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Early school leaving is a global problem which is very worrying. It can be found in all the countries over
the world, even in big economies like the US (Wiliam, 2018, p. 5). Research has shown that high school
dropout rates are not only common in the US but that this is a problem of many other countries (Smith &
Thomson, 2014). This is also a phenomenon of the European Union where countries on the
Mediterranean littoral and in the East, are the most prone to this problem. A high rate of early school
leaving has vast implications on the future of the country itself. There are economic, social, educational
and also health repercussions to be faced later on. Wiliam (2018) cites the problem of the US, where
those who are early school leavers earn less than college graduates. This in turn, leads to a lifetime of
poverty.

This reinforces arguments that pupils’ progress at secondary school has life-changing consequences for
the students’ future social mobility (Crawford, Coldron, Jones, & Simkins, 2014). Exam attainment at the
end of Year 11 has a profound impact on entry to higher education and on later outcomes such as earning
potential in the labour market (Blanden, Greaves, Gregg, Macmillan, & Sibieta, 2015). Thus, the
situation where individuals do not finish their high school education is preoccupying for all countries.
These dropouts will form part of a work-force which is ill-prepared to face the challenges of the future.
The job opportunities of these youth are limited and thus in the future, they might end jobless and
unable to care for themselves and their families. This results in a lifetime relying on social benefits.

In order to tackle the early school leaving problem, many countries have sought to offer more
educational experiences to youth who might be disenfranchised from the mainstream setting. This type
of education is known as alternative education and it can take place anywhere other than in the normal
school setting. Alternative education is made up of a wide range of forms of educations. Yet, this form of
education represents according to Kizel (2016) a challenge to the foundations of the regular, traditional,
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conservative and state education. These types of alternative establishments cater for a wide array of
students who are of compulsory school age. These include those with behaviour problems, single
mothers, those who have given up on the academic pathway, those facing abuse, and others who have a
chaotic life at home. Such a variety of categories requires different programmes of alternative education
provisions, commonly referred to as alternative education programmes (AEPs).

Unfortunately, as these types of provisions are meant to deal with youths facing social problems,
schools providing such type of specialised education are seen as dumping place where to put students
with behaviour problems. It is very important that alternative education programmes should not be
considered as such. They must be another route to getting a qualification at the end of secondary school.
Educational leaders should understand that not all students have the same aims or the same ways of
learning, neither do all students have the same social and economic background. Also, not everyone
have the same health issues, and some students are more vulnerable to such problems, than others. In
the past four years that I have been researching alternative education, I have been concerned about the
economic, social and educational causes which lead these students to go down this path. Through a
qualitative study, I have researched the perceptions of students and educational professionals about the
differences between learning in an alternative setting and a mainstream setting. I sought the opinions of
boys and girls who attend these institutions. I also delved into detail by getting both the students’ and
professionals’ perspectives, of whether the students’ social and family backgrounds affect their choice
to follow their education at an alternative education provision. It is important to find answers to these
questions, as then one has a snapshot of what the cohort of students and educational professionals, who
work in this field, deem as being important for the emotional and social well-being of these students.
This can help psychosocial teams in schools and colleges to better address the problems of those who
are vulnerable and who are at risk of ending up on the margins of society.

Research has yielded that the majority of the students who attend alternative learning provisions are
boys. Boys seem to pose a problem in the way of conformity in a mainstream setting and this has been a
source of research in literature as to why boys drop out of school or are found in bigger number in
alternative education provisions. Boys are more prone to be excluded than girls. In fact, the figure stands
at three times more likely to be excluded than girls. Researchers have also looked into the dominant
cultures of masculinity and how these influence boys’ negative attitudes towards school. Boys adopt
‘macho’ masculinities that equate schoolwork to females. Thus, for many boys, school work is an
inferior activity that is not suitable for men (Francis, 2000; Frosh, Phoenix, & Pattman, 2002, p. 10-16).
These studies reinforced what was found by Epstein et al. The latter discovered that for many working-
class boys, schoolwork is anti-masculine and not for real boys (Epstein, 1998, p. 5).

My initial findings are that students who attend these institutions, irrespective of gender, do better if
they attend out of their own free will. This is consistent with what Raywid (1994) stated, that students
should attend voluntarily. Furthermore, my studies are confirming that students who end up attending
such a provision need to be understood and catered for and they do have needs which the mainstream
school did not cater for. The school can help by providing them a flexible curriculum which is related to
their needs. This was also confirmed by Wiliam (2018: p.178) who writes that: ‘the focus on adapting
instruction to meet student needs appears to be especially important’. Some of the students I
interviewed recounted how they were bullied in mainstream school, many come from broken families
where importance to education is not given. Others spoke of their health issues or those hitting close
family members. In many cases, the guardians of such students have a low level of schooling, with
many being employed in very basic menial jobs. Many blamed themselves for attending an AEP. My
research also matches with the study carried out by Lumby (2013). She found that young people partially
admitted that it was their fault that they were estranged from learning a school. Some said that they had
not tried enough, others blamed their moodiness. Others admitted that they found it difficult to control
their anger. Students who do not feel successful at school and see themselves as a burden on the class,
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are more likely to simply stop attending school (Smith & Thomson, 2014 ) and thus become early school
leavers.

To keep students engaged, Harper and colleagues (2011), and Biesta (2014) emphasised the need for
small classes as these provide for a more personalised teaching and engagement from students. This is
considered beneficial for those categories of students who drop out because of disenchantment with
school or the learning environment. Malcolm (2018) also gives a list of things which are needed for an
AEP to be successful. These are the deep relationships between the students and their teachers, staff
working to cater for the individual needs of each young person, reciprocal respect and the
personalisation of learning. Malcolm also mentions the fact that students in an alternative education
provision undertake practical and vocational learning and that they have a job exposure. These are all
seen as positive characteristics, which can help students with problems to flourish. Consequently, for
students to thrive in an alternative setting, a lot of support should be given. A way to create this support
is when teachers support their students holistically and respect them (Quinn, Poirier, Faller, Gable, &
Tonelson, 2006). Research has shown that school staff has an important influential role to play for those
at risk of academic, social and emotional failure (Werner, 2000, p. 115). It is imperative that the staff in
an alternative programme should treat students fairly and with respect. As stated by Powell in 2003:
‘Adults must believe that at-risk students have the ability to change. Such students need to be
supported, and consequently, they will do better both in their behaviour and academically (Edgar-Smith
& Baugher Palmer, 2015). The results of the study also showed that the students improved
academically. A relationship with one adult is enough: ‘When students make a lasting connection with
at least one caring adult, it appears they invest in school such that academic and personal outcomes
improve’ (Edgar-Smith & Baugher Palmer, 2015).

Students thrive in a school which has a favourable culture. If students feel engaged, respected and well
cared for, they will be motivated. In other words, students attend school if they do not feel insecure or
receive poor treatment. Thus, as I have shown further up, it is important that there is a good relationship
between staff and students (Le Cornu & Collins 2004; Mooij, Smeets, & de Wit, 2011). Thus, students
placed in an alternative education provision must have caring teachers, a positive and supportive
learning environment, and a small student-teacher ratio. Parents and guardians, whenever possible,
should also be involved as their cooperation with the school is beneficial to the students themselves and
may offset the negative experiences of the participants’ environment prior to entering an alternative
education programme. Only through cooperation and respect between all stakeholders can the physical
and mental well-being of these vulnerable members of society be assured.
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The associations between visual working memory and intelligence have been extensively investigated
in adults and children, in particular with the focus of smaller coordinate changes in visual arrays.
Research has suggested that the association between coordinate measures of working memory of
intelligence is non-existent within an adult context. However, more recent developmental research has
suggested a contrast in a younger sample. In a novel use of a change detection protocol, using 90
children aged 7-13 years, the current research aimed to clarify the relationship between a coordinate
measure of visual working memory and both verbal and non-verbal intelligence. It was found that the
coordinate measure of visual working memory performance was a significant predictor of both verbal
and non-verbal intelligence, in particular the 5% changes within the coordinate arrays. Results are
discussed in terms of the future use of such visual working memory tasks with a particular emphasis of
the use of 5% visual array changes.

Keywords: change detection, coordinate measures, intelligence, verbal intelligence, working
memory
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Visual working memory capacity can be defined in several ways ranging from the simple storage of
objects within memory slots (Luck & Vogel, 1997) to the storage of all items in an array with the use of a
dynamically distributed resource shared equally between these items (Bays, Catalao, & Hussain, 2009).
These perspectives have been applied to both adults (Awh, Barton, & Vogel, 2007; Scolari, Vogel, &
Awh, 2008) and children up to the age of 10 years old (Gathercole & Pickering, 2000; Riggs, McTaggart,
Simpson, & Freeman, 2006) using measures that can assess both large and small changes in visual
arrays.

Working memory capacity measures have also been shown to have strong links to intelligence,
including scholastic achievement scores (Cowan, Fristoe, Elliott, Brunner, & Scott Saults, 2006) and
fluid intelligence tasks (Fukuda, Vogel, Mayr, & Awh, 2010). Carpenter, Just and Shell (1990) suggested
that both types of measures contain similar visual processing mechanisms, giving reasons for such
positive correlations between the tasks, while Kyllonen and Christal (1990) suggested that processing
speed underlies the relationship between working memory and intelligence. Engle, Laughlin, Tuholski,
& Conway, 1999) suggested that the relationship may be down to the ability to hold information in
memory without being disrupted from interference and distractions of other information.

Developmental work from Cowan et al. (2006) suggested that the links between working memory and
intelligence measures are apparent in childhood and this is primarily due to the development of the
scope of attention (amount of information held) within memory. Links were made between a child’s
scope of attention and scholastic achievement scores. For example, a child with a larger scope of
attention had the ability to store more items within memory, causing a greater prospect for storing
intelligence measure details. Within this research, the visual working memory task used was based
upon that of Luck and Vogel (1997; 2013) who assessed the more categorical properties of visual working
memory whereby a person can identify large changes in visual arrays.

More recent research (e.g., Burnett Heyes, Zokaei, van der Staaij, Bays, & Hussain, 2012) suggested that
the links between working memory and intelligence still exist today, however, a consideration should be
made regarding they type of visual working memory task used.

Burnett Heyes et al. (2012) used a child sample and found contrasting results, identifying a significant
relationship between visual working memory capacity and measures of intelligence. Within this
research, a coordinate visual working memory task was used, which assessed the smaller changes in a
visual array, like the precise rotation of a bar. Burnett Heyes et al. (2012) used CAT-3 performances to
create full scale IQ scores as the intelligence measure. The combination of both verbal and non-verbal
abilities in this statistic, however, compromised the identification of the relationship between the
coordinate measures of capacity with verbal and with non-verbal intelligence measures and this now
leaves further scope for investigation within the current study.

The current study will aim to identify the clear relationship between coordinate visual working memory
measures and the separated verbal and non-verbal intelligence measures. Fukuda et al. (2010) had
presented no links between coordinate measures of visual working memory and intelligence in adults,
suggesting that this link may only be present within a developing sample.

Due to the unclear nature of the types of intelligence visual working memory may link to, the current
investigation aims to explore this and discover if a coordinate visual working memory task can have
links to intelligence in a developmental sample. Of particular interest, the aim is to clarify these distinct
relationships with both verbal and non-verbal intelligence, using regression methods to show how
visual working memory can contribute to the development of intelligence. Current researchers will aim
to use a task created in the work of Jenkins (2016) which utilised a change detection paradigm, designed
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to assess working memory in terms of 5-20% changes in shape size. This task was seen as a coordinate
measure as it measured the fine details that could be stored within visual working memory.

Burnett Heyes et al. (2012) found significant relationship between the full scale IQ measure and their
coordinate visual working memory task. Therefore, the current research aims to build upon this and
identify the direction of these relationships with the use of regression methods. Hence, it is predicted
that the coordinate working memory task will have the ability to predict both verbal and non-verbal
intelligence in the development sample.

METHODOLOGY
Design

This study used a non-factorial design, with predictor variables of age and the coordinate visual working
memory measure (separated into 5%, 10%, 15% an 20% changes). The criterion variables were the
verbal intelligence measure and non-verbal intelligence measure. Age was presented as the control
variable.

Design

Overall, 90 children age 7-13 years took part in the investigation. Three schools within the North East of
England and one school from the South of England participated. In total, 27 Year 8 children took part (12
males, 15 females). They had a mean age of 12.74 (SD = .45). A total of 33 Year 6 children took part (13
males, 20 females). They had a mean age of 10.09 (SD = .29). A total of 30 Year 3 children took part (14
males, 16 females). They had a mean age of 7.13 (SD = .35). In the current paper, the Year 8 children are
labelled as the 12-13 year olds group; the Year 6 children as the 10-11 year old group; and, the Year 3
children as the 7-8 year old group.

Materials
Coordinate task

The coordinate visual working memory task assessed small size changes in visual arrays, using 5%,
10%, 15% and 20% size changes. The encoding array consisted of 1 shape which was presented as
either a green triangle, blue square or a red circle, in one of 8 possible circular positions in the array. This
array measured 120mm x 120mm. Areas of the shapes measured at 20mm?, In the retrieval array, a single
shape was presented in the centre of the screen, with participants being required to make a
bigger/smaller judgement. The shapes could differ at being 5%, 10%, 15% or 20% bigger or smaller,
with each percentage change being equally presented at retrieval.

For the coordinate task, 20 trials were presented for array size 1. Within this task, 5 trials were presented
for the 5% changes; 5 trials for the 10% changes; 6 trials for the 15% changes; and, 4 trials for the 20%
changes. Overall, 50% of the shapes were presented as ‘bigger’, and 50% of the shapes were presented
as ‘smaller’. None of the retrieval arrays were the same size as the encoding arrays.

In the current protocol, participants had to decide if the retrieval shape was bigger or smaller. If the
shape was identified as bigger, then the ‘m’ key on the keyboard was pressed (Refer to Figure 1).
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Fixation (1000ms)

® Encoding (500ms)

Maintenance (900ms)

(6] Retrieval (3000ms)

Figure 1:An example of one trial for the Coordinate Change Detection Task containing array size 1.
Intelligence measures

Wechsler’s Abbreviated Scale of Intelligence, 274 Edition (WASI-II, 2011) was chosen as the intelligence
measure since it involves both verbal and non-verbal subsets. Two subsets of WAIS were chosen
(vocabulary and matrix pattern) instead of all fours subsets as this reduced administration time to
approximately 15 minutes. Raw scores and z-scores were used from this measure. Within the WASI-II,
the verbal subscale consisted of a ‘vocabulary’ tasks whereby participants had to name abstract and
more concrete words and images presented to them in a book. Within non-verbal scale, a ‘matrix
patterns’ task was completed where participants had to complete a set of patterns created from different
shapes and real life objects.

Procedures

Ethical approval was obtained from Northumbria University ethics committee, where the research was
conducted. Testing took place in a quiet room inside of each school. Before each task, the researcher
explained this procedure to the child using a PowerPoint presentation and made sure the instructions
were understood. The first task to be completed was the coordinate visual working memory task. An
encoding array, consisting of one shape, was presented for 500 milliseconds followed by a maintenance
interval image (900 milliseconds) which contained only a central cross. A retrieval array was then
presented for 3,000 milliseconds, consisting of only one central shape, and participants had to identify
whether the shape presented at retrieval had changed in size to become bigger or smaller.

The second task consisted of intelligence measure subsets, name the vocabulary and matrix subsets of
WAIS. All tasks were counterbalanced to avoid fatigue and order effects, and each testing session lasted
approximately 30 minutes per child.

RESULTS

All scores were transformed into z-scores using the formula z = (x - p1)/o, where ‘¥’ was the raw score; ‘W’
was the sample; and, ‘c’ was the sample standard deviation (See Table 1). Participants had one z-score
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for the coordinate visual working memory task, verbal intelligence measure and the non-verbal
intelligence measure.

Table 1
Means and Standard Deviations of Raw Scores and Converted Z-scores for All Memory and Intelligence

Measures

Scores 12-13 Year Olds 10-11 Year Olds 7-8 Year Olds
Coordinate Raw 16.55 (2.65) 16.24 (2.53) 14.26 (2.97)
Matrix Raw Score 18.11 (3.33) 17.09 (2.62) 13.30(1.82)
Vocabulary Raw 30.71 (3.64) 28.69 (2.51) 17.26 (2.84)
Coordinate Z-score .305 (.92) .196 (.88) -.491 (1.03)
Matrix Z-score .595 (1.00) .288 (.79) -8521 (.55)
Vocabulary Z-score .789 (.55) 485 (.38) -1.244 (.43)
Coordinate 5% .19 (.87) .01 (1.01) -.17 (.98)
Coordinate 10% .24 (.92) .01(1.07) -.23 (.95)
Coordinate 15% .16 (.90) 31(.72) -49 (1.16)
Coordinate 20% .30 (1.01) .20 (.91) -.50 (.91)
Correlations

Bivariate correlations were conducted on the standardised z-scores between the coordinate visual
working memory task, vocabulary task score and matrix task score. The use of partial correlations
allowed the current results to control for any effects of age. When age was not controlled for, all
correlations were positive and were highly significant (all p’s <. 05). When controlling for age, a
significant positive correlation, as presented in Table 2, was found between the coordinate visual
working memory task and the matrix task ( r=.357, p=.001).

Table 2
Correlations Between Z-Scores, Controlling for Age of the Child Below the Diagonal

Tasks 1 2 3
Matrix task 587" 4727
Vocabulary task .205 279
Coordinate task 357 .009

*n<.05 "p<.01,*p<.001

Regression analyses

In previous research from Jenkins (2016), the importance of different percentage changes was
highlighted, with the suggestion of differences between smaller 5-10% changes, and larger 15-20%
changes. As this piece of research is using the coordinate visual working memory task from Jenkins
(2016), regression analyses on the coordinate task were conducted separating the data for the 5%, 10%,
15% and 20% changes.

Two hierarchical regressions were conducted on the standardised z-scores to identify whether the 5%,
10%, 15%, and 20% size changes in the coordinate visual working memory task could predict
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intelligence (vocabulary task score, matrix task score) beyond age. Refer to Table 3 for all regression
statistics.

The first regression utilised the matrix task score as the outcome to see if this could be predicted by all
percentage change types beyond age.

