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N I C K RO S E

Diary from Sri Lanka’s east coast: settling in

In the early morning, speeding between green
shimmering fields of paddy, a line of soldiers comes into
view. They are strung along the road, languidly prodding
piles of rubbish with metal tridents, checking for
claymore mines that may have been planted overnight.
Arriving at the rural hospital, I settle down to supervise
the young medical officer running the new mental health
clinic. I concentrate on developing her clinical skills. I give
her plenty of feedback, highlighting things done well,
areas to work on, that sort of thing.We have discussions
about assessment issues, risk, appropriate treatment
strategies, family involvement, working with local belief
systems, thinking critically. I also supervise her in training
the community workers who attend with the patient and
family; it is almost unheard of for a patient to come
alone.

Six weeks in, I am only just beginning to get my head
round the multilayered complexities of rural east coast
life. Something I would have found completely beyond
me had I been delivering ‘how to do it’ seminars on a
flying visit to Colombo. The most important yet most
elusive layer is that of ethnicity, the basis for the currently
escalating yet undeclared civil war. Patients in the
tsunami-affected coastal clinics where I work are Tamil or
Muslim, never Sinhalese, reflecting the ethnic mix of the
local communities. Towns and clinics are often dominated
by a single ethnic group and, although unpopular among
health professionals, there is talk of segregated services.
There are also ethnic differences in help-seeking beha-
viour and in the nature of presenting problems. Muslims,
for example, seem more likely to seek medical help but
less likely to present with problems related to substance
misuse. The ethnicity of the doctors themselves can also
be an issue. Sinhalese doctors are reluctant to work on
the east coast. Ten days ago an intruder entered the
doctors’ residence of a nearby district hospital and
threatened two Sinhalese medical officers with death if
they continued to work locally. They departed early next
morning, leaving a distressed Tamil junior medical officer
to run the hospital single-handedly. Some doctors are
also said to be reluctant to be supervised by colleagues
from certain ethnic groups, despite superficial bonhomie.
Evidence of the unease and distrust stirred up by the
resurgence of troubles. Finally, there is the prickly issue of
whether the allocation of INGO (international non-
government organisation) resources among ethnic groups

is equitable, in which I am inevitably seen as a player.
This is difficult since, irrespective of the facts, what is at
stake is the ‘perception’ of resource allocation, and this of
course has become part of the war of spin waged by all
sides.

Other layers are perhaps easier to read. For example,
the organisational culture of the health system is very
hierarchical, and you must respect and work with this
power structure if you want to get things done. Local
discourses on INGO activities form a further layer, often
hard to access, and complicated by the fact that the
aid community is seen as an expression of foreign
power and power inevitably invokes resistance. One view
often expressed by locals, for example, is that INGOs
don’t consult enough, follow a biased Western donor
agenda, and fail to meaningfully invest in the long-term
development of local skills.

Meanwhile, the outside world bumps against us. The
World Cup is everywhere. Then just north of the ancient
capital city of Anuradhapura a claymore mine kills 64 bus
passengers, and on the day of the funerals the town
where I’m living, Ampara, is sealed off by roadblocks of
giant water pipes and burning tyres. Crowds of young
men march in protest against this latest atrocity, bearing
white flags of mourning, black of protest. The INGO
community stays put in their compounds. But by evening,
some shops have reopened, and the young men are back
on the football ground. Later they will watch the big
game in Germany. Meanwhile there are unconfirmed
reports of a driver being dragged from his car while
attempting to leave town earlier in the day.

Two-thirds of the one hundred assessments I have
observed so far are of people with either schizophrenia or
depression, and less than one in ten has a mental health
problem linked to the tsunami or the ethnic troubles. One
of these is a person with schizophrenia whose home and
possessions were destroyed by the tsunami, and whose
family was dispersed. He was lost to treatment and
relapsed. The disruption of normal family and community
support systems in disaster areas is particularly hard on
those with severe mental illness, who may be cast adrift.
But these are problems caused by social damage, rather
than the direct effects of trauma, reinforcing yet again
the importance of restoring normal social structures such
as schools, jobs and communities, as well as services to
support those with severe mental illness.
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Being away from home, I find myself inventing new
rituals to punctuate the day: early morning purchases of
buffalo curd; visits to the market, where razor-edged
cleavers effortlessly slice 12 inches of plump red tuna;
visits to the Sea Breeze, a rooftop cafe¤ stranded on a
beach of rubble, counting the two hundred colourful new
fishing boats riding at anchor; and watching the rubble
slowly being carted away for recycling into new cause-
ways and road foundations. But another sort of punc-
tuation begins the week. First I get a text from the
security tree, then confirmation on the BBC World
Service. A suicide bomber on a motorbike has killed the
Deputy Chief of Staff of the Army, Major General Parami

Kulatunga, just south of Colombo. Not good for trust
between communities in the east.
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A L I S ON S UMMER S

Psychological formulations in psychiatric care:
staff views on their impact

AIMS AND METHOD

To understand the benefits and lim-
itations of using psychological for-
mulations for patients with severe
mental illness, a qualitative study of
staff views was conducted, based on
semi-structured interviews with 25
staff working in a high-dependency
rehabilitation service.

RESULTS

Participants believed that formula-
tions benefited care planning, staff-
patient relationships, staff satisfac-
tion and teamworking, through
increasing understanding of
patients, bringing together staff
with different views and encour-
aging more creative thinking. They
particularly valued meeting together
to develop the formulations. Some

staff accepted formulations as
tentative and provisional, whereas
others regarded them as statements
of conviction.

CLINICAL IMPLICATIONS

The study suggests that using
psychological formulations in the
care of psychiatric patients may well
be valuable, but needs further
exploration.

A psychological case formulation is an attempt to under-
stand a patient’s difficulties through a set of hypotheses
about what happens in his or her mind, and the links with
present and past experience and actions. Formulations
are central to some individual psychological therapies and
have also been advocated within psychiatric care, where
they may help team cohesion and satisfaction, and
provide a ‘map’ to negotiate complex processes of care
(Alanen et al, 2000; Davenport, 2002). However,
evidence of the impact of formulations is limited and
conflicting (Chadwick et al, 2003).

This article describes a qualitative study of staff
views, aimed at developing understanding of benefits and
limitations of using psychological formulations with
patients with severe mental illness.

Method

Study setting

The study setting was one ward of a high-dependency
rehabilitation service, where both the service and use of
formulations have previously been described (Davenport
et al, 2002). In 2003, 2-weekly ‘formulation meetings’
lasting approximately 90min were instituted. These are

open to all staff and are used to review the history,
discuss individual staff experiences of the patient and
generate ideas that might contribute to formulation.
After each meeting, the therapist leading the meeting
(either the team’s clinical psychologist or a specialist
registrar training in psychoanalytic therapy) prepares or
updates a written formulation in textual and diagram-
matic form, sometimes with separate ‘mini-formulations’
focusing on particular aspects of interest. Formulations
have been based on either a predominantly cognitive^
behavioural or object relations theoretical framework. In
some cases, all or part of the formulation is discussed
with the patient.

Sample, data collection, analysis

Among the target population of all regular ward staff, a
sample was selected, with the aim of achieving the
maximum variation in response. Apart from one nurse on
sick leave, everyone selected was interviewed using a
semi-structured format covering participants’ experiences
and views on using formulation. Interviews lasted up to
20 min and were performed by the author, who recorded
responses in writing, where possible verbatim, and
analysed these using a grounded theory-based
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