaning a
‘pure depressive state’ will be less
common in older adults than in a
younger age group.® This highlights
the key role of old age mental health
services and associated teams in
conducting comprehensive assess-
ments. Evaluating pre-morbid status,
identifying triggers and recognising
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confounding factors are all essential
for meeting the mental healthcare
needs of this group.

Various guidelines, pathways
and pieces of information exist
regarding the use of psychotropics
and management of depression in
older adults, so these aspects have
been deliberately been omitted.

Coming back to life: Battling
ageism

On closer inspection, it’s the atti-
tudes and beliefs about aging that
shape the prognosis of depression
or any other mental illness in older
adults. Common stereotypes about
older adults include considering
depression as an understandable
response to changes in later life
(also known as the fallacy of good
reasons) the notion that their role
in society is now over and they've
already lived through the ‘useful’
period of their life or played the
‘contributing role’ and that they
therefore carry less worth.

These societal attitudes and
stereotypes can manifest at a
larger level, affecting funding for
older adult mental health and social
services. Therefore, it is imperative
that we challenge these mindsets
and ensure our patients are not
internalising this narrative, which
can fuel feelings of low self-worth,
hopelessness, self-imposed restric-
tions and anhedonia, starting a
vicious cycle of physical and mental
health decline which can be difficult
to break.®

For example: Mr A, who is 70 years
old, generally fit and well, expe-
riences leg pains and discomfort
which have been attributed to
worsening age-related osteoarthri-
tis. The association of this diagnosis
with his age makes him believe that
this condition was inevitable and
is just the start of the challenges
related to his age. Due to these
thoughts, he has reduced the
amount of exercise he used to do,
walks shorter distances, because
he does not want to “over work
his already weak joints” or, as he

believes is a risk, lose his mobility
and become wheelchair bound.
This results in him losing out on an
activity he enjoyed and benefited
his mental and physical health, caus-
ing him more worry, anxiety and
depression. This sets off a vicious
cycle in which his cognitions feed
into his behaviours, eventually lead-
ing to physical symptoms as well.

Managing depression on an
old age functional ward: A
reflection

As a dual specialty general adult and
old age psychiatric resident doctor,
learning about the approaches to
assessing, identifying, managing,
and sustaining recovery in those with
depressive illness across the various
age groups has been a thought-pro-
voking experience. One of the most
striking observations from my prac-
tice has been what appears to be
notable differences in patient out-
comes between working-age and
older adult mental health services

I've come across patients under
working-age mental health teams
who have lived with a depressive
illness for several years with minimal
improvement in symptoms and qual-
ity of life, only for that to change once
they enter into an older age service.
Many even have their diagnoses
revised after the transition.

This led me to question whether
there is something about the tran-
sition from adult mental health
services to older adult services that
influenced these outcomes. Is it due
to the difference in environment in
services for working age vs older
age adults? (For example, wards
for older adults often offer greater
access to age and ability-appropri-
ate occupational health activities
than working-age adult ones, and
| noticed more judicious use of
Electroconvulsive Therapy (ECT) in
older adults, which often yielded
reassuring results.) Is there somehow
a heightened empathy or compas-
sion shown to older adults - are they
treated differently, consciously or
not? Or perhaps is there a tendency
to more liberally use a diagnosis of

personality disorders in working-age
services, potentially overshadowing
other diagnostic possibilities and
complicating transference and
countertransference dynamics?

The diversity in experiences of
depressive illness among older
adults was also evident. A 68-year-
old retired medical consultant might
struggle with motivation and apathy,
whereas a 70-year-old retired miner
might battle thoughts of self-harm
and suicide. While one patient might
avoid family interactions, another
might experience intense anxiety
over any delay in visits from loved
ones. Furthermore, the potential
presence of cognitive impairment
added another layer of complexity
to diagnosis and treatment.

Much like how ‘personality
traits’ were often intertwined with
diagnoses in working-age services,
cognitive impairment was frequently
seen as an exacerbating factor
in older adults with co-morbid
mental illness. In old age psychi-
atry, cognitive assessments and
brain imaging provided additional
diagnostic tools, aiding clinicians in
navigating these complexities. But
perhaps there is a difference in that
cognitive assessments and brain-im-
aging provide additional diagnostic
tools in old age psychiatry, aiding
clinicians in navigating these com-
plexities for this demographic.

At the same time, it's possible
that the instances |'ve observed have
nothing to do with any of these fac-
tors, and instead are simply the result
of luck, or even part of the natural
course of illness. Lots of questions,
but no clear answers so far, I'm afraid.

A changing landscape

When | started training in 2017, the
‘war’ or ‘veteran’ generation made
up a huge part of the ‘older age’
populations covered by the relevant
community mental health teams.
Over time, we can see that the pop-
ulation milieu has started to change.

In some cases, a more ‘needs-
based’ and ‘ageless’ approach to
services has meant that we some-
times see adults entering working
adult age services who are on the
older end of the ‘working-age adult’
spectrum, but who are not yet in the
‘old age’ demographic. As they are
older than what has typically been
seen in this specialty, they have
needs that working-age teams are
not always able to meet effectively.

While more still needs to be
done, services can be seen to be
adapting to the changing needs of
the population. For example, the
outdated perception that personal-
ity disorder is somehow more of a
‘go-to’ diagnosis in the working-age
population but a rarity in older
adults is changing. Older adults are

also beginning to be more widely
diagnosed with neurodivergent
conditions such as ADHD and ASD,
which is bringing closure to many
after years of not being able to fully
understand their own needs and
vulnerabilities.

With this changing landscape,
services must continue to transform
to keep up, and to ensure effective
and inclusive yet sustainable mental
healthcare is offered for all
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