With this regression, model two was found to be significant £ (5, 89) =13.883, p < .001, Adjusted R =
.420, with both age and the coordinate change detection task being found to predict full scale IQ. It has
been revealed that 42% of the variance within the model can be accounted by the age and the different
percentage changes. A closer inspection of the beta values suggests that only the 5% change was a
significant predictor to the model (f =.169, p=.011), indicating a positive relationship between the 5%
changes from the coordinate between the 5% changes from the coordinate visual working memory task
and the matrix task score. All other percentage changes did not significantly predict the matrix task
score.

The second regression utilised the vocabulary score as the outcome to see if this could be predicted by
all percentage change types beyond age.

Similar to the previous regression, model two was found to be significant #(5, 89) = 44.828, p < .00],
Adjusted &2 = .711, with both age and the coordinate change detection task being found to predict full
scale IQ. It has been revealed that 71.1% of the variance within the model can be accounted by the age
and the different percentage changes. A closer inspection of the beta values suggested that only the 5%
change was a significant predictor to the model (§ = -.155, p = .017), indicating a negative relationship
between the 5% changes in the coordinate visual working memory task and the vocabulary task score.
All other percentage changes did not significantly predict the vocabulary task score.

Table 3
Regression Statistics for the Three Coordinate Percentage Change Models
Model 7 i R
Regression 1 (Model 2), Regressed upon non-verbal 1Q 452
Age 574 499
5% change 2.611" .235
10% change .054 .005
15% change 1.707 .162
20% change .303 .030
Regression 2 (Model 2), Regressed upon verbal 1Q 727
Age 13.428* 822
5% change -2.436" -.155
10% change 192 013
15% change 1.650 110
20% change 271 019

*n<.05 "p<.01,*p<.001

DISCUSSION

The current investigation aimed to discover if a coordinate visual working memory task could be found
to predict verbal and non-verbal intelligence in children aged 7-13 years, building upon the findings of
Burnett Heyes et al. (2012). Regression analyses were conducted upon the coordinate change detection
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task, in particular for the separate percentage changes. These analyses indicated that the 5% changes
could predict the verbal and non-verbal ability beyond age, supporting the prediction provided in the
report. The relationship between the coordinate visual working memory task and the non-verbal
intelligence measure was seen as a positive relationship, indicating that as the visual working memory
score increased then do did the non-verbal intelligence score. In contrast, a negative relationship was
found between the coordinate visual working memory measure and the verbal measure.

Research from Burnett Heyes et al. (2012) highlighted the importance of coordinate measure in relation
to intelligence measures, using a combined IQ score measure. Results from the current investigation do
offer some support to the finding of Burnett Heyes et al. (2012) with the coordinate change detection task
having the ability to predict intelligence, specifically the smaller 5% changes being able to predict both
verbal and non-verbal intelligence. This suggests that the relationship between working memory
capacity and intelligence are not solely due to the number of items stored (e.g., suggestions of discrete
slot accounts and as previously indicated by Fukuda et al., 2010). The age of the child and the ability to
store finite detailed representations within memory also need to be considered and these could be very
different within each investigation of working memory and intelligence.

To investigate whether processing speed (Kyllonen & Christal, 1990) or working memory capacity
(Engle et al., 1999) can influence these intelligence predictions, further research would need to be
conducted to specifically focus upon the amount of time it takes for participants to process information.
This could ideally be done with the use of multiple array sizes to specifically focus upon the storage
mechanisms within memory to show how visual working memory capacity could be linked to
intelligence in terms of how many times were required to be stored.

A consideration must be made to the creation of the coordinate task used. Researchers aimed to use a
task that assesses coordinate changes in visual arrays. However, upon further review, it appears that
the larger percentage changes (15-20%) could also be seen as more categorical changes. To fully
consider the coordinate change detection task as a coordinate procedure, it may be advisable in the
future to create a similar task using only changes which range between 5% and 10% to avoid any
misconception of array type. The task had been successfully used with an adult population to show the
presence of verbal or semantic information use through both categorical and coordinate change
detection procedures (Jenkins, 2016).

However, one issue with adding in other different shape types would be the potential use feature
binding within the coordinate paradigm. Feature binding has been extensively investigated with
researchers such as Brown and Brockmole (2010), and Wheeler and Treisman (2002), therefore pilot
investigations would need to be conducted before implementing any increase in coordinate array sizes
with children to ensure that errors with binding would be reduced. Similar tasks have been used by Bae
and Flombaum (2013) using an adult sample, therefore it might be interesting to create a child version of
this protocol.

CONCLUSION

The current study can conclude that there are links between visual working memory capacity and
intelligence in children aged 7-13 years, with particular emphasis on the relationships between smaller
array changes than the larger ones. Results now leave scope for further investigation regarding the
encoding of multiple coordinate items within an array to discover if these relationships are still apparent
with multiple encoding items.
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It is being increasingly recognised that females with autism spectrum disorder (ASD) may exhibit
superficial social skills which may help them to mask or hide their ASD symptomology. This ability can
subsequently impact on the identification of the disorder. This ability to exhibit superficial social skills
in order to mask ASD impairments is what is referred to as the ‘camouflage’ hypothesis. It is worth
highlighting here that the capacity to ‘camouflage’ social impairments in social situations is increasingly
recognised as being one of the key features of the female phenotype of ASD. This paper will explore
some of the studies which have investigating camouflaging behaviours in females with ASD. The studies
identified in the systematic review by Allely (2019) highlighted that there exists relatively little empirical
research exploring this main feature of the female phenotype of ASD.
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Before discussing the female phenotype of autism spectrum disorder (ASD) a brief description of ASD is
necessary. ASD is a neurodevelopmental condition which is characterised by social communication and
social interaction difficulties in addition to restricted, repetitive behaviours or interests (RBRIs). In the
most recent edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American
Psychiatric Association, 2013) the subtypes of ASD have been removed (such as autistic disorder and
Asperger disorder) and instead replaced with a single category of ASD (Maenner et al., 2014). There are
numerous studies which have shown that, compared to females, ASD is identified in males at a much
higher frequency (Brugha et al., 2011). Specifically, about four males are given a diagnosis of ASD for
every female (Fombonne, 2009; Loomes, Hull, & Mandy, 2017).

What is the ‘camouflage’ hypothesis?

Researchers have found that females with ASD may exhibit superficial social skills which may help
them to mask or hide their ASD symptomatology. This ability can subsequently impact on the
identification of the disorder. This ability to exhibit superficial social skills in order to mask ASD
impairments is what is referred to as the ‘camouflage’ hypothesis. There is increasing recognition that
females with ASD have a much greater ability to imitate behaviour which is considered socially
acceptable. In females with ASD this ability is even more marked in those who have higher cognitive
abilities, such as intelligence levels which are within the normal range (see Ehlers & Gillberg, 1993).

Attwood (2006, p. 4) has also found that girls can be relatively effective at displaying a ‘superficial
social competence’. They do so by imitating and modelling highly socially skilled individuals. They will
observe these socially skilled individuals in order to imitate their mannerisms, voice and personality.
The females who engage in this behaviour are excellent at identifying the most socially skilled and
popular people at, for instance, a party. After observation they will imitate the mannerisms (among
other things) of this person. This can often have a number of negative consequences for while the female
with ASD will appear to be socially skilled, they can quickly find themselves in situations where they
can be completely ill-equipped to manage due to the social impairments that they are so keen to
camouflage - such as being the target of sexual interests.

It is worth highlighting here that the capacity to ‘camouflage’ social impairment in social situations is
increasingly recognised as being one of the key features of the female phenotype of ASD.

A recent systematic review (Allely, 2019) explored the literature on camouflaging or masking behaviour
in females with ASD. The review identified a total of eight articles. Four of the studies identified in the
review comprised of semi-structured interviews with girls and women with ASD (Bargiela, Steward, &
Mandy, 2016; Cook, Ogden, & Winston, 2018; Hull et al., 2017; Hull, Mandy, & Petrides, 2017; Tierney,
Burns, & Kilbey, 2016). Two of the eight studies were quantitative, using standardised measures and
assessments (Parish-Morris et al., 2017; Rynkiewicz et al., 2016). One study used behavioural and
cognitive measures in addition to neuroimaging (Lai et al., 2017). Lastly, one study (Dean, Harwood, &
Kasari, 2017) utilised concurrent mixed methods (quantitative and qualitative).

Crucially, all four of the qualitative studies identified in the review (which consisted of semi-structured
interviews) found evidence to support the presence of camouflaging and/or masking behaviour in their
samples (see Bargiela et al., 2016; Cook et al., 2018; Hull, Mandy, & Petrides, 2017; Tierney et al., 2016).
In the study which was carried out by Hull, Mandy and Petrides (2017) and Hull, Petrides, Allison,
Smith, Baron-Cohen, Lai and Mandy (2017), respondents reported that they would engage in
camouflaging in order to try and ‘blend in with the normal’ or appear to be ‘normal enough’ in social
situations. Participants in the study developed explicit strategies in order to address their social and
communication impairments which were related to their diagnosis of ASD. Participants described that
another key motivation for engaging in camouflaging behaviour was to improve their connections and

15



Clare Sarah Allely

relationships with others. Participants reported that engaging in camouflaging behaviour enabled them
to overcome the initial difficulties to connection (e.g., meeting people for the first time) and also enabled
the development of relationships. Hull and colleagues referred to these explicit strategies to camouflage
ASD impairments as compensation. Some of these explicit compensatory strategies included things like:
forcing and maintaining appropriate eye contact or looking as close as they possibly can to another
person’s eyes. It is also interesting to highlight here that the participants in the study by Hull and
colleagues reported having to monitor intensively the way that they acted (e.g., their tone of voice, body
posture, etc.) when they were engaging in these compensatory strategies. This intense self-monitoring
was in order to try and ensure themselves that they were performing as close as possible to what they
believed was normal. Some of the participants reported that they would make a conscious effort to
adopt facial expressions of emotion or interest which they considered to be normal even if these facial
expressions of emotion or interest did not match their inner feelings.

A number of participants in the study carried out by Bargiela and colleagues (2016) also reported
engaging in camouflaging. Participants described that they would deliberately make an effort to learn
and employ ‘neurotypical’ social skills which was a behaviour they sometimes called ‘putting on a
mask’. The finding from this study by Bargiela and colleagues would suggest that the development of
such neurotypical personas may depend on a number of factors such as the close observation of peers,
trial and error social learning, reading novels and psychology books or textbooks, and imitating fictional
characters in television shows or in films.

Additionally, in the study by Tierney and colleagues (2016), interviews were conducted with 10 teenage
girls with ASD on the social challenges they experience associated with adolescence. Findings from the
study revealed that the teenage girls with ASD described developing explicit sophisticated strategies to
help them manage social relationships and appear socially competent so that the core areas of
impairment in ASD were not identified by others. The activities of imitation and acting were the most
commonly reported strategies. Specifically, six participants attended drama classes and said that these
classes had a beneficial impact on their levels of confidence and also their skills in social situations.
Participants also reported that they would engage in sophisticated levels of peer-imitation. For instance,
pretending to be engaged with an activity, such as reading a book, when what they were actually doing
was observing others who were around them in order to imitate their behaviours, mannerisms, facial
expressions, topics of conversation, postures, tone of voice, among other features. Tierney and
colleagues (2016) found that participants were motivated to do this in order to try and blend in with
others in social situations. The study also showed that participants had a fear of being ‘caught out’ and,
as a result of this fear, they would go to significant lengths in order to hide the fact that they were
engaging in imitative behaviours. All the participants in the study by Tierney and colleagues reported
feelings of unhappiness and anxiety when in social situations and that they would mask these negative
feelings in most social situations by putting on a facial expression which was excessively happy or a
very blank facial expression. Participants reported that they would frequently maintain their masks
even when they had developed and maintained friendships due to their fear of losing the friendship
should their inner feelings be revealed.

The negative consequences of engaging in camouflaging behaviours

The four qualitative studies (which used semi-structured interviews) identified in the review by Allely
(2019) all identified negative consequences which arose due to camouflaging. In the study by Hull,
Mandy and Petrides (2017) and Hull, Petrides, Allison, Smith, Baron-Cohen, Lai and Mandy (2017) it was
revealed that exhaustion was the most consistently reported adverse consequence of engaging in
camouflaging behaviours. Moreover, in addition to exhaustion, some of the participants also reported
that they experienced severe levels of anxiety and stress after having engaged in camouflaging.
Therefore, this review highlights that the relatively small number of studies which have been conducted
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to date all indicate that under the surface of the effective camouflaging in social situations, females may
experience significant levels of subjective stress, anxiety and exhaustion. There is typically a great need
to recharge or recuperate by withdrawing from social interactions. In order to achieve this, a female
with ASD may lie down in a darkened room to recuperate from the day at work and camouflaging or
having engaged in a camouflaging session (e.g., a party, conference, etc.). This recuperation period can
be anything from an hour to several hours.

Appropriate diagnosis and support

Some may argue that a diagnosis and relevant support is not really necessary in cases where the
individual is engaging in camouflaging behaviours so effectively that they are not identified and
diagnosed. Many would naturally agree with this argument. However, Hull, Mandy and Petrides (2017)
and Hull, Petrides, Allison, Smith, Baron-Cohen, Lai and Mandy (2017) have argued that although it
would seem perfectly reasonable to hold the belief that camouflaging is an effective strategy which is
relatively low-impact, the significant difficulties, such as exhaustion, which are reported by the
participants in a number of the studies identified in the review by Allely (2019) strongly argue that
individuals who are effective in engaging in camouflaging behaviours still require access to relevant
support and services (e.g., Hull, Mandy, & Petrides, 2017; Hull, Petrides, Allison, Smith, Baron-Cohen,
Lai, & Mandy, 2017).

Measure for camouflaging behaviour

There is a need for further research to ‘operationalise the construct of camouflaging’. Given the covert
nature of camouflaging, self-report needs to be used when developing this measure of camouflaging
(Bargiela et al., 2016). This self-report research would help inform the development of camouflaging
behaviour measures or assessments. The development of such a measure would enable the
standardisation as well as the comparison of experiences of camouflaging between individuals with and
without ASD.

Recently Hull and colleagues (2018) developed The Camouflaging Autistic Traits Questionnaire (CAT-Q).
A significant strength of this questionnaire is that it was developed based on autistic adults’ experiences
of camouflaging. The CAT-Q was administered online to 354 autistic and 478 non-autistic adults.
Participants were asked to respond to each of the 48 statements using a seven-point Likert scale which
ranged from ‘strongly disagree’ to ‘strongly agree’. Analysis of the responses revealed three key factors
comprising a total of 25 items. The three factors included: (1) compensation (which are strategies
employed to compensate for impairments in the social and communication domain); (2) masking
(strategies which are used in order to present a non-autistic or less autistic persona to others); and, (3)
assimilation (strategies used to fit in to social situations which are uncomfortable). Hull and colleagues
showed that the CAT-Q had robust psychometric support and is appropriate for use in both clinical and
non-clinical populations, even if ASD diagnostic criteria changes in the future. As a result, the CAT-Q
does not need a formal diagnosis of an ASD to enable the assessment of camouflaging behaviours.
Another useful feature of this questionnaire is that the scores can be compared between males and
females.

In their study, Hull and colleagues (2018) found the CAT-Q to have acceptable to good internal
consistency and reliability (at least over a three-month duration). The types of questions in the CAT-Q
include: ‘T learn how people use their bodies and faces to interact by watching television or films, or by
reading fictions’; ‘In my own social interactions, I use behaviours that I have learned from watching
other people interacting’; ‘I have researched the rules of social interactions (e.g., by studying psychology
or reading books on human behaviour) to improve my own social skills’; ‘I monitor my body language or
facial expressions so that I appear interested by the person I am interacting with’; ‘I am always aware of
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the impression I make on other people’; and, ‘In social situations, I feel like I'm “performing” rather than
being myself. However, Hull and colleagues have recommended that additional research is still
required in order to replicate these analyses using samples of autistic and non-autistic individuals
which are more diverse given that the test-retest reliability analyses that they conducted were only
carried out in the older autistic sample.

Hull and colleagues also recommend that the CAT-Q ‘can be used in combination with observed
behavioural and cognitive measures of camouflaging to assess all aspects of this complex phenomenon’
(Hull et al., 2018). Moreover, they argue that the CAT-Q may have ‘clinical implications to identify levels
of camouflaging along with other clinical information, including those derived from current autism
diagnostic measures, to enhance the sensitivity and specificity of clinical diagnosis, formulation, and
support planning’ (Hull et al., 2018). However, as highlighted by Hull and colleagues, there is an urgent
need for research to further investigate the clinical utility of this new questionnaire.

CONCLUSION

As highlighted by the studies identified in the review by Allely (2019), there is a very real need for much
more research in this field in order to increase our understanding and knowledge of the female
phenotype of ASD. This lack of understanding and knowledge has a detrimental impact on the ability to
identify females with ASD. The capacity to ‘camouflage’ social impairments in social situations is
increasingly being considered to be one of the key features of the female phenotype of ASD.

The studies identified in the systematic review by Allely (2019) highlight that there exists relatively little
empirical research exploring this main feature of the female phenotype of ASD. The review discussed
the relatively little research that has been conducted in this area and the studies indicate that social
imitation or camouflaging behaviour enables some degree of success and coping in social situations.
Such success may result in many females never being identified and receiving a diagnosis as a result of
the lack of any observable functional impairments. However, it is imperative that not only are these
camouflaging behaviours recognised but that the negative consequences of such behaviours are also
understood. For instance, a number of the studies identified in the review by Allely (2019) highlight that
females with ASD who engage in camouflaging can experience high levels of stress, anxiety and
exhaustion.
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The purpose of this small scale study was to measure, evaluate and discuss how snooker could possibly
contribute to an older person’s well-being. Six participants from Age UK were selected after completing a
pre-screening exercise to see if they were eligible to take part in the study. This study also sets out to
focus and measure the well-being of older people before and after playing snooker for a set period of
weeks. Scores taken for well-being measurements were from the well-established Warwick-Edinburgh
Mental Wellbeing Scale (WEMWBS). The WEMWABS is a scale of 14 positively worded items that
assesses a population's mental well-being. The WEMWBS scale for this study was scaled with 14
statements of which four statements related to the snooker activity that participants had taken part in,
and results were discussed respectively. Outcomes of this study suggest that snooker, as a leisurely
pursuit, can positively contribute and positively impact an older person’s well-being in a variety of
ways, from aspects of their daily lives to their experiences of actively playing snooker. What is
paramount from the research’s findings is that snooker for older people has the ability to build social
participation, knowledge building especially around the game of snooker, engagement in sports and
most of all, maximising a social experience. There is scope for the study to be investigated further with a
larger sample of older people, but for now, this study facilitates a starting point for discussion and
practical application around encouraging older people to play snooker.
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There exists a well-established need to support and enhance the wellbeing of older people through
utilising opportunities within sports and leisure. Interventions through social pastimes give greater
access to older people to actively participate in sports and leisure in their daily lives. The variances of
leisurely pursuits and sociability, alongside the quality of life that older people lead, can promote a
positive outlook as well as sustaining a well-balanced sense of well-being for older adults in their later
years. Therefore, it is important to sustain the development of our holistic well-being as much as
possible through the latter stages of our lives. Strawbridge (2011) advocates the notion that if health and
well-being is strengthened in the older generation, that they would be able to participate in sporting
activities at more regular intervals of their lives. With this idea of older people actively participating in
sports, one asks whether there is room for the game of snooker, either as a leisurely activity or as
competitive sport, to contribute towards widening participation and to the well-being of elderly people.
One such story of an optimistic view of the game of snooker doing just that with older people was
reported in the 7imes newspaper in 1986 titled: ‘Snooker gives the elderly new life’. The story
emphasised the pleasure that playing snooker gave older people and indeed had become popular at a
residential home in London.

Soon after a snooker table had been given as a gift to the residents, it was being used and played upon
most of the time. Alongside the gift of the snooker table, came a free a coaching session from the veteran
snooker professional, Ray Reardon. This initiative increased the popularity of the game among the
elderly in the residential home.

This story around encouraging older people to pursue snooker as a benefit for their well-being inspired
the intention of this small-scale study as it attempts to introduce snooker as an everyday leisurely
activity for older people. A small number of participants aged over 65 years plus were required, for this
small-scale study. The participants were to engage in playing snooker for a couple of hours per week for
a period of eight weeks. From playing snooker for this period, this study measured the participant’s well-
being before and after they have actively engaged in playing snooker. In addition to this participants
were asked to establish whether playing snooker had been a positive experience and contributed to the
needs of their well-being.

BACKGROUND

It is without doubt that today’s society is ever-changing, but the most dominant change is that people
are living much longer than expected. According to the coalition government policy for older people, life
expectancy for older people in today’s society is at an average of around 86 years. This is expected to
rise to an average of 91 years by 2050. According to the Office for National Statistics (ONS, 2008) the
projections for people living over the age of 85 years is set to rise from 1.3 million people in 2007 to 3.1
million by 2032. Therefore, at this later stage of people’s life, it is important to consider taking care of the
welfare of older people from their physical health to their well-being and building social contacts in the
community. Hence helping older people to engage in leisurely activities is one way of supporting an
active lifestyle and building peer relationships within the community.

Age UK promoted their ethos of active living and positive mental wellbeing from a lottery-funded project
named ‘Fit as a Fiddle’ in 2007, which involved providing people over 50 years of age with a range of
activities from healthy eating to activities that improved physical and mental wellbeing across England.
The ‘Fit as a fiddle’ initiative promoted healthy living for over 350,000 older people over the age of 50
years. Meeting the holistic needs of older people is a priority for Age UK; this is clearly defined in their
strategic plan for 2018-2021. What's more, their plan outlines measures in key areas of promoting
activities for older people which lends itself to the basis of this study. The plan from Age UK follows a
format of introducing a range of activities that are positive for physical, mental and social health, and
well-being, then measuring the outcomes of these activities, and also going on to examining the end
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outcomes of the activities and finally, measuring the engagement of activities have made for the older
person (Age UK, 2017). Where this study fits in to the strategy outlined by Age UK is within the gap of
facilitating programmes for improving the wellbeing of older people.

The National Service Framework (NSF) for Older People (Department of Health and Social Care, 2001) is
another documented policy that sets out the principles for developing a range of standards of care to
improve the health and well-being of older people. The NSF suggests that there is growing evidence to
support the modification of risk factors affecting older people by engaging in initiatives that improve
their health and sense of well-being. One of the key standards, standard eight, focuses on ‘promoting a
healthy and active life for life in older age’. This includes wider initiatives to improve the health and
well-being of older people from a spectrum of areas such as nutrition, physical activity and social care.
From those wide areas within the NSF, this study concentrates on a specific section of the NSF
document that will facilitate snooker as a health promotional activity for older people (Sagoo, 2017). The
section is outlines below:

‘Access to wider community facilities, libraries, education, and leisure for example, will enable older
people to participate in and contribute to society.’—Department of Health and Social Care, 2001

Therefore, playing snooker can be an example of accessing a leisurely pursuit for the older generation.
Furthermore, the National Institute for Health and Care Excellence (NICE, 2016) guidelines for
improving older peoples mental wellbeing, encourages interventions for older people to participate in
group and / or one to one activities to improve social cohesion among this group of older adults. In
addition to this, the World Health Organization (WHO) makes recommendations for encouraging
physical activity at all levels for over 65 years old people in its guidelines published in 2011. WHO (2011)
suggest that the daily functioning of physical activity is the main factor for reducing many physical
ailments such as cardiorespiratory dysfunction and skeletal-muscular weaknesses. Therefore, it is
imperative for older people to engage in mild to moderate intensities of exercise, whether that is from
daily activities such as walks or household chores, or pursuing sporting or leisurely activities.

Along with international policy, in the United Kingdom, the NICE (2016) published a set of statements
outlining the quality standards for ‘Mental Wellbeing and Independence for Older People’. Quality
statement 2 and 3 examines the physical activity and social interaction and involvement of tailored
activities in the daily lives of older people. The rationale for older people talking part in physical
activities from quality statement two was initiated to reduce the risk of loneliness and isolation in their
homes, coupled with engaging in tailored activities that would suit the needs of older person, therefore
benefitting their mental wellbeing. In turn, the rationale for older people increasing social participation
with the uptake of leisurely or physical activity can provide independence and social integration with
peers, alongside participating in personalised activities that are enjoyed by groups of older people.
Given these objectives set out by the NICE (2016) guiding standards, it identifies a gap that could be
filled by tailoring snooker as activity for engagement as a either a one to one or group based activity for
older people. Snooker could possibly best fit the demands of all legislative requirements around
improving wellbeing and be of interest to older people as a form of sporting or leisurely pursuit that
helps to improve their well-being.

Maintaining well-being and activity in older people

From a review of literature regarding well-being and older people, Stanley and Cheek (2003) found that
there are many view points for defining the wellbeing of older people, though the overarching definition
includes words leaning towards ones emotions for example, happiness fear sadness and surprise.
Stanley and Cheek (2003) suggest that well-being is far more complex and difficult to measure concisely
so extended discussions should be had around the different meanings of wellbeing. Allen (2008) takes a
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meaningful discussion of well-being from the context of older people and states that feelings of positive
well-being stretches beyond the richness of being wealthy and healthy, it is essentially about emotional
stability, not from the angle of mental health but from the lens of broader emotional indicators such as
life satisfaction.

While most research around older people emphasises physical nature and its complications, mental
well-being is sometimes overlooked. Therefore, attention must be directed towards supporting the
mental well-being of older people through the opportunities that present themselves to participate in
social, sporting or leisure activities. Fawcett (2014) reports that as older people move into retirement and
in some cases isolation, there seems to be trade off when giving up their jobs for increased social
engagement and participation in community based leisure activities. In Fawcett’s earlier work,
exploring the relationship between day care attendance and psychosocial outcomes in older people,
found that attendance to day care centres or clubs was vital for older people to raise a sense of well-
being in themselves. Fawcett’s study showed that when older people engaged in social activities
whether it is in day care centre or some kind of social club, it showed a sense of collectiveness, as well
as cohesion among the group of participants. This in turn promoted a sense of ‘inclusiveness, belonging
and ownership’, and forged links between people in this age group and their socialisation in the wider
community.

Research carried out by Fox (1999), suggests that there is growing evidence to support the link in
positive effectiveness, such as increased feeling and emotions of happiness and satisfaction between
physical activity, when partaking activities as part of developing one’s positive mental well-being in
older adults. Moreover, Warr, Butcher and Robertson (2004) carried out an investigation to measure the
activity and well-being from data collected by 1167 respondents between the ages of 50-74 years. The
results from their research indicated that there were little differences between genders when measuring
wellbeing scores. Warr et al (2004) suggest two reasons for this result, firstly engaging in activities are
often associated with a sense of fulfilment, achievement or goal setting, secondly, it is the type of
activity that the older person is engaging in that improves their wellbeing. In the case of this study,
participants were invited to take part in the snooker activity, so it can be suggested that those who
maybe be familiar with the game of snooker are more likely to participate in the snooker activity as
opposed to those who are unfamiliar with the game. Likewise, those who were keen to try the game for
the very first time may find the snooker activity an enjoyable experience.

From the summary of research into the wellbeing of older people by Age UK (2017), there are areas of
older people’s wellbeing from a survey that was responded by over 15,000 older people over two years.
The wellbeing survey was devised by academics from the University of Southampton and the Age UK
Policy and Research Department. The research investigation covered five domains of holistic wellbeing
in older people ranging from their personal characteristics, the social features of older people, physical
and mental health, personal resources and access to local services. The statistical data from the survey
found that when older people engaged with an activity, albeit creative or cultural, their well-being
significantly improved. What was also apparent from the results were that thinking skills, physical
activities, social participation and mental wellbeing had a direct positive effect on the overall well-being
of older people. This suggests that engaging in social activities such as snooker may possibly have a
contributory impact on an older person’s wellbeing, especially as playing snooker could also be viewed
as an independent activity. Sagoo (2017) reassures the point that snooker is an independent activity, as
playing snooker is primarily a played in a solo capacity, even if played with a partner.
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Sports and well-being in older people

Though there is little research around sport and wellbeing for older people, a plethora of research was
found to illustrate the psychological benefits of exercise for older people. From the literature that sat
closely to this research was a study by Fox et al (2007) which founded the ‘The Better Ageing Project’.
The Better Ageing Project produced by Fox et al (2007) provided an opportunity to assess well-being and
quality of life using standardised questionnaires for a 176 adults aged 70 and over. The quantitative data
showed minor increases for the psychological benefits of the exercise intervention, but nevertheless this
was positive in terms of suggesting that exercise is beneficial for wellbeing. Fox et al (2007) found that
engagement in structured exercise can improve aspects of psychological well-being such as mood and
self-perceptions in older adults. Fox et al (2007) also found that the relationship between wellbeing and
physical activity in older adults reflected an overall positive feeling. Time spent on activities by older
people in the study was variable and dependent on the intensity of the physical activity, nevertheless
results of the ‘Better Aging’ exercise programme indicated improvements in older people’s holistic
physical health and mental well-being.

Living a healthier life is often a major motivational factor that encourages older people to participate in
sport. However, sporting participation is also dependant on the choice of sport that older people wants
to partake in. The lesser physically demanding sports or leisure pursuits are the more preferred option
such as cycling, walking and swimming (Tischer, Hartmann-Tews, & Combrink, 2011). The state of
physical health of the older person dictates the activity they take part in if an older person was restricted
by their health this would deter them from exercise. It was also found that the intensity of exercise for
older people was dependent on the seasonal variations, for example light outdoor activities were found
to be enjoyable due to the summer weather conditions, for example swimming (Ryu, Bae, Suh, & Heo,
2016). So to was light winter indoor activities, for example bowling, suggesting that light to moderate
activities whichever the season contributed positively to older peoples physical and mental wellbeing.
Therefore Kyu et al's (2016) findings, suggest that an indoor activity such as snooker could clearly
benefit an older person’s well-being as it is not very intensive and has the advantage of being played
indoors. More so, systematic review (Windle, Hughes, Linck, Russell, & Woods, 2010) was carried out a
systemic review to investigate the effectiveness of physical exercise on older people’s mental health.
They found a generalised view that older people’s mental wellbeing is adaptable from whichever
exercise they take part in. However, suggested that more research needs to be carried out explore the
effectiveness of the changes in mental wellbeing through exercise. This study may possibly fill that gap
in the research from a significant perspective, as this research explores the benefits and effectiveness of
mental being from playing a moderately light exercise, namely snooker.

Snooker and older people

It is well known fact that there are risks around one’s health and well-being that impede an older
person’s independence and wellbeing. The UK’s Chief Medical Officers (CMOs, Department of Health
and Social Care, 2011) makes recommendations that older adults must exercise at the same rate as
adults ranged between 19-64 years, however particular attention must be paid to improving balance
and coordination with physical exercise. Though it could be said that snooker is not the most rigorous
physical sport, coordination plays a huge part in playing snooker (Sagoo, 2017) - this also plays a part in
attributing to meeting some of the activities levels set out by the CMO’s (2011).

In December 1986, snooker and pool were warmly received as an activity among elderly residents of a
care home in west London, after a coaching session by Ray Reardon, the former world champion.
Though the residents were given a snooker table as a Christmas present that year, they were very keen
to pursue snooker as an active recreation. Following this positive reaction from elderly residents, though
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it was many years ago, it is important to consider snooker as an enjoyable active pastime for elderly
even in this day and age.

Lassen’s study (2014) of older men taking part in billiards, supported cue sports as an active pursuit for
older people and that sometimes the game of cue sports is overlooked by leading authorities in
healthcare. Lassen (2014) stated that playing billiards, which has some small similarities to snooker, is
played with a composed passive attitude that can be relaxing and enjoyed for hours on end. Lassen goes
on to assert that the rhythmic play in billiards can be translated as the ageing process as a slow but
enjoyable process. Lassen (2014) concludes that billiards and indeed most cue sports could be used a
vital tool from the lens of health and well-being in aiding the ageing process.

METHODOLOGY

The intention of this pilot project is to introduce snooker as an everyday activity for elderly people.
Approximately 6-10 participants of 65 years plus, were required for this small scale study. The
participants were sourced and pre-screened for eligibility by Age UK in Berkshire. The focus of the
participants is to actively engage in snooker on periodic basis and to establish whether snooker has
been positively contributed to the well-being of the participants. In order for the study to be
implemented the WPBSA were required to discussed the contribution made from both Age UK in
supplying the volunteers and contacting the local snooker clubs to give up some free time for
participants to the actively play snooker. Participants would play snooker either as individuals or
collectively as a group for two hours per week for approximately eight weeks. The participants were
then questioned about how playing snooker has contributed to their wellbeing before and after the
snooker activity, and then finally a focus group was held at the end of the small scale study. The WPBSA
had also assigned a snooker coach to assist with the snooker activity and support the snooker playing
needs of the participants e.g. how to hold a snooker cue, how to take shot and other basic snooker
playing skills. The snooker activity was structured through the snooker coach for eight weeks. It was
beneficial to have some structure to the snooker activity as these allowed participants who may have
never played the game of snooker to find out about the basic rules of playing and get some assistance
when required.

This study used both qualitative and quantitative research methods. By using a mixed methods
approach to this research it explores a realistic value of measuring the participants’ well-being. By
mixing both research methods it increases the chances of collecting evidence to justifying the research
outcome and allows a connection to be made from both qualitative and quantitative data sets, thus
providing a balanced perspective (McKim, 2017). The use of the WEMWBS questionnaire and focus
group interviews at the end of the snooker activity were appropriate for this small scale study. As this
was a small scale study, a survey and questionnaire is cost-effective and time efficient because of the
small-sized group (Pribyl, 1994). Participants were given a short wellbeing survey (WEMWBS) before
and after each snooker activity session. At the end of the eight weeks of snooker a focus group was held
with unstructured and open questions asked in order to explore whether or not snooker has assisted in
the participants holistic well-being. The questionnaire used at the beginning and end of each snooker
activity was based upon the WEMWBS, which was developed by researchers at the Universities of
Warwick and Edinburgh to facilitate the measuring of ‘wellbeing’ in adults.

The WEMWSBS is considered a useful tool for the screening and monitoring of mental well-being in
particular because of its positively worded items, which make the questionnaire acceptable by all users
(Bianco, 2012). When carrying out the measurements of the WEMWBS scores from the participant’s
responses, certain statements were directly related to the snooker activity that the members were taking
part in. These questions were indicated as T've been feeling optimistic about coming to play snooker’,
Tve been dealing with the snooker activity well’ and T've been feeling a sense of belonging when playing
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snooker with the group’. Respondents were asked to indicate, before and after the snooker activity, how
they felt about the snooker activity with responses ranging from ‘none of the time’, ‘rarely’, ‘some of the
time’, ‘often’ and ‘all of the time’. These were scored 1-5, respectively.

RESULTS

In terms of interpreting the results Tennant et al (2007), recommend that there should be a minimum of
50 participants to establish clear results for the WEMWBS scale. As this is a very small scale study with
only six participants, the results will be simplified to best represent the outcome of the study. The
WEMWBS scores have also been explained and the findings will be tabled and illustrated appropriately
to best interpret the findings of the results. Of the participants in this small scale study, two were female
and four were male. The zero scores indicate absence from the snooker activity session; this was due to
the participants’ personal circumstances. Participants are indicated as P1, P2, P3, P4, P5 and P6 in the
presented results. It is also worth noting that participant (P6) started the study at the halfway point.

As for gender differences when examining the variances between the male and female participants, two
significant gender patterns emerged in association to the sessions before and after the snooker activity
and the responses to the wellbeing scores. Results taken from both genders before the snooker activity,
Figure 1 and 2 shows that the two female participants felt fairly positive before and after the snooker
sessions, both having reactively high scores above 60 marks. Figure 1 shows the well-being (WEMWBS)
scores for the female participants before the snooker activity, though the scores for zero denotes to the
week that the participants were unable to attend the session, for the week that they took part in the
snooker study, the overall scores ranged between 39-64 marks out of 70. Figure 2 shows the wellbeing
(WEMWRBS) scores for the female participants after the snooker activity, though the scores for zero
denotes to the week that the participants were unable to attend the session, for the week that they did
the overall scores ranged between 49-68 marks out of 70. These scores indicate that the snooker
activity had made a positive contribution to the female participants overall well-being.
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Figure 1. Female WEMWBS scores before the snooker activity.
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Figure 2. Female WEMWBS scores after the snooker activity.

As for the second section of gender scores for the WEMWBS questionnaire, Figure 3 shows the scores
that the four male participants for the snooker activity over eight weeks scored between 36-61, out of 70.
This also shows that participant six (P6), though P6 started the study late, seemed to have grown in
well-being though the latter weeks of the snooker activity. However, what was significant is that all
participants had grown immensely in their well-being status after partaking in the snooker activity. In
Figure 4, the WEMWABS scores ranged from 46-63 out of 70. This showed a significant improvement in
overall wellbeing post the snooker activity.
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Figure 3. Male WEMWBS scores before the snooker activity.
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Figure 4. Male WEMWBS scores after the snooker activity.

By combining both genders and looking at the overall group’s WEMWBS scores Figure 5 shows the
scores over the eight weeks of the snooker activity. What is significant about the pattern of scoring is
that it showed an increase of well-being from week 6-8 for participants taking part before and after the
snooker activity. The scores in Figure 6 also indicate that the levels of wellbeing were in the higher
scoring ranges averaging above 50 for the participants that had carried out the snooker activity for more
than five weeks. This suggests that participants may have felt a sense of belonging when playing
snooker in the group, or indeed grown closer to their peer group, as well as feeling more confident and
relaxed about the snooker activity.

@r1 Er2 P P4

Figure 5. Overall WEMWBS scores for all participants before the snooker activity for 8 weeks.
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Figure 6. Overall WEMWBS scores for all participants after the snooker activity for 8 weeks.

When exploring the WEMWBS questions that were specifically related to snooker, results indicated an
increase in wellbeing when asked the question T've been feeling a sense of belonging when playing
snooker in the group. The WEMWRBS scores ranged from ‘some of the time’, ‘often’ to ‘all of the time’ for
the first few weeks, however in the last two weeks of the snooker activity, the scores for all participants
were expressed as ‘all of the time’.

Participants were also asked the following questions as part of a focus group at the end of the snooker
activity, the responses were the following:

1. Do you think you have enjoyed the snooker activity, and could you give reasons why?

‘Yes, definitely, it was good to come along and meet people, different people and get to know them for
the period of the last seven weeks, as well as actually trying to play snooker.

I think for me it’s making yourself do something that you wouldn’t normally do, but this is something
that I have wanted to do. Even if I've had a bad this [snooker activity], which I've plenty of, you still
come back for another go and now this is something I look forward to.

When I first started, I'd wake up in the morning and think Tve got that snooker thing this afternoon.
Today [the final day of the activity], I woke up and I was looking forward to coming down. It’s not just,
“Oh I've got this in my diary”, and we've [the group] become very friendly, so it’s nice to come and meet
people.’

2.Do you think that taking part in the snooker activity has benefitted any part of your life?

Group response: Yes

Yes, you meet people. Doing this is something that gets you out too.

It’s about developing a new skill, something that hadn’t dreamt I'd ever, ever attempt in my entire life
and kept at it and I intend to carry on at attempting it [snooker].
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3.Do you feel that there is a social opportunity in taking part in the snooker activity?
Group response: Yes, definitely.
In what way?
We wouldn’t have knowledge each other, until we came here [Twyford Snooker Club]. It’s only two
hours per week and if you think about it, it's not every other evening or weekend; it’s just that little part
of the week.

4. Would it be beneficial to have this snooker activity a little more during the week e.g., twice a week?

It might be once you’ve passed that initial 2 or 3 weeks in, so you’ve got more time ass you get nervous
when you first starting the course.

Another problem is committing to the day of the week that I'm not committed to something already; it’s
about time for the activity for me.

5.Do you think you'll continue to play snooker as pastime in the future?
Id’ certainly like to.

Ifthe opportunity presents itself, it not the case of a fixed commitment, but it could be taken on when it
suits you.

I think probably, I would be interested but as a continuation of this activity as we’ve started something
In the hope of making this regular.

6. Do you think [playing] snooker has made you fell more relaxed, with both the activity and outside of
the activity?

Not particularly, I'm retired so I don’t have the stress that all the other people may have.
As we’re all retired.

I don’t know if I feel more relaxed, but in a different way, in an opposite way, its [snooker] has added
another structure to my week. It good to have something that structure the week that has not structure,
which is a good thing for me, something that I like.

This last month and a half have been very stressful with family problems, but what I will say is that I
was stressed a few weeks ago but I would have been more stressed if I didn’t come here once a week [to
the snooker activity].

In my case, my wife died earlier this year, so it’s been a difficult time, this [the snooker activity] a good
relaxing breakaway from the things that one has to deal with in that situation.

To me, while I agree with what everyone else has said, one of the things that I found very helpfil from
this group is that I recognise the impact of having a structured session [of snooker] with a very good
leader [snooker coach] who knows the appropriate strategy for our circumstances. This is significant
feature of this research that it isn’t free for all, it’s structured and positive, and encouraging and all the
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good things. And snooker is not a trivial matter; it requires skill, so thank you to everyone within this
research.

The [Snooker coach] has greatly added to the enjoyment of the snooker activity. Without his
constructive leadership the snooker activity or indeed the study would not have taken place.

These results show a range of emotive answers to the questions posed by the researcher. All six
questions conjured up an array of responses from the participants that were expressed by their
thoughts, feelings and experiences of taking part in the snooker activity over the period of eight weeks.
We will now be discussing the findings of the research using the results obtained from the WEMWBS
scores and the focus group discussion.

DISCUSSION

The most paramount aim of this investigation was to measure the well-being of older people when
actively playing snooker and to ascertain whether the snooker activity had contributed to the older
person’s wellbeing. The WEMWBS questionnaire proved very useful in delivering not only the
measurements for overall well-being, but also measurements that were specifically related to the
questions asked about the well-being of the snooker activity that the participants had taken part in. The
study provided a very small sample of participants directly from the Age UK organisation and the results
of the WEMWBS were in agreement with our initial research aim that playing snooker could positively
contribute to the older person’s well-being. The WEMWBS scores detected a gradual increase in
happiness and enjoyment from the snooker activity over the eight weeks of its provision particularly in
the last two weeks of the snooker activity. The WEMWBS questionnaire demonstrated what best
described the older person’s experiences, feeling and emotions before and after playing the snooker
activity.

It was very important to capture the feelings and emotions of the participants before and after the
snooker activity, as it helped to establish how participants were feeling before they arrived at the
snooker hall. What were most interesting was the differences between the positive and negative social
effects that participants had experienced in their lives, which had an effect on how they felt during and
after the end of the snooker activity. For the weeks that some participants were not able to engage in the
snooker activity, one participant reported that they had attended a funeral; another reported family
engagements, or requiring caring for a friend or family member. Another participant stated that playing
snooker was the ideal activity that enabled him to break away from his normal routines, especially after
tragically losing a partner. This can only suggest that playing sport, such as snooker or indeed engaging
in snooker as a leisurely activity can assist in bringing older people out of their homes into a socially
engaging environment alongside their peers. It has been suggested that there is a decrease in social
activities when a spouse has passed away and that reintroducing leisure and social activities with
support, can help to improve social integration for those who live alone (Rosenwax, Malajczuk, &
Ciccarelli, 2014).

Cummings (2015) makes an interesting observation about snooker in terms the game being kind to one’s
well-being. He states, in his article, that snooker can be perceived as a hobby sport with a meditative
aspect that alleviates one of any concerns that an individual maybe experiencing. Sagoo (2017) supports
this notion of snooker alleviating any mental health stress and anxiety from the outcomes of his study
exploring how snooker, as an everyday game, can be used a health promotional tool in supporting to
improve one’s mental health. With this borne in mind, introducing snooker as a positive well-being
activity, is the first step in trying something new in collaboration with Age UK and the WPBSA. Hence,
this research possibly paves the way for encouraging active engagement through snooker for older
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people and tries to ascertain whether this is beneficial for their individual well-being. Most importantly,
it helps to build active social contact as part of an older person’s routine.

A host of literature points towards improving well-being in older people’s lives, coupled with strategies
to promote enjoyment and maintaining and improving an active happier lifestyle, which was an
important factor that is sometimes overlooked when facing trauma or significant life events that hinder
the pleasures of life. Contrary to certain beliefs, old age can sometimes be stressful and have an impact
on an individual (Orrell & Davies, 2009). Meanwhile, Morgan and Kunkel (2016) explore the dimensions
of ageing alongside its view in society during that part of an individual’s life course. In their book, they
explain how older people are growing in population across countries in the world; in turn older people
are becoming more visible which brings about the challenges of maintaining their holistic health and
well-being. It can be said that there is a degree of physical difference between older people who are
65years to those who are 95 years, in terms of the level of assistance required. With this said, the age
and level of independence of an individual can be a contributing factor to how older people can take
part in social activities as well their daily activities of living. Within this study, there was a slight bias
towards to choosing participants that were able to be freely mobile around a snooker table.
Nevertheless, the older generation remain a strong social force and it is evident from this study that the
small number of participants has resulted in saying that they have ‘definitely’ enjoyed and benefitted
from the snooker activity. Therefore it can be assumed that playing snooker had positively contributed
to the group of older person’s well-being.

It was intriguing to have witnessed seeing the social force and cohesion of the group of the participants
over the eight weeks of the snooker activity. The participants had recognised the benefits of being
active, the extra exercise and the social integration from the snooker activities. It has been suggested
that participation in sport for older people has the potential for positive development in all aspects of an
older person’s life (Baker, Meisner, Logan, Kungl, & Weir, 2009). While playing sports largely applies to
younger people, it should not be frowned upon when older people intend to take up sport late in life.
Lassen (2014) suggests that playing sports, such as billiards, is key in the active ageing process and
should be used a health and social care tool for older people. Sagoo (2017) supports the idea of twinning
health and snooker together by suggesting that snooker can also be used as a health promotional
activity to develop positive mental health and well-being, suggesting that both sports and well-being are
attributing factors in maintaining an older person’s well-being.

There were further suggestions that the snooker activity proved to be successful in improving the
participant’s wellbeing over the latter half of the period of the study, in particular the last three weeks.
Lassen (2014) supports a similar viewpoint as Fox and colleagues (2007) by suggesting that when older
people participate in sport it is beyond a physical object. Playing sport in the latter years of one’s life is
also about being able to feel, think and reflect on one’s holistic functional capacity, rather than being
deterred by any physical restrictions. It can be said that this is very important when it comes to playing
such a sport as snooker. Sagoo (2017) makes this case for snooker not being physically strenuous and
limits the demands on the physical body. However, snooker does use thoughts, feelings and mental
cognition throughout play. In some respects this reduces the stigma attached to sport being physically
demanding. Fox and colleagues (2007) suggests that this notion of the physically demand is sometimes
a deterrent for older people to participate in sport. Hence snooker could be an option that is seen as
lesser physically demanding and more of an enjoyable leisurely pursuit for older people.

What was particularly significant was the fact that snooker was enjoyed by both genders, especially
females. With this view, the WPBSA could consider introducing snooker activities to both genders of
older people. What was notably helpful was the coaching sessions, this enabled the older people to
learn about the game as well as participate in playing, thus making a positive impact on their holistic
wellbeing and cognitive development. A snooker study conducted by Sagoo (2017) points towards the
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knowledge of snooker stemming from the rules, regulations and definitions of the game. As the sessions
of snooker that the participants took part in were mostly structured, this enabled them to learn the
basics of the game. Therefore, when the participants acquired their learning of the game through what
was being either being taught or what they had seen this suggested that that those actions of learning
attributed to their cognitive development or increased their development as part of learning a new skill
or set of skills. This was especially so for the participants that has never played snooker.

What is noteworthy is the sense of belonging that the participants had as a group and playing snooker as
an activity. This would tie in with Warr et al’s (2009) findings that different types of activities improve
the overall well-being of older people between the age ranges of 50-74 years in a positive way.
However, the findings of this study exceed the age range. Nevertheless, taking into account all the
different variations of thoughts and feelings in the WEMWBS scores for the 14 questions that were
asked, the association between the snooker activity and participants well-being were found to be, on the
whole, considerably positive. It can also be suggested the snooker coach who led the activity, would
have has some positive influence over the course of the snooker activity but the questions asked in the
WEMWBS were specific to wellbeing. As this was small scale study with only six participants the
likelihood of the increase in positive well-being may have stemmed from the snooker coaching support,
this is coupled with the fact that wellbeing scores at the beginning or before the snooker activity were
generally high, thus creating a stronger involvement in the snooker activity. Nevertheless, Longino and
Kart (1982, in Warr et al., 2004) suggests that solitary activities can also be satisfying for the older
person, so as snooker could be deemed as a solitary activity (Sagoo, 2017), when one is actively playing
on the snooker table, this could be seen as satisfyingly relaxing.

Several limitations could be found in this study, the most fundamental one being the very small volume
of participants that took part in this study. There was no denying that this was presented as a small
scale study, therefore any further studies would require a larger cohort of older people. In addition, a
criticism would be to have explored this study in-depth in relation to the areas of mental health,
specifically targeting areas such as stress and anxiety but as a control would this be ethically
questionable. There was also limited research with older people in sport, specifically snooker or aiming
sports but this was compromised by researching literature around picking on the literature that best fit
the umbrella of well-being and sports in general for older people. An additional limitation was noted
from the participants, that there were copious amounts of form filling with the pre and post snooker
activity WEMWBS questionnaire. Maybe this could have been explored differently if the study was
repeated with a larger volume of participants. Nevertheless, it was vital the WEMWBS scores were used
to attain feelings of thoughts and experiences of the participants at the many points of measuring their
well-being. This, in turn, contributed to a robust field of research.

CONCLUSION

This evaluative investigation into whether snooker can be beneficial for older people’s well-being clearly
indicates that there is some truth to that assertion. From the scores and data collected from the
WEMWBS results coupled with the focus group discussion, it is apparent that older people enjoyed the
social participation and engagement of playing snooker. The question remains whether this can be
mimicked to other activities or leisurely pursuits; previous research certainly indicates that this notion
could be plausible. As for the study, there are many promising results that promote snooker as a
leisurely activity for older people. The results have also indicated an improvement in older people’s
well-being over the course of the snooker activity. Nearly all participants expressed their happiness and
enjoyment before, after and during the project. This signifies that playing snooker can indeed be made
an important factor in developing social integration and improving older people’s well-being and it
would be a pleasure to see a greater proportion of the older population become engaged in snooker as an
everyday activity. This notion of encouraging active participation in sport for older people is also in line
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with Age UK’s strategic plan for active engagement in various activities that promote holistic health and
well-being for older people in every community.
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The purpose of this small scale study was to measure, evaluate and discuss how snooker could possibly
contribute to an older person’s well-being. Six participants from Age UK were selected after completing a
pre-screening exercise to see if they were eligible to take part in the study. This study also sets out to
focus and measure the well-being of older people before and after playing snooker for a set period of
weeks. Scores taken for well-being measurements were from the well-established Warwick-Edinburgh
Mental Wellbeing Scale (WEMWBS). The WEMWABS is a scale of 14 positively worded items that
assesses a population's mental well-being. The WEMWBS scale for this study was scaled with 14
statements of which four statements related to the snooker activity that participants had taken part in,
and results were discussed respectively. Outcomes of this study suggest that snooker, as a leisurely
pursuit, can positively contribute and positively impact an older person’s well-being in a variety of
ways, from aspects of their daily lives to their experiences of actively playing snooker. What is
paramount from the research’s findings is that snooker for older people has the ability to build social
participation, knowledge building especially around the game of snooker, engagement in sports and
most of all, maximising a social experience. There is scope for the study to be investigated further with a
larger sample of older people, but for now, this study facilitates a starting point for discussion and
practical application around encouraging older people to play snooker.

Keywords: mental health; older people; snooker; sports participation; well-being
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There exists a well-established need to support and enhance the wellbeing of older people through
utilising opportunities within sports and leisure. Interventions through social pastimes give greater
access to older people to actively participate in sports and leisure in their daily lives. The variances of
leisurely pursuits and sociability, alongside the quality of life that older people lead, can promote a
positive outlook as well as sustaining a well-balanced sense of well-being for older adults in their later
years. Therefore, it is important to sustain the development of our holistic well-being as much as
possible through the latter stages of our lives. Strawbridge (2011) advocates the notion that if health and
well-being is strengthened in the older generation, that they would be able to participate in sporting
activities at more regular intervals of their lives. With this idea of older people actively participating in
sports, one asks whether there is room for the game of snooker, either as a leisurely activity or as
competitive sport, to contribute towards widening participation and to the well-being of elderly people.
One such story of an optimistic view of the game of snooker doing just that with older people was
reported in the 7imes newspaper in 1986 titled: ‘Snooker gives the elderly new life’. The story
emphasised the pleasure that playing snooker gave older people and indeed had become popular at a
residential home in London.

Soon after a snooker table had been given as a gift to the residents, it was being used and played upon
most of the time. Alongside the gift of the snooker table, came a free a coaching session from the veteran
snooker professional, Ray Reardon. This initiative increased the popularity of the game among the
elderly in the residential home.

This story around encouraging older people to pursue snooker as a benefit for their well-being inspired
the intention of this small-scale study as it attempts to introduce snooker as an everyday leisurely
activity for older people. A small number of participants aged over 65 years plus were required, for this
small-scale study. The participants were to engage in playing snooker for a couple of hours per week for
a period of eight weeks. From playing snooker for this period, this study measured the participant’s well-
being before and after they have actively engaged in playing snooker. In addition to this participants
were asked to establish whether playing snooker had been a positive experience and contributed to the
needs of their well-being.

BACKGROUND

It is without doubt that today’s society is ever-changing, but the most dominant change is that people
are living much longer than expected. According to the coalition government policy for older people, life
expectancy for older people in today’s society is at an average of around 86 years. This is expected to
rise to an average of 91 years by 2050. According to the Office for National Statistics (ONS, 2008) the
projections for people living over the age of 85 years is set to rise from 1.3 million people in 2007 to 3.1
million by 2032. Therefore, at this later stage of people’s life, it is important to consider taking care of the
welfare of older people from their physical health to their well-being and building social contacts in the
community. Hence helping older people to engage in leisurely activities is one way of supporting an
active lifestyle and building peer relationships within the community.

Age UK promoted their ethos of active living and positive mental wellbeing from a lottery-funded project
named ‘Fit as a Fiddle’ in 2007, which involved providing people over 50 years of age with a range of
activities from healthy eating to activities that improved physical and mental wellbeing across England.
The ‘Fit as a fiddle’ initiative promoted healthy living for over 350,000 older people over the age of 50
years. Meeting the holistic needs of older people is a priority for Age UK; this is clearly defined in their
strategic plan for 2018-2021. What's more, their plan outlines measures in key areas of promoting
activities for older people which lends itself to the basis of this study. The plan from Age UK follows a
format of introducing a range of activities that are positive for physical, mental and social health, and
well-being, then measuring the outcomes of these activities, and also going on to examining the end
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outcomes of the activities and finally, measuring the engagement of activities have made for the older
person (Age UK, 2017). Where this study fits in to the strategy outlined by Age UK is within the gap of
facilitating programmes for improving the wellbeing of older people.

The National Service Framework (NSF) for Older People (Department of Health and Social Care, 2001) is
another documented policy that sets out the principles for developing a range of standards of care to
improve the health and well-being of older people. The NSF suggests that there is growing evidence to
support the modification of risk factors affecting older people by engaging in initiatives that improve
their health and sense of well-being. One of the key standards, standard eight, focuses on ‘promoting a
healthy and active life for life in older age’. This includes wider initiatives to improve the health and
well-being of older people from a spectrum of areas such as nutrition, physical activity and social care.
From those wide areas within the NSF, this study concentrates on a specific section of the NSF
document that will facilitate snooker as a health promotional activity for older people (Sagoo, 2017). The
section is outlines below:

‘Access to wider community facilities, libraries, education, and leisure for example, will enable older
people to participate in and contribute to society.’—Department of Health and Social Care, 2001

Therefore, playing snooker can be an example of accessing a leisurely pursuit for the older generation.
Furthermore, the National Institute for Health and Care Excellence (NICE, 2016) guidelines for
improving older peoples mental wellbeing, encourages interventions for older people to participate in
group and / or one to one activities to improve social cohesion among this group of older adults. In
addition to this, the World Health Organization (WHO) makes recommendations for encouraging
physical activity at all levels for over 65 years old people in its guidelines published in 2011. WHO (2011)
suggest that the daily functioning of physical activity is the main factor for reducing many physical
ailments such as cardiorespiratory dysfunction and skeletal-muscular weaknesses. Therefore, it is
imperative for older people to engage in mild to moderate intensities of exercise, whether that is from
daily activities such as walks or household chores, or pursuing sporting or leisurely activities.

Along with international policy, in the United Kingdom, the NICE (2016) published a set of statements
outlining the quality standards for ‘Mental Wellbeing and Independence for Older People’. Quality
statement 2 and 3 examines the physical activity and social interaction and involvement of tailored
activities in the daily lives of older people. The rationale for older people talking part in physical
activities from quality statement two was initiated to reduce the risk of loneliness and isolation in their
homes, coupled with engaging in tailored activities that would suit the needs of older person, therefore
benefitting their mental wellbeing. In turn, the rationale for older people increasing social participation
with the uptake of leisurely or physical activity can provide independence and social integration with
peers, alongside participating in personalised activities that are enjoyed by groups of older people.
Given these objectives set out by the NICE (2016) guiding standards, it identifies a gap that could be
filled by tailoring snooker as activity for engagement as a either a one to one or group based activity for
older people. Snooker could possibly best fit the demands of all legislative requirements around
improving wellbeing and be of interest to older people as a form of sporting or leisurely pursuit that
helps to improve their well-being.

Maintaining well-being and activity in older people

From a review of literature regarding well-being and older people, Stanley and Cheek (2003) found that
there are many view points for defining the wellbeing of older people, though the overarching definition
includes words leaning towards ones emotions for example, happiness fear sadness and surprise.
Stanley and Cheek (2003) suggest that well-being is far more complex and difficult to measure concisely
so extended discussions should be had around the different meanings of wellbeing. Allen (2008) takes a
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meaningful discussion of well-being from the context of older people and states that feelings of positive
well-being stretches beyond the richness of being wealthy and healthy, it is essentially about emotional
stability, not from the angle of mental health but from the lens of broader emotional indicators such as
life satisfaction.

While most research around older people emphasises physical nature and its complications, mental
well-being is sometimes overlooked. Therefore, attention must be directed towards supporting the
mental well-being of older people through the opportunities that present themselves to participate in
social, sporting or leisure activities. Fawcett (2014) reports that as older people move into retirement and
in some cases isolation, there seems to be trade off when giving up their jobs for increased social
engagement and participation in community based leisure activities. In Fawcett’s earlier work,
exploring the relationship between day care attendance and psychosocial outcomes in older people,
found that attendance to day care centres or clubs was vital for older people to raise a sense of well-
being in themselves. Fawcett’s study showed that when older people engaged in social activities
whether it is in day care centre or some kind of social club, it showed a sense of collectiveness, as well
as cohesion among the group of participants. This in turn promoted a sense of ‘inclusiveness, belonging
and ownership’, and forged links between people in this age group and their socialisation in the wider
community.

Research carried out by Fox (1999), suggests that there is growing evidence to support the link in
positive effectiveness, such as increased feeling and emotions of happiness and satisfaction between
physical activity, when partaking activities as part of developing one’s positive mental well-being in
older adults. Moreover, Warr, Butcher and Robertson (2004) carried out an investigation to measure the
activity and well-being from data collected by 1167 respondents between the ages of 50-74 years. The
results from their research indicated that there were little differences between genders when measuring
wellbeing scores. Warr et al (2004) suggest two reasons for this result, firstly engaging in activities are
often associated with a sense of fulfilment, achievement or goal setting, secondly, it is the type of
activity that the older person is engaging in that improves their wellbeing. In the case of this study,
participants were invited to take part in the snooker activity, so it can be suggested that those who
maybe be familiar with the game of snooker are more likely to participate in the snooker activity as
opposed to those who are unfamiliar with the game. Likewise, those who were keen to try the game for
the very first time may find the snooker activity an enjoyable experience.

From the summary of research into the wellbeing of older people by Age UK (2017), there are areas of
older people’s wellbeing from a survey that was responded by over 15,000 older people over two years.
The wellbeing survey was devised by academics from the University of Southampton and the Age UK
Policy and Research Department. The research investigation covered five domains of holistic wellbeing
in older people ranging from their personal characteristics, the social features of older people, physical
and mental health, personal resources and access to local services. The statistical data from the survey
found that when older people engaged with an activity, albeit creative or cultural, their well-being
significantly improved. What was also apparent from the results were that thinking skills, physical
activities, social participation and mental wellbeing had a direct positive effect on the overall well-being
of older people. This suggests that engaging in social activities such as snooker may possibly have a
contributory impact on an older person’s wellbeing, especially as playing snooker could also be viewed
as an independent activity. Sagoo (2017) reassures the point that snooker is an independent activity, as
playing snooker is primarily a played in a solo capacity, even if played with a partner.
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Sports and well-being in older people

Though there is little research around sport and wellbeing for older people, a plethora of research was
found to illustrate the psychological benefits of exercise for older people. From the literature that sat
closely to this research was a study by Fox et al (2007) which founded the ‘The Better Ageing Project’.
The Better Ageing Project produced by Fox et al (2007) provided an opportunity to assess well-being and
quality of life using standardised questionnaires for a 176 adults aged 70 and over. The quantitative data
showed minor increases for the psychological benefits of the exercise intervention, but nevertheless this
was positive in terms of suggesting that exercise is beneficial for wellbeing. Fox et al (2007) found that
engagement in structured exercise can improve aspects of psychological well-being such as mood and
self-perceptions in older adults. Fox et al (2007) also found that the relationship between wellbeing and
physical activity in older adults reflected an overall positive feeling. Time spent on activities by older
people in the study was variable and dependent on the intensity of the physical activity, nevertheless
results of the ‘Better Aging’ exercise programme indicated improvements in older people’s holistic
physical health and mental well-being.

Living a healthier life is often a major motivational factor that encourages older people to participate in
sport. However, sporting participation is also dependant on the choice of sport that older people wants
to partake in. The lesser physically demanding sports or leisure pursuits are the more preferred option
such as cycling, walking and swimming (Tischer, Hartmann-Tews, & Combrink, 2011). The state of
physical health of the older person dictates the activity they take part in if an older person was restricted
by their health this would deter them from exercise. It was also found that the intensity of exercise for
older people was dependent on the seasonal variations, for example light outdoor activities were found
to be enjoyable due to the summer weather conditions, for example swimming (Ryu, Bae, Suh, & Heo,
2016). So to was light winter indoor activities, for example bowling, suggesting that light to moderate
activities whichever the season contributed positively to older peoples physical and mental wellbeing.
Therefore Kyu et al's (2016) findings, suggest that an indoor activity such as snooker could clearly
benefit an older person’s well-being as it is not very intensive and has the advantage of being played
indoors. More so, systematic review (Windle, Hughes, Linck, Russell, & Woods, 2010) was carried out a
systemic review to investigate the effectiveness of physical exercise on older people’s mental health.
They found a generalised view that older people’s mental wellbeing is adaptable from whichever
exercise they take part in. However, suggested that more research needs to be carried out explore the
effectiveness of the changes in mental wellbeing through exercise. This study may possibly fill that gap
in the research from a significant perspective, as this research explores the benefits and effectiveness of
mental being from playing a moderately light exercise, namely snooker.

Snooker and older people

It is well known fact that there are risks around one’s health and well-being that impede an older
person’s independence and wellbeing. The UK’s Chief Medical Officers (CMOs, Department of Health
and Social Care, 2011) makes recommendations that older adults must exercise at the same rate as
adults ranged between 19-64 years, however particular attention must be paid to improving balance
and coordination with physical exercise. Though it could be said that snooker is not the most rigorous
physical sport, coordination plays a huge part in playing snooker (Sagoo, 2017) - this also plays a part in
attributing to meeting some of the activities levels set out by the CMO’s (2011).

In December 1986, snooker and pool were warmly received as an activity among elderly residents of a
care home in west London, after a coaching session by Ray Reardon, the former world champion.
Though the residents were given a snooker table as a Christmas present that year, they were very keen
to pursue snooker as an active recreation. Following this positive reaction from elderly residents, though
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it was many years ago, it is important to consider snooker as an enjoyable active pastime for elderly
even in this day and age.

Lassen’s study (2014) of older men taking part in billiards, supported cue sports as an active pursuit for
older people and that sometimes the game of cue sports is overlooked by leading authorities in
healthcare. Lassen (2014) stated that playing billiards, which has some small similarities to snooker, is
played with a composed passive attitude that can be relaxing and enjoyed for hours on end. Lassen goes
on to assert that the rhythmic play in billiards can be translated as the ageing process as a slow but
enjoyable process. Lassen (2014) concludes that billiards and indeed most cue sports could be used a
vital tool from the lens of health and well-being in aiding the ageing process.

METHODOLOGY

The intention of this pilot project is to introduce snooker as an everyday activity for elderly people.
Approximately 6-10 participants of 65 years plus, were required for this small scale study. The
participants were sourced and pre-screened for eligibility by Age UK in Berkshire. The focus of the
participants is to actively engage in snooker on periodic basis and to establish whether snooker has
been positively contributed to the well-being of the participants. In order for the study to be
implemented the WPBSA were required to discussed the contribution made from both Age UK in
supplying the volunteers and contacting the local snooker clubs to give up some free time for
participants to the actively play snooker. Participants would play snooker either as individuals or
collectively as a group for two hours per week for approximately eight weeks. The participants were
then questioned about how playing snooker has contributed to their wellbeing before and after the
snooker activity, and then finally a focus group was held at the end of the small scale study. The WPBSA
had also assigned a snooker coach to assist with the snooker activity and support the snooker playing
needs of the participants e.g. how to hold a snooker cue, how to take shot and other basic snooker
playing skills. The snooker activity was structured through the snooker coach for eight weeks. It was
beneficial to have some structure to the snooker activity as these allowed participants who may have
never played the game of snooker to find out about the basic rules of playing and get some assistance
when required.

This study used both qualitative and quantitative research methods. By using a mixed methods
approach to this research it explores a realistic value of measuring the participants’ well-being. By
mixing both research methods it increases the chances of collecting evidence to justifying the research
outcome and allows a connection to be made from both qualitative and quantitative data sets, thus
providing a balanced perspective (McKim, 2017). The use of the WEMWBS questionnaire and focus
group interviews at the end of the snooker activity were appropriate for this small scale study. As this
was a small scale study, a survey and questionnaire is cost-effective and time efficient because of the
small-sized group (Pribyl, 1994). Participants were given a short wellbeing survey (WEMWBS) before
and after each snooker activity session. At the end of the eight weeks of snooker a focus group was held
with unstructured and open questions asked in order to explore whether or not snooker has assisted in
the participants holistic well-being. The questionnaire used at the beginning and end of each snooker
activity was based upon the WEMWBS, which was developed by researchers at the Universities of
Warwick and Edinburgh to facilitate the measuring of ‘wellbeing’ in adults.

The WEMWSBS is considered a useful tool for the screening and monitoring of mental well-being in
particular because of its positively worded items, which make the questionnaire acceptable by all users
(Bianco, 2012). When carrying out the measurements of the WEMWBS scores from the participant’s
responses, certain statements were directly related to the snooker activity that the members were taking
part in. These questions were indicated as T've been feeling optimistic about coming to play snooker’,
Tve been dealing with the snooker activity well’ and T've been feeling a sense of belonging when playing
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snooker with the group’. Respondents were asked to indicate, before and after the snooker activity, how
they felt about the snooker activity with responses ranging from ‘none of the time’, ‘rarely’, ‘some of the
time’, ‘often’ and ‘all of the time’. These were scored 1-5, respectively.

RESULTS

In terms of interpreting the results Tennant et al (2007), recommend that there should be a minimum of
50 participants to establish clear results for the WEMWBS scale. As this is a very small scale study with
only six participants, the results will be simplified to best represent the outcome of the study. The
WEMWBS scores have also been explained and the findings will be tabled and illustrated appropriately
to best interpret the findings of the results. Of the participants in this small scale study, two were female
and four were male. The zero scores indicate absence from the snooker activity session; this was due to
the participants’ personal circumstances. Participants are indicated as P1, P2, P3, P4, P5 and P6 in the
presented results. It is also worth noting that participant (P6) started the study at the halfway point.

As for gender differences when examining the variances between the male and female participants, two
significant gender patterns emerged in association to the sessions before and after the snooker activity
and the responses to the wellbeing scores. Results taken from both genders before the snooker activity,
Figure 1 and 2 shows that the two female participants felt fairly positive before and after the snooker
sessions, both having reactively high scores above 60 marks. Figure 1 shows the well-being (WEMWBS)
scores for the female participants before the snooker activity, though the scores for zero denotes to the
week that the participants were unable to attend the session, for the week that they took part in the
snooker study, the overall scores ranged between 39-64 marks out of 70. Figure 2 shows the wellbeing
(WEMWRBS) scores for the female participants after the snooker activity, though the scores for zero
denotes to the week that the participants were unable to attend the session, for the week that they did
the overall scores ranged between 49-68 marks out of 70. These scores indicate that the snooker
activity had made a positive contribution to the female participants overall well-being.
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Figure 1. Female WEMWBS scores before the snooker activity.
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Figure 2. Female WEMWBS scores after the snooker activity.

As for the second section of gender scores for the WEMWBS questionnaire, Figure 3 shows the scores
that the four male participants for the snooker activity over eight weeks scored between 36-61, out of 70.
This also shows that participant six (P6), though P6 started the study late, seemed to have grown in
well-being though the latter weeks of the snooker activity. However, what was significant is that all
participants had grown immensely in their well-being status after partaking in the snooker activity. In
Figure 4, the WEMWABS scores ranged from 46-63 out of 70. This showed a significant improvement in
overall wellbeing post the snooker activity.
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Figure 3. Male WEMWBS scores before the snooker activity.
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Figure 4. Male WEMWBS scores after the snooker activity.

By combining both genders and looking at the overall group’s WEMWBS scores Figure 5 shows the
scores over the eight weeks of the snooker activity. What is significant about the pattern of scoring is
that it showed an increase of well-being from week 6-8 for participants taking part before and after the
snooker activity. The scores in Figure 6 also indicate that the levels of wellbeing were in the higher
scoring ranges averaging above 50 for the participants that had carried out the snooker activity for more
than five weeks. This suggests that participants may have felt a sense of belonging when playing
snooker in the group, or indeed grown closer to their peer group, as well as feeling more confident and
relaxed about the snooker activity.

@r1 Er2 P P4

Figure 5. Overall WEMWBS scores for all participants before the snooker activity for 8 weeks.
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Figure 6. Overall WEMWBS scores for all participants after the snooker activity for 8 weeks.

When exploring the WEMWBS questions that were specifically related to snooker, results indicated an
increase in wellbeing when asked the question T've been feeling a sense of belonging when playing
snooker in the group. The WEMWRBS scores ranged from ‘some of the time’, ‘often’ to ‘all of the time’ for
the first few weeks, however in the last two weeks of the snooker activity, the scores for all participants
were expressed as ‘all of the time’.

Participants were also asked the following questions as part of a focus group at the end of the snooker
activity, the responses were the following:

1. Do you think you have enjoyed the snooker activity, and could you give reasons why?

‘Yes, definitely, it was good to come along and meet people, different people and get to know them for
the period of the last seven weeks, as well as actually trying to play snooker.

I think for me it’s making yourself do something that you wouldn’t normally do, but this is something
that I have wanted to do. Even if I've had a bad this [snooker activity], which I've plenty of, you still
come back for another go and now this is something I look forward to.

When I first started, I'd wake up in the morning and think Tve got that snooker thing this afternoon.
Today [the final day of the activity], I woke up and I was looking forward to coming down. It’s not just,
“Oh I've got this in my diary”, and we've [the group] become very friendly, so it’s nice to come and meet
people.’

2.Do you think that taking part in the snooker activity has benefitted any part of your life?

Group response: Yes

Yes, you meet people. Doing this is something that gets you out too.

It’s about developing a new skill, something that hadn’t dreamt I'd ever, ever attempt in my entire life
and kept at it and I intend to carry on at attempting it [snooker].
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3.Do you feel that there is a social opportunity in taking part in the snooker activity?
Group response: Yes, definitely.
In what way?
We wouldn’t have knowledge each other, until we came here [Twyford Snooker Club]. It’s only two
hours per week and if you think about it, it's not every other evening or weekend; it’s just that little part
of the week.

4. Would it be beneficial to have this snooker activity a little more during the week e.g., twice a week?

It might be once you’ve passed that initial 2 or 3 weeks in, so you’ve got more time ass you get nervous
when you first starting the course.

Another problem is committing to the day of the week that I'm not committed to something already; it’s
about time for the activity for me.

5.Do you think you'll continue to play snooker as pastime in the future?
Id’ certainly like to.

Ifthe opportunity presents itself, it not the case of a fixed commitment, but it could be taken on when it
suits you.

I think probably, I would be interested but as a continuation of this activity as we’ve started something
In the hope of making this regular.

6. Do you think [playing] snooker has made you fell more relaxed, with both the activity and outside of
the activity?

Not particularly, I'm retired so I don’t have the stress that all the other people may have.
As we’re all retired.

I don’t know if I feel more relaxed, but in a different way, in an opposite way, its [snooker] has added
another structure to my week. It good to have something that structure the week that has not structure,
which is a good thing for me, something that I like.

This last month and a half have been very stressful with family problems, but what I will say is that I
was stressed a few weeks ago but I would have been more stressed if I didn’t come here once a week [to
the snooker activity].

In my case, my wife died earlier this year, so it’s been a difficult time, this [the snooker activity] a good
relaxing breakaway from the things that one has to deal with in that situation.

To me, while I agree with what everyone else has said, one of the things that I found very helpfil from
this group is that I recognise the impact of having a structured session [of snooker] with a very good
leader [snooker coach] who knows the appropriate strategy for our circumstances. This is significant
feature of this research that it isn’t free for all, it’s structured and positive, and encouraging and all the
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good things. And snooker is not a trivial matter; it requires skill, so thank you to everyone within this
research.

The [Snooker coach] has greatly added to the enjoyment of the snooker activity. Without his
constructive leadership the snooker activity or indeed the study would not have taken place.

These results show a range of emotive answers to the questions posed by the researcher. All six
questions conjured up an array of responses from the participants that were expressed by their
thoughts, feelings and experiences of taking part in the snooker activity over the period of eight weeks.
We will now be discussing the findings of the research using the results obtained from the WEMWBS
scores and the focus group discussion.

DISCUSSION

The most paramount aim of this investigation was to measure the well-being of older people when
actively playing snooker and to ascertain whether the snooker activity had contributed to the older
person’s wellbeing. The WEMWBS questionnaire proved very useful in delivering not only the
measurements for overall well-being, but also measurements that were specifically related to the
questions asked about the well-being of the snooker activity that the participants had taken part in. The
study provided a very small sample of participants directly from the Age UK organisation and the results
of the WEMWBS were in agreement with our initial research aim that playing snooker could positively
contribute to the older person’s well-being. The WEMWBS scores detected a gradual increase in
happiness and enjoyment from the snooker activity over the eight weeks of its provision particularly in
the last two weeks of the snooker activity. The WEMWBS questionnaire demonstrated what best
described the older person’s experiences, feeling and emotions before and after playing the snooker
activity.

It was very important to capture the feelings and emotions of the participants before and after the
snooker activity, as it helped to establish how participants were feeling before they arrived at the
snooker hall. What were most interesting was the differences between the positive and negative social
effects that participants had experienced in their lives, which had an effect on how they felt during and
after the end of the snooker activity. For the weeks that some participants were not able to engage in the
snooker activity, one participant reported that they had attended a funeral; another reported family
engagements, or requiring caring for a friend or family member. Another participant stated that playing
snooker was the ideal activity that enabled him to break away from his normal routines, especially after
tragically losing a partner. This can only suggest that playing sport, such as snooker or indeed engaging
in snooker as a leisurely activity can assist in bringing older people out of their homes into a socially
engaging environment alongside their peers. It has been suggested that there is a decrease in social
activities when a spouse has passed away and that reintroducing leisure and social activities with
support, can help to improve social integration for those who live alone (Rosenwax, Malajczuk, &
Ciccarelli, 2014).

Cummings (2015) makes an interesting observation about snooker in terms the game being kind to one’s
well-being. He states, in his article, that snooker can be perceived as a hobby sport with a meditative
aspect that alleviates one of any concerns that an individual maybe experiencing. Sagoo (2017) supports
this notion of snooker alleviating any mental health stress and anxiety from the outcomes of his study
exploring how snooker, as an everyday game, can be used a health promotional tool in supporting to
improve one’s mental health. With this borne in mind, introducing snooker as a positive well-being
activity, is the first step in trying something new in collaboration with Age UK and the WPBSA. Hence,
this research possibly paves the way for encouraging active engagement through snooker for older
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people and tries to ascertain whether this is beneficial for their individual well-being. Most importantly,
it helps to build active social contact as part of an older person’s routine.

A host of literature points towards improving well-being in older people’s lives, coupled with strategies
to promote enjoyment and maintaining and improving an active happier lifestyle, which was an
important factor that is sometimes overlooked when facing trauma or significant life events that hinder
the pleasures of life. Contrary to certain beliefs, old age can sometimes be stressful and have an impact
on an individual (Orrell & Davies, 2009). Meanwhile, Morgan and Kunkel (2016) explore the dimensions
of ageing alongside its view in society during that part of an individual’s life course. In their book, they
explain how older people are growing in population across countries in the world; in turn older people
are becoming more visible which brings about the challenges of maintaining their holistic health and
well-being. It can be said that there is a degree of physical difference between older people who are
65years to those who are 95 years, in terms of the level of assistance required. With this said, the age
and level of independence of an individual can be a contributing factor to how older people can take
part in social activities as well their daily activities of living. Within this study, there was a slight bias
towards to choosing participants that were able to be freely mobile around a snooker table.
Nevertheless, the older generation remain a strong social force and it is evident from this study that the
small number of participants has resulted in saying that they have ‘definitely’ enjoyed and benefitted
from the snooker activity. Therefore it can be assumed that playing snooker had positively contributed
to the group of older person’s well-being.

It was intriguing to have witnessed seeing the social force and cohesion of the group of the participants
over the eight weeks of the snooker activity. The participants had recognised the benefits of being
active, the extra exercise and the social integration from the snooker activities. It has been suggested
that participation in sport for older people has the potential for positive development in all aspects of an
older person’s life (Baker, Meisner, Logan, Kungl, & Weir, 2009). While playing sports largely applies to
younger people, it should not be frowned upon when older people intend to take up sport late in life.
Lassen (2014) suggests that playing sports, such as billiards, is key in the active ageing process and
should be used a health and social care tool for older people. Sagoo (2017) supports the idea of twinning
health and snooker together by suggesting that snooker can also be used as a health promotional
activity to develop positive mental health and well-being, suggesting that both sports and well-being are
attributing factors in maintaining an older person’s well-being.

There were further suggestions that the snooker activity proved to be successful in improving the
participant’s wellbeing over the latter half of the period of the study, in particular the last three weeks.
Lassen (2014) supports a similar viewpoint as Fox and colleagues (2007) by suggesting that when older
people participate in sport it is beyond a physical object. Playing sport in the latter years of one’s life is
also about being able to feel, think and reflect on one’s holistic functional capacity, rather than being
deterred by any physical restrictions. It can be said that this is very important when it comes to playing
such a sport as snooker. Sagoo (2017) makes this case for snooker not being physically strenuous and
limits the demands on the physical body. However, snooker does use thoughts, feelings and mental
cognition throughout play. In some respects this reduces the stigma attached to sport being physically
demanding. Fox and colleagues (2007) suggests that this notion of the physically demand is sometimes
a deterrent for older people to participate in sport. Hence snooker could be an option that is seen as
lesser physically demanding and more of an enjoyable leisurely pursuit for older people.

What was particularly significant was the fact that snooker was enjoyed by both genders, especially
females. With this view, the WPBSA could consider introducing snooker activities to both genders of
older people. What was notably helpful was the coaching sessions, this enabled the older people to
learn about the game as well as participate in playing, thus making a positive impact on their holistic
wellbeing and cognitive development. A snooker study conducted by Sagoo (2017) points towards the
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knowledge of snooker stemming from the rules, regulations and definitions of the game. As the sessions
of snooker that the participants took part in were mostly structured, this enabled them to learn the
basics of the game. Therefore, when the participants acquired their learning of the game through what
was being either being taught or what they had seen this suggested that that those actions of learning
attributed to their cognitive development or increased their development as part of learning a new skill
or set of skills. This was especially so for the participants that has never played snooker.

What is noteworthy is the sense of belonging that the participants had as a group and playing snooker as
an activity. This would tie in with Warr et al’s (2009) findings that different types of activities improve
the overall well-being of older people between the age ranges of 50-74 years in a positive way.
However, the findings of this study exceed the age range. Nevertheless, taking into account all the
different variations of thoughts and feelings in the WEMWBS scores for the 14 questions that were
asked, the association between the snooker activity and participants well-being were found to be, on the
whole, considerably positive. It can also be suggested the snooker coach who led the activity, would
have has some positive influence over the course of the snooker activity but the questions asked in the
WEMWBS were specific to wellbeing. As this was small scale study with only six participants the
likelihood of the increase in positive well-being may have stemmed from the snooker coaching support,
this is coupled with the fact that wellbeing scores at the beginning or before the snooker activity were
generally high, thus creating a stronger involvement in the snooker activity. Nevertheless, Longino and
Kart (1982, in Warr et al., 2004) suggests that solitary activities can also be satisfying for the older
person, so as snooker could be deemed as a solitary activity (Sagoo, 2017), when one is actively playing
on the snooker table, this could be seen as satisfyingly relaxing.

Several limitations could be found in this study, the most fundamental one being the very small volume
of participants that took part in this study. There was no denying that this was presented as a small
scale study, therefore any further studies would require a larger cohort of older people. In addition, a
criticism would be to have explored this study in-depth in relation to the areas of mental health,
specifically targeting areas such as stress and anxiety but as a control would this be ethically
questionable. There was also limited research with older people in sport, specifically snooker or aiming
sports but this was compromised by researching literature around picking on the literature that best fit
the umbrella of well-being and sports in general for older people. An additional limitation was noted
from the participants, that there were copious amounts of form filling with the pre and post snooker
activity WEMWBS questionnaire. Maybe this could have been explored differently if the study was
repeated with a larger volume of participants. Nevertheless, it was vital the WEMWBS scores were used
to attain feelings of thoughts and experiences of the participants at the many points of measuring their
well-being. This, in turn, contributed to a robust field of research.

CONCLUSION

This evaluative investigation into whether snooker can be beneficial for older people’s well-being clearly
indicates that there is some truth to that assertion. From the scores and data collected from the
WEMWBS results coupled with the focus group discussion, it is apparent that older people enjoyed the
social participation and engagement of playing snooker. The question remains whether this can be
mimicked to other activities or leisurely pursuits; previous research certainly indicates that this notion
could be plausible. As for the study, there are many promising results that promote snooker as a
leisurely activity for older people. The results have also indicated an improvement in older people’s
well-being over the course of the snooker activity. Nearly all participants expressed their happiness and
enjoyment before, after and during the project. This signifies that playing snooker can indeed be made
an important factor in developing social integration and improving older people’s well-being and it
would be a pleasure to see a greater proportion of the older population become engaged in snooker as an
everyday activity. This notion of encouraging active participation in sport for older people is also in line
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with Age UK’s strategic plan for active engagement in various activities that promote holistic health and
well-being for older people in every community.
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Male suicide is a major public health concern in the national and global arenas, with rates of suicide
being several times higher for males than for females. The central rationale for conducting this literature
review is that, to date, there is a plethora of literature about male suicide which have been conducted
from biomedical, sociological and psychological perspectives. However, at the time of writing, there
was no literature specifically dedicated to male suicide in North East England. This work, therefore,
seeks to explore the concept of masculinity in terms of male suicide in North East England, by analysing
the epidemiology of male suicide and the sociological concepts relating to this and offer a critical
discussion on the concept of masculinity.
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Annually, there are an estimated 800,000 suicides worldwide — of these individuals at least half are
aged between 14 and 44 (World Health Organization, 2011). The number of suicides in the UK,
particularly in England, have fluctuated moderately (Office for National Statistics, 2011, 2012b, 2013c),
but one aspect that has remained consistent in national and global arenas is that there are significantly
more suicides in males than in females.

In the North East of England, the numbers of suicides in males is lower than in London (Office for
National Statistics, 2013c); however, the rate of male suicide is higher in the North East of England
(Ministry of Justice, 2011, 2012). Although, this could be attributed to the levels of deprivation in the
districts of Durham, Teesside and Sunderland, and that the hospital stays for self-harm were
significantly higher in those three districts that they were for England (Public Health England, 20123,
2012b, 2012¢).

The main theories that have emerged through reading the literature and gaining an understanding of
male suicide are social construction theory (Parsons, 1940), Bourdieu’s (1979) theory of capital, habitus
and field, and concepts of masculinity (Connell, 1987).

Masculinities

Upon exploring the literature around masculinity, it has been discovered that this concept is by no
means a static entity and that it alters throughout time, space and culture and is influenced and
intertwined with race, employment, social class and history (Carrigan, Connell, & Lee, 1985; Connell,
2009). Of particular interest to mention in this work are hegemonic, complicit, subordinated and
homosexual masculinities.

According to Connell (1987, pp. 183-186), hegemonic masculinity is a cultural ideal within societies,
constructed predominantly on ascendancy over women and the oppression of alternative masculinities.
Carrigan et al (1985) claimed that hegemonic masculinity was that which belonged to ‘white, educated,
heterosexual, affluent males’. The ascendancy of these males is not achieved through violence or
economic threat, but rather through the patriarchal hierarchy that empowers them. However, force can
be utilised in the maintenance of hegemonic dominance as a cultural pattern within society (Connell,
1987, p. 184).

Complicit masculinity in itself is not dominant, but it does support hegemonic masculinity in return for
the dividends of being compliant with patriarchal order (Kahn, 2009, p. 35). Subordinated masculinities
occur through the identifying of people into social groupings that are not dominant (Connell, 2001, as
cited in Kahn, 2009, p. 36) such as through racial or ethnic oppression, young men and homosexual
men. Homosexual masculinity tends to be oppressed as it does not quite fit within the aforementioned
definition of hegemonic masculinity and is associated with effeminacy.

Historically, Adler (1912, as cited in Aikins, 1927) claimed that when a male experienced a sense of
inadequacy or a lack of virility, he would have ensued upon the ‘masculinity protest’: the strife between
inferiority and superiority. This was commonly referred to in the paradigm of psychology as the
inferiority complex (Adler, 1988; Freud, 1949, as cited in Coon & O’Mitterer, 2009, p. 399) and was
among the emergence of literature relating to masculinity in the field of psychodynamic psychology.

During the feudal era, physical pursuits such as jousting were seen as highly valuable forms of training
for the military (Lipman, 1962). In contemporary society, pursuits such as jousting are unnecessary.
Nonetheless, contact sports and those which push and test physical stamina are still in existence today,
because commercial sports institutions, media and businesses have an overwhelming address to males
with a focus on competitive success (Connell, 2005; Messner, 2002). However, both authors also claim
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that this particular version of patriarchy is not traditional. Lipman (1962) wrote that men would be more
likely to be involved in physical sports than in arts and literature as hobbies in the 1960s. Additionally,
he wrote that such inherent display of masculinity was dysfunctional to the urban industrial society of
that time.

Prior to the slave trade era, African individuals lived in patriarchal society of Africa but this patriarchy
did not subordinate others in the ways that European societies did in the same era (Staples, 1978).
However, the emergence of the slave trade and the colonisation of Africa in later history, led to the
oppression of African men by enforcing that any benefits of being male and their values of masculinity
were outweighed by their country being overthrown and segregated by Europeans. This was also
evident in Connell’s work (2009, p. 17) on the African mines where the division of labour occurred
between European men and African men, with the Europeans being in managerial positions while
African men taking up the labour force. Although the binary of race was clear at the time, this enabled
African miners to take advantage of the cultural barriers by maintaining their own culture and holding
some control over their work.

O’Leary and Donoghue (1978) found in their work that irrespective of how masculine a male was
perceived to be, it did not mean that he was any more or less valued by the other participants in the
study. Another suggestion was that excessive masculinity such as a large muscular physique, an
impressive sexual scorecard or acts of violence were the consequence of emasculation of humiliation of
males (Buchbinder, 1994, p. 36). However, Aikins and Austin (1927) argued that physique was
irrelevant in the concept of masculinity, but rather it was the qualities of building one’s character with
life experience and to be useful as a man that constituted masculinity. Similar values emerged more
recently from the older men of a mining community in Pondoland, Africa. They described ubododa
(manhood) as helping others in times of need as opposed to physical hardiness and violence (Moodie &
Ndatshe, 1994, p. 38). Yet, it was found in another study that males who deviated from the common
values of masculinity risked becoming depreciated within society (Costrich, Feinstein, Kidder, Marecek,
& Pascale, 1975).

Some literatures (e.g., O’Leary & Donoghue, 1978) suggested that the construction of masculinity and sex
roles occurred very early for boys compared to that of gitls, as boys were sanctioned for engaging in
cross-sex behaviours such as playing with dolls. These notions lend evidence to social construct theory
(Parsons, 1940) and Bandura’s (1977) social learning theory. Connell (2005, 2009, p. 7) further added
that while some males who deviated from the societal expectations of masculine behaviour had
experienced violence and verbal derogation, those who conformed to societal expectations would have
also suffered because of the risks associated with industrial employment, health behaviours,
insufficient help-seeking and higher rates of death by violent means, including homicide and suicide.
There also observations that parental bonding affective depressive symptoms among male adolescents
(Acharya & Relojo, 2017).

Connell and Messerschmidt (2005) claimed that the concept of hegemonic masculinity influenced
contemporary literature about ‘men, gender and social hierarchy’. Hegemonic masculinity began to be
used in wide variety of fields such as education, criminology, sports and men’s health because the
concept was open to manipulation of definition within social and cultural arenas and could also be
changed over time. Nonetheless, there are arenas where a specific type of hegemonic masculinity
occurs that remains relatively static, such as those within military and police forces (Barrett, 1996); and
organisations which institutionalise power and violence (Connell, 2009, p. 77). However, the fact that
the type of hegemonic masculinity does not tend to evolve in military and police forces can lead to
problems when men are socialising in wider society and how they are represented by the media.
However, Connell (2009, pp. 102 & 107) argued that multiple masculinities existed in society, in
organisations and within social groups that are shaped by wider determining factors such as ethnic
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diversity, differences in geographical location, and major changes. Demetriou (2001) argued that
hegemonic masculinity was the unity of a multitude of masculinities so that patriarchal order could be
sustained.

In 2003, Nayak (p. 69) wrote that there was a displaced masculinity among Geordie men in post-
industrial Newcastle, in that the concept of masculinity had altered from being centred on production
(the colliery, shipyard, or factory) to being centred on consumption (football, drinking, and going out).
This shift in the value placed on masculinity could have occurred through de-industrialisation of the city
and the societal change that was brought about by it. Hollands (1995, p. 12) had said of Northern
revellers, that he equated the term Geordie with a ‘strong patriarchal and masculine occupational
identity.’ Lipman (1962) referred to the displacement of masculinity between urban and rural America in
1962, as a ‘cultural lag'. This notion could also be attributed to the displaced masculinity seen between
the industrial and post-industrial Newcastle. An issue of this would be how the expectations of men
could change without changing society itself, but also if society had evolved then it would be expected
that the dominant definition of masculinity should also evolve.

In the North East of England, being the breadwinner (main wage earner) and the craftsmanship
involved in manual labour such ironmongery, blacksmithing and farming held a great deal of masculine
pride and a sense of masculine heritage (Nayak, 2003, pp. 58 & 62). Nayak (2006) further explored the
differences in masculinity between rea/ Geordie and chav youth. The real Geordies associated
masculinity with a culture of consumption of alcohol, muscular physique, maintaining the industrial
reputation of the region and sexual prowess; whereas chavs associated masculinity with violence, a
particular dress code and crime such as stealing and distributing stolen goods. However, the crime
associated with chavyouths occurs due to long-term unemployment that is reinforced by the economic
downturn of the region and the lack of preparedness of the youth to partake in employment wherever it
is available.

Nayak (2006) goes on to conclude that neither group of youths are in a position to have configured a
hegemonic masculinity in the North East of England, although the rea/ Geordie youth had made a
determined attempt to exert a sense of cultural prestige over the chav youth. Nayak (2006) further
added that young North Eastern men responded to change by creating their identities through
interweaving traditional and contemporary cultures. Hegemonic masculinity can be seen as part of the
pastiche of the way that males project themselves to others, compared to whom and why they actually
are (Morall, 2009, p. 49). Primarily, this idea lends evidence to the conflict between the habitus of
which North Eastern males originate and the status they yearn for (Jenkins, 1992, pp. 74-76). However,
there is also evidence towards the theory of social construction and how society expects individuals to
fit into it, and of social learning theory where the behaviour of a male and what he learns is shaped by
his peers.

Overall, it can be concluded that masculinities have altered between time, space and culture are likely
to continue as society and cultural values evolve. It is also clear that North Eastern concepts of
hegemonic masculinity are somewhat different to the definition offered by Carrigan and colleagues
(1985), and therefore is also susceptible to change. It can also be concluded that the hegemonic
masculinities can have positive and negative values to it.

The epidemiology of suicide

The WHO (2010) defines mental health as a ‘state of well-being in which an individual realises his own
abilities, can cope with the normal stresses of life, can work productively, and is able to make a
contribution to his community.’ However, many people do not always cope well with life pressures and
more than 70% of people from around the world with mental health problems do not receive treatment
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from health professionals (Thornicraft, 2007). Stigma is a well-documented barrier that prevents people
from accessing mental health services, globally and nationally (Department of Health, 2011, 2012;
Henderson, Evans-Lacko, & Thornicraft, 2013; Shepherd & Rickard, 2012; WHO, 2011). This is despite it
being known that poor mental health is a risk factor for health issues, as well as being a determining
factor of intentional and unintentional injury. Depression, in particular, is said to be the world’s leading
cause of disability and is a significant risk factor for suicide, especially when it is left untreated
(Department of Health, 2012).

Suicide is defined as ‘the act of killing oneself (WHO, 2012b). The Office for National Statistics (2012b)
states that suicides included deaths recorded by coroners as intentional self-harm and those recorded as
a poisoning or an injury of undetermined intent. Wennberg (1989, p. 35) claimed that the term suicide
should only be used when there is absolute certainty that the individual intended to end their lives
because of the emotions and moral judgement that is attached to the term suicide. The word suicidewas
first introduced in the English language by Walter Charleton in 1651 to neutralise judgements associated
with se/fkilling and self-destruction. Over time, societal attitudes have tarnished the term suicide, and
associated the stigma and the negative connotations of se/fkilling with it (Wennberg, 1989, pp. 17-18).
In recent years, suicide has become recognised globally and nationally as a mental health issue
(Department of Health, 201, 2012; WHO, 2011). Meanwhile, Conroy (2006, p. 1) identified suicide as
something that ‘is not chosen, it happens when pain exceeds resources for coping with pain.’

It is estimated that globally, around 800,000 people die by suicide every year, and that over half of
those that died by suicide are aged between 15 and 44 (WHO, 2011). Every day, at least 20 people will
attempt to die by suicide for every one person that has a fatal outcome to a suicide attempt (WHO,
2012¢). Among 93 member states of the WHO, between 2001 and 2010, it was observed that male suicide
numbers were significantly higher than female suicide numbers (WHO, 2012a).

The Office for National Statistics (2011, 2012b) recorded 5,675 suicides in the UK for 2009 — 1.2% more
than the number recorded for 2010. The suicide numbers in the UK were 7% higher in 2011 than in 2010
(Office for National Statistics, 2013c). The number of male suicides accounted for more than three
quarters of the total suicides for the UK between 2009 and 2011 (Office for National Statistics, 2011,
2012b, 2013¢). Suicide numbers remained highest in males aged 15-44 between 2000 and 2009 in the
UK, before declining and overlapping with the increasing numbers of suicides in men aged 45-74
(Office of National Statistics, 2011, 2012b). Overall, male suicides rates decreased for England and
Scotland from 2002-2004, compared to 1992-1994. There were marginal differences in the rates for
Wales between the same interval and the rates for Northern Ireland remained the same (Office for
National Statistics, 2006). The Ministry of Justice (2011, 2012) identified suicide as the second most
common verdict decided for male deaths in England and Wales during 2009 and 2010.

The male suicide rates in the North East of England have varied slightly between 2009 and 2011;
reducing from 19.2% per 100,000 in 2009, to 16.9% per 100,000 in 2010 (Office for National Statistics,
2012b). This was followed by a steeper increase to 21.5% per 100,000 in 2011 (Office for National
Statistics, 2013c). Over those three years, the rate of male suicide has remained higher in the North East
of England than in the UK and England. The rate of suicide among men aged 15-44 was higher between
1998 and 2004 for the North East of England and the UK than it was between 1991 and 1997, however,
the rate in England for men for the same age was higher in the 1991-1997 period than it was in the 1998-
2004 period. Coroners statistics (Ministry of Justice, 2011) for England and Wales showed that there
were considerable differences in the numbers of male suicides within districts of the North East of
England. There were no male suicides within districts of the North East of England. There were no male
suicides recorded in Sunderland for 2010, but there were 27 in each of the districts of Durham and
Teesside in the same year. In the following year there were no significant increases or decreases in the
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numbers of suicide in Durham or Teesside, but there were 17 male suicides recorded for Sunderland
(Ministry of Justice, 2012).

Changes in the way that data is presented by the Officer for National Statistics (2012b, 2013c) could be
responsible for the changes in suicide numbers and rates as there have been alterations in the way that
age categories have been presented between 2010 and 2011. This means that if there was a trend in the
patterns of the age at which men were dying by suicide, it would be difficult to identify between 2010
and 2011. The trend that most male suicides were occurring in men aged 15-44 changed in 2010 when the
rates started decreasing for this age group and increasing in men aged 45-74. However, this change
could perhaps be explained by the increasing requirement of coroners to utilise narrative verdicts
(House of Lords, 2004). In the UK, there was an overall increase in the use of narrative verdicts in 2010
compared with 2006 (Office for National Statistics, 2012b). Concerns have been expressed that the
increase of the use of narrative verdicts was influencing suicide statistics with reductions appearing in
the category of death by intentional self-harm because of inflation in the number of narrative verdicts
(Gunnell, Hawton, & Kapur, 2011).

There have been distinctions made between determinant and indeterminant methods of suicide.
Methods that are particularly violent such as hanging or shooting are regarded as determinant methods
as they provide little opportunity for the mind to be changed and offer little chance of rescue. Wennberg
(1989, p. 20) referred to these differences as active and passive methods, whereby one can die by
suicide by acting (active) or failing to act (passive). For example, failing to take medications to manage a
heart condition could result in a passive suicide, but jumping from a high place that would result in
death would be considered an active suicide. Retterstol (1993, p. 92) claimed that a combination of
methods is often used in suicides to ensure that outcome is fatal and that around half of those who die
by suicide have alcohol in their blood. .

Durkheim (1952, pp. 152-294) wrote of four types of suicide: altruistic, egoistic, fatalistic, and anomic
suicide. Altruistic suicide according to Durkheim is committed when the individual perceived their life
as less worthy than the collective identity with which they were associated; for example, within
religion, culture, or the military. In contrast, egoistic suicide occurs when an individual no longer see
where they fit within society, possibly due to marginalisation or in post-industrial societies. Durkheim
further wrote of fatalistic suicide where he theorised that individuals would die by suicide due to over-
regulation in society as through a country’s legislation or religious doctrine. Anomic suicide is different
once again, as this occurs when there were dramatic and sudden changes within society or within an
individual’s life; for example an individual’s traumatic life experience or perhaps loss of employment.
Durkheim’s theoretical insight into suicide is not utilised in contemporary health and social care around
suicide. However, this insight could be valuable in providing insight into sociological factors that may
influence suicidal ideation and suicidal attempts.

Some studies (Biddle, Gunnell, Sharp, & Donovan, 2004; Courtenay, 2000; Henderson et al., 2013;
Oliver, Pearson, Coe, & Gunnell, 2005) concluded that men were less likely to seek help for mental
health related issues than women. Interestingly, Sanchez, Bocklandt, and Vilain (2013) also found that
there were differences in help-seeking behaviours between twin males of differing sexual orientation:
Heterosexual males were less likely to seek help for symptoms of mental distress that their homosexual
twin, although the heterosexual twins in the study displayed more symptoms of specific distress. The
study concluded that the differences between the behaviours of the twins were constructed by societal
values of masculinity. The unwillingness of men to seek help or only seek help in dire situations risk
their health and well-being, and increase their susceptibility to suicide (Biddle et al., 2004; Connell,
2005, 2009, p. 7; Department of Health, 2012; Mahalik & Burns, 2011; Oliver et al., 2005; Rivera-Ramos, &
Buki, 2011).
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Being a male from a disadvantaged background; suicide occurring within a close family or social circle,
mental distress, chronic physical ill health; and striving to achieve the masculine gold standard
(Samaritans, 2012) can all be risk factors for suicide. Other potential risk factors include socio-economic
position, unemployment and drastic social change (Retterstol, 1993, pp. 142-146; World Health
Organization, 2010). A further risk factor for suicide is a previous attempt or threat of suicide. Windfur
and Kapur (2011) identified people with mental health issues as being at higher risk of suicide than the
general population. However, the historical treatment of suicide, attempted suicide and mental illness
might go some way to explaining the attitudes, values and stigma that society holds about it today and
may also explain why help-seeking behaviours in some men are insufficient to lead a healthy life.

Historically in England, attempted suicide was considered a criminal offence up to until 1961 (Crown,
1961). The last conviction for this crime occurred as late as 1960, when a prisoner attempted suicide and
was sentenced to an additional two years imprisonment (Retterstol, 1993 p. 240). The criminality of
attempted suicide and the obligation of medical professionals to assist those in needs following
attempted suicide would have presented many challenges for health professionals and others involved
in the care of those individuals. It could, therefore, be suggested that the repealing of this legislation
could have been the first step towards reducing the stigma associated with suicide and attempted
suicide.

Suicide prevention strategies have been introduced by government departments throughout the UK
(Department of Health, Social Services and Public Safety, 2012; The Scottish Government, 2002; Welsh
Assembly Government, 2009) with the aim of reducing suicides occurring in the UK. In England, the
government has invested an estimated £4 million, so that access to psychological therapies could be
improved (Department of Health, 2011). Several charities (e.g., Grassroots, n.d.; Papyrus, 2013; Pieta
House, 2013) also exist across the UK and have been involved in research, raising awareness about
suicide and providing resources for those who are contemplating suicide or those who are concerned
about someone else contemplating suicide. More recently, suicide has been discussed in the House of
Commons (2013) so that more insight could be gauged of where things could be improved for those
contemplating suicide; identifying risk factors and helping those who are bereaved by suicide.

However, when case study evidence (Samaritans, 2013) of the circumstances of men and the literature
discussed are considered, it can make a little easier to understand why men do not readily access
services even when they are available. Risk factors which have been discussed for suicidal ideation
have all been identified as individual factors in suicide data and suicide prevention documents, but the
majority of men probably identify with several of those risk factors, which could increase the propensity
of suicide for some men. It is well-established from the literature presented that suicide is a major public
health concern in the global, national, and regional areas.

There are also underlying sociological factors in the North East of England that may influence the risk
factors for suicide such as: (1) the devaluation of men through changes in male and female roles; (2)
hegemonic masculinity as strength and reluctance to seek help when needed; and, (3) the position of
working class men in the North East of England with reference to the work of Bourdieu (1979).

DISCUSSION

It is clear from the literatures that male suicide rates are impacted by the concepts of masculinity,
particularly the concept of hegemonic masculinity in the North East of England. However, there are also
underlying sociological factors that influence how those concepts of masculinity are shaped and may
therefore offer some explanation as to why some men die of suicide in the North East of England.
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Since the closure of the coal mines and shipbuilding industries in the North East there has been
continuous economic decline and rising unemployment (Office for National Statistics, 2012a, 2013b;
Wilson, 2013). Men were forced to find employment elsewhere, generally within factory production
where they could transfer their skills from the previous jobs they held. Some, however, were forced to
completely re-train and pursue alternative career paths such as joinery, ironmongery or other trades of
craftsmanship that would be passed down to future generations. This was a notion that Nayak (2003,
pp. 58-59) referred to as the masculine heritage. 1t was during this time that the male role started to
change in the North East, as men became employed alongside women in factory work. There was no
view held at the time that factory work was men’s work, unlike the coal mining and shipbuilding
industries. This would likely to have led to changes in the use of some of the North Eastern dialect in the
workplace, which was part of the culture of working in the mines.

A major change also occurred with regard to the discipline of men, particularly younger males who had
worked in the mines. The coal mining industry was extremely hazardous and fraught with serious injury
and disasters such as stone fall and explosions, so self-discipline became part of the job description.
This concept of discipline ebbed out into society in the way that managers, also known as foremen and
miners addressed each other even within the public sphere. This notion of respect is still visible in the
former colliery villages, although it is beginning to decline as the population of former miners age and
perish.

In more recent times, the economic recession of the UK has meant the decline of much of factory
production as well. Again, many men have been forced to find jobs elsewhere or to depend on welfare
benefits in the longer term. The unemployment of men has led to an uprising of women into further
education and employment (Office for National Statistics, 2013a) while men have remained at home
carrying out home duties and looking after children. It almost seems that once again, the roles of men
and women have been reconstructed by the forces of de-industrialisation of North East and societal
change.

The male role appears to have altered drastically since the closure of the coal mines and the
shipbuilding industry in the North East. The issues of male unemployment and increasing higher
education and employment in women may leave men feeling emasculated. Despite major societal
change, the existence of a hegemonic masculinity that cannot be maintained prevails. There remains a
notion that men should be strong and silent types; that men should not show emotion; and men should
provide for their families. The constant effort of men trying to achieve the masculine gold standardis in
some individuals too much to bear (Samaritans, 2012, 2013).

Younger males show a tendency not to apply for call centre and other office-based employment as it is
seen as women’s work; values that are instilled into by older generations of men who have been
employed within the coal mines or other heavy industry. In addition to this, the coal mines supplied a
kind of discipline that was enforced by physically demanding work. Men of the mining communities
had to work extremely hard and long shifts to be able to take a wage home and put food on the table. The
closure of mines and provisions of the welfare state have seen a youth culture emerge in which young
men do not want to look for available jobs because they get money paid for them from the state.
However, re-training for a different job role also costs even if individuals claim any kind of
unemployment benefit. Individuals can only study up to 16 hours per week; otherwise their
unemployment benefits are sanctioned. Being unemployed can lead to relative or even absolute poverty
and feelings of hopelessness and emasculation. Above all, men can be left feeling devalued which can
further lead to suicidal ideation and acts of attempted or actual suicide.

It has been well-documented in the literature that men do not show their emotions or access health
services when they need to, thus increasing the risk of serious consequences for their health including
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risk-taking behaviours, indulging in pathogenic lifestyles and exaggerating the risk of suicide (Connell,
2005, 2009, p. 7; Department of Health, 2012; Mahalik & Burns, 2011; Rivera-Ramos & Buki, 2011). As
discussed, the characteristics of hegemonic masculinity are associated with emotional and physical
strength and strong unwillingness of help-seeking behaviours (Carrigan et al., 1985) — something that
remains a challenge today.

The concept of hegemonic masculinity in North East England is also associated with being emotionally
and physically strong, but it appears through the evidence here that it is associated with dialect,
football, consumption of alcohol and manual labour that employs the physical capital of men.
Nonetheless, this regional concept of hegemonic masculinity maintains an attempt to retain patriarchal
order. Nonetheless, it could be stated that the existence of the traditional gender order is diminishing,
with women seeking out higher education and better paid occupations. It would seem that women are
seeking out some form of feminism which mimics Carrigan’s (1985) definition of hegemonic masculinity
by becoming well-educated and affluent.

Some (Cockburn, 2004; Connell, 2005; Kenny, 2007) would argue that there is no change in the
traditional gender order, because the hegemonic masculinity that is afforded to ‘white, educated,
heterosexual, affluent males’ (Carrigan et al., 1985) allows them to main their positions as gatekeepers in
the wider social sphere; but, men that hold those positions subjugate those they consider to be men of
lower socio-economic class. This, again, can create an overwhelming sense of inferiority which can
result in risk factor for pathogenic health behaviours, risk-taking behaviours, and increases the risk of
death by violent means including suicide.

The work of Bourdieu (1979) on the concepts of capital, habitus, and fieldmay also offer some insight as
to how the concept of masculinity impacts the male suicide rates in the North East of England. Although
capital, habitus, and field are separate concepts, they are intertwined and interdependent with each
other. The fie/d of young men in the North East is constructed by the prospect of unemployment and
underachievement in secondary education. As the fie/ds of education and employment interact with one
another, academic capital is required to pursue further education or employment, but employment
experience capita/may also be required to gain further education or a better paid occupation. However,
there are some men who do not hold relevant academic capita/to get any further forward in the fields of
education or employment or they may not possess the experience required to progress in their career
path. However, the type of employment that young men are prepared to undertake will depend heavily
on their habitus (the values and expectations they gain from life experiences). If the dominant
masculinity of the North East expects a culture of football, alcohol consumption and the younger
generations of men to be employed in heavy industry, then it is likely that this would be the Aabitusthat
is instilled to them. Deviation from this hegemony may result in better paid occupations, not working in
heavy industry but can also lead to feelings of being emasculated which may result in propensity for
self-harm or suicide.

Additionally, economic capital/ can only be legitimately gained with the possession of at least basic
academic or vocation capital. However, economic capital is required to gain further academic or
vocational qualifications and to up the career ladder in one’s chosen profession or to even change career
paths. Economic capitalis also required to enable individuals to achieve a basic standard of living, but
more money is required to live a healthy lifestyle and afford non-essential good which may improve
mental health and well-being. Without economic capital, both relative and absolute poverty could be
experienced, thus leading back to feelings of depression and hopelessness and increasing the risk of
suicide.

Capital, habitus and field from a diffused kind of power (Foucault, 1991) that exists throughout society,
but only those who earn it by contribution to society can benefit from it. Considering this, if males of the

45



Kimberley Atherton

North East of England did not possess a great deal of any form of capita/and did not possess a societally
accepted Aabitus and perhaps if work was too far to travel from the fie/d in which they existed, then
they would not achieve much the reward of this diffused power.

CONCLUSION

Suicide is recognised as a public health threat in the regional, national and global health spheres.
Through the data presented here, male suicide has been identified as a large-scale issue over at least two
decades, lending thought to the ways in which masculinity is socially constructed and coerces men into
roles that makes them more susceptible to the risk of suicide. If the masculinity in which males identify
does not correspond with the dominant in the fie/din which they live, then they may experience internal
conflict with their identity.

The concept of hegemonic masculinity in the North East of England does differ from the original concept
offered by Carrigan and colleagues (1985), but in its own way it still subordinates other masculinities.
This concept of masculinity remains through generational patriarchy but — without the means for men
to continue to do as expected by their elders - it can lead to issues with seeking employment, changes in
male and female roles; with women becoming the breadwinners and increased pathogenic health
behaviours. The works of Bourdieu, Foucault and Parsons have provided theoretical underpinnings for
the social construction of the roles of men. They have also provided insights to how masculinities are
constructed in different social arenas and how the male role and masculinities influence the suicides of
males.

Some limitations were that the Office for National Statistics changed the way in which their suicide data
were presented between the years that were explored. The alterations were in the age categories for
which suicide data were correlated, making identification of trends in male suicides impossible.
However, this could have been done deliberately so that trends in specific age groups did remain the
same, and therefore would not be as much of a concern to any reader comparing those statistics.
However, it could also have occurred due to statisticians working in different ways.

Recommendations for future research would be to continue with qualitative and quantitative
approaches so that further insights into suicide in general, and into male suicide and the role of
hegemonic masculinity can be gained. Sociological concepts such as Durkheim’s concepts of suicide
and the concept of masculinity could also be considered for suicide prevention strategies, taking into
account legal, global and cultural diversity. The Samaritans have made good progress with this in their
work, but it must be incorporated into government and public health literature. The final
recommendation is that there should be more support for grassroots initiatives for men’s mental health
and well-being so that access to support networks is improved for men.

References

Acharya, S. & Relojo, D. (2017). Examining the role of cognitive distortion and parental bonding in
depressive symptoms among male adolescents: A randomised crossover trial. Journal of
Innovation in Psychology, Education and Didactics, 21(1), 7-20.
https://doi.org/10.5281/zenodo.1289149

Adler, A. (1988). The child’s inner life and a sense of community (L. Fleisher, Trans.). /ndividual
Psychology: The Journal of Adlerian Theory, Research and Practice, 44(4), 471-423.
https://doi.org/10.1891/9780826168665.0004

46


https://doi.org/10.5281/zenodo.1289149
https://doi.org/10.1891/9780826168665.0004

Kimberley Atherton

Aikins, H., Austin. (1927). Woman and the masculine protest. journal of Abnormal Psychology, 22(3),
259-272. https://doi.org/10.1037/h0072767

Bandura, A. (1977). Social learning theory. Oxford, England: Prentice Hall.

Barrett, F.]. (1996). The organizational construction of hegemonic masculinity: The case of the US Navy.
Gender, Work and Organization, 3(3), 129-142. https://doi.org/10.1111/1468-0432.00011

Biddle, L., Gunnell, D., Sharp, D., & Donovan, J. L. (2004). Factors influencing help seeking in mentally
distressed young adults: a cross-sectional survey. British Journal of General Practice, 54(501),
248-253.

Bourdieu, P. (1979). Distinction: A social critique of the judgement of taste (P. Kegan, Trans.). London:
Routledge.

Buchbinder, D. (1994). Masculinities and identities. Melbourne: Melbourne University Press.

Carrigan, T., Connell, B., & Lee, ]. (1985). Toward a new sociology of masculinity. 7heory and Sociology,
14(5), 551-604. https://doi.org/10.1007/bf00160017

Cockburn, C. (2004). The line: Women, partition and gender order in Cyprus. London: Zed Books.

Connell, R. W. (1987). Gender and power: Society, the person and sexual politics. Cambridge: Polity
Press and B. Blackwell.

Connell, R. W. (2005). Change among the gatekeepers: Men, masculinities and gender equality in the
global arena. Signs: Journal of Women and Culture and Society, 30(3), 1801-1825.

https://doi.org/10.1086/427525

Connell, R. W. (2009). Gender: Short introductions. Cambridge: Polity Press.

Connell, R. W. & Messerschmidt, ]. (2005). Hegemonic masculinity. Gender and Society, 19(6), 829-859.
https://doi.org/10.1177/0891243205278639

Conroy, D. L. (2006). Out of the nightmare: Recovering from depression and suicidal pain. Lincoln:
iUniverse.

Coon, D. & O'Mitterer, . (2009). Introduction to psychology: Gateways to mind and behaviour (12th ed.).
Belmont, California: Wadsworth.

Costrich, N., Feinstein, J., Kidder, L., Marecek, ]., & Pascale, L. (1975). When stereotypes hurt: Three
studies of penalties for sex-role reversals. Journal of Experimental Social Psychology, 116),
520-530. https://doi.org/10.1016/0022-1031(75)90003-7

Courtenay, W. (2000). Constructions of masculinity and their influence on men’s well-being: A theory of
gender and health. Social Science and Medicine, (50),1385-1401. https://doi.org/10.1016/s0277-
9536(99)00390-1

Crown. Suicide Act 1961., § c.60 (1961).

47


https://doi.org/10.1037/h0072767
https://doi.org/10.1111/1468-0432.00011
https://doi.org/10.1007/bf00160017
https://doi.org/10.1086/427525
https://doi.org/10.1177/0891243205278639
https://doi.org/10.1016/0022-1031(75)90003-7
https://doi.org/10.1016/s0277-9536(99)00390-1
https://doi.org/10.1016/s0277-9536(99)00390-1

Kimberley Atherton

Demetriou, D. Z. (2001). Connell’s concept of hegemonic masculinity: A critique. Theory & Society, 30(3),
337-361. https://doi.org/10.1023/a:1017596 718715

Department of Health. (2011). No health without mental health. Retrieved from https://www.dh.gov.uk

Department of Health. (2012). Preventing suicide in England: A cross-government outcomes strategy to
save lives. Retrieved from http://www.dh.gov.uk

Department of Health, Social Services and Public Safety. (2012). The Northern Ireland suicide prevention
strategy. Retrieved from https://www.health-ni.gov.uk

Durkheim, E. (1952). Suicide: A study in sociology (]. A. Spaulding & G. Simpson, Trans.). London:
Routledge.

Foucault, M. (1991). Discipline and punish: The birth of a prison. London: Penguin.

Grassroots Suicide (n.d.). About us. Retrieved from https://www.prevent-suicide.org.uk

Gunnell, D., Hawton, K., & Kapur, N. (2011). Coroners’ verdicts and suicide statistics in England & Wales.
British Medical Journal, 343. d6030. https://doi.org/10.1136/bmj.d6030

Henderson, C., Evans-Lacko, S., & Thornicraft, G. (2013). Mental illness stigma, help seeking and public
health programs. American Journal of Public, 103(5), e1-e4.

https://doi.org/10.2105/ajph.2012.301056

Hollands, R. (1995). Friday night, Saturday night: Youth culture in the post-industrial city. Retrieved
from https://research.ncl.ac.uk

House of Commons: Hansard. (2013). Opposition day: Suicide prevention, 6th February 2013. Retrieved
from https://publications.parliament.uk

House of Lords. Judgments - Regina v. Her Majesty’s Coroner for the Western District of Somerset
(Respondent) and another (Appellant) exparte Middleton (FC) (Respondent). (11 March 2004).

Jenkins, R. (1992). Key sociologists: Pierre Bourdieu. London: Routledge.
Kahn, J.S. (2009). An introduction to masculinities. Chichester: John Wiley & Sons.

Kenny, M. (2007). Gender, institutions and power: A critical review. Politics, 2/(2), 91-100.
https://doi.org/10.1111/j.1467-9256.2007.00284.X

Lipman, A. (1962). Cultural lag and masculinity. Journal of Educational Sociology, 35(5), 126—220.
https://doi.org/10.2307/2264567

Mabhalik, J. R., & Burns, S. M. (2011). Predicting health behaviours in young men that put them at risk for
heart disease. Psychology of Men and Masculinity, 121),1-12. https://doi.org/10.1037/20021416

Messner, M. A. (2002). Taking the field: Women, men and sports. Minneapolis: University of Minnesota
Press.

48


https://doi.org/10.1023/a:1017596718715
https://www.dh.gov.uk/government/uploads/system/uploads/attachment_data/file/138253/dh_124058.pdf
http://www.dh.gov.uk/
https://www.health-ni.gov.uk/
https://www.prevent-suicide.org.uk/
https://doi.org/10.1136/bmj.d6030
https://doi.org/10.2105/ajph.2012.301056
https://research.ncl.ac.uk/
https://publications.parliament.uk/
https://doi.org/10.1111/j.1467-9256.2007.00284.x
https://doi.org/10.2307/2264567
https://doi.org/10.1037/a0021416

Kimberley Atherton

Ministry of Justice. (2011). Coroners Statistics 2010: England & Wales. Retrieved from
https://www.justice.gov.uk

Ministry of Justice. (2012). Coroners statistics 2011: England & Wales. Retrieved from
https://www .justice.gov.uk

Moodie, T., & Ndatshe, V. (1994). Going for gold: Men, mines and migration. Johannesburg:
Witwatersand University Press.

Morall, P. (2009). Sociology and health: An introduction (2nd ed.). Oxford: Routledge.
Nayak, A. (2003). Race, place and globalization: Youth cultures in a changing world. Oxford: Berg.

Nayak, A. (2006). Displaced masculinities: Chavs, youth and class in the post-industrial city. Sociology,
40(5), 813-831. https://doi.org/10.1177/0038038506067508

Office for National Statistics. (2006). Health Statistics Quarterly-No.31, autumn 2006: Suicide trends and
geographical variations in the United Kingdom, 1991-2004. Retrieved from

https://www.ons.gov.uk

Office for National Statistics. (2011). Suicide rates in the United Kingdom, 2000-2009. Retrieved from

https://www.ons.gov.uk

Office for National Statistics. (2012a). Regional labour market statistics, July 2012. Retrieved from

https://www.ons.gov.uk

Office for National Statistics. (2012b). Suicide rates in the United Kingdom, 2006 to 2010. Retrieved from

https://www.ons.gov.uk

Office for National Statistics. (2013a). A02: Summary of employment, unemployment and economic
inactivity for people aged from 16 to 64. Retrieved from https://www.ons.gov.uk

Office for National Statistics. (2013b). Regional labour market statistics, April 2013. Retrieved from

https://www.ons.gov.uk

Office for National Statistics. (2013c). Suicides in the United Kingdom, 2011. Retrieved from

https://www.ons.gov.uk

O’Leary, V.E., & Donoghue, J. M. (1978). Latitudes of masculinity: Reactions to sex-role deviance in men.
Journal of Social Issues, 34(1), 17-28. https://doi.org/10.1111/1.1540-4560.1978.tb02538.x

Oliver, I. O., Pearson, N., Coe, N., & Gunnell, D. (2005). Help-seeking behaviour in men and women with
common mental health problems: a cross-sectional study. The British Journal of Psychiatry,
186(4), 297-301. https://doi.org/10.1192/bjp. 186.4.297

Papyrus. (2013). Prevention of young suicide. Retrieved from http://www.papyrus-uk.org

Parsons, T. (1940). An analytical approach to the theory of social stratification. 7he American Journal of
Sociology, 45(6), 841-862. https://doi.org/10.1086/218489

Pieta House. (2013). Preventing suicide and self-harm. Retrieved from https://www.pieta.ie

49


https://www.justice.gov.uk/
https://www.justice.gov.uk/
https://doi.org/10.1177/0038038506067508
https://www.ons.gov.uk/
https://www.ons.gov.uk/
https://www.ons.gov.uk/
https://www.ons.gov.uk/
https://www.ons.gov.uk/
https://www.ons.gov.uk/
https://www.ons.gov.uk/
https://doi.org/10.1111/j.1540-4560.1978.tb02538.x
https://doi.org/10.1192/bjp.186.4.297
http://www.papyrus-uk.org/
https://doi.org/10.1086/218489
https://www.pieta.ie/

Kimberley Atherton

Public Health England. (2012a). County Durham: Health profile 2012. Retrieved from
https://webarchive.nationalarchives.gov.uk/20170106081009/http:/www.apho.org.uk

Public Health England. (2012b). Middlesbrough/Stockton-on-Tees: Health profile 2012. Retrieved from
https://webarchive.nationalarchives.gov.uk/20170106081009/http:/www.apho.org.uk

Public Health England. (2012c). Sunderland: Health Profile 2012. Retrieved from
https://webarchive.nationalarchives.gov.uk/20170106081009/http:/www.apho.org.uk

Retterstol, N. (1993). Suicide: A Furopean perspective. Cambridge: Cambridge University Press.

Rivera-Ramos, Z. A., & Buki, L. P. (2011). I will no longer be a man! Manliness and prostate cancer
screening among Latino men. Psychology of Men and Masculinity, 121), 13-25.
https://doi.org/10.1037/20020624

Samaritans. (2012). Men, suicide and society: why disadvantaged men in mid-life die by suicide.
Retrieved from https://www.samaritans.org

Samaritans. (2013). We're In Your Corner: case studies [Moral Support]. Retrieved

https://www.samaritans.org

Sanchez, F.]., Bocklandt, S., Vilain, E. (2013). The relationship between help-seeking attitudes and
masculine norms among monozygotic males discordant for sexual orientation. Health

Psychology, 3X1), 52-56. https://doi.org/10.1037/20029529

Shepherd, C. B., & Rickard, K. M. (2012). Driver for muscularity and help-seeking: The mediational role of
gender role conflict, self-stigma and attitudes. Psychology of Men and Masculinity, 13(4), 379-

392. https://doi.org/10.1037/a0025923

Staples, R. (1978). Masculinity and race: The dual dilemma of black men. Journal of Social Issues, 34(1),
169-183. https://doi.org/10.1111/j.1540-4560.1978.tb02547.x

The Scottish Government. (2002). Choose life: A national strategy and action plan to prevent suicide in
Scotland. Retrieved from
https://www.webarchive.org.uk/wayback/archive/20180514211149/http://www.gov.scot/Publi

cations

Thornicraft, G. (2007). Most people with mental illness are not treated. The Lancet, 370(9590), 807-808.
https://doi.org/10.1016/s0140-6736(07)61392-0

Welsh Assembly Government. (2009). Talk to me: The National plan to reduce suicide and self-harm in
Wales, 2009-2014. Retrieved from https://gov.wales

Wennberg, R.N. (1989). Terminal choices: Futhanasia, suicide and the right to die. Michigan: William B.
Eerdmans Publishing Company.

Wilson, H. W. (2013). The North-East has the skills to drive economic recovery—if London will let it.
Architect’s Journal, 23712), 24-27. https://doi.org/10.1111/1468-0319.12006

50


https://webarchive.nationalarchives.gov.uk/20170106081009/http:/www.apho.org.uk
https://webarchive.nationalarchives.gov.uk/20170106081009/http:/www.apho.org.uk
https://webarchive.nationalarchives.gov.uk/20170106081009/http:/www.apho.org.uk
https://doi.org/10.1037/a0020624
https://www.samaritans.org/
https://www.samaritans.org/
https://doi.org/10.1037/a0029529
https://doi.org/10.1037/a0025923
https://doi.org/10.1111/j.1540-4560.1978.tb02547.x
https://www.webarchive.org.uk/wayback/archive/20180514211149/http:/www.gov.scot/Publications
https://www.webarchive.org.uk/wayback/archive/20180514211149/http:/www.gov.scot/Publications
https://doi.org/10.1016/s0140-6736(07)61392-0
https://gov.wales/
https://doi.org/10.1111/1468-0319.12006

Kimberley Atherton

Windfur, K., & Kapur, N. (2011). Suicide and mental illness: a clinical review of 15 years findings from the
UK National Confidential Inquiry into Suicide. British Medical Bulletin, 100(1), 101-102.
ttps://doi.org/10.1093/bmb/1dro42

World Health Organization. (2010). Mental health: strengthening our response: Factsheet No: 220
[Information]. Retrieved from https://www.who.int

World Health Organization. (2011). 10 facts on mental health [Information]. Retrieved from
https://www.who.int

World Health Organization. (2012a). Mental Health: Country reports and charts [Information]. Retrieved
from https://www.who.int

World Health Organization. (2012b). Suicide [Information]. Retrieved from https://www.who.int

World Health Organization. (2012c). World Suicide Prevention Day: 10th September 2013 [Information].
Retrieved from https://www.who.int

51


https://doi.org/10.1093/bmb/ldr042
https://www.who.int/
https://www.who.int/
https://www.who.int/
https://www.who.int/
https://www.who.int/

Building bridges not silos: Accessible
theoretical knowledge that continues to
Inform practice

Irina Roncaglia
National Autistic Society

English National Ballet
United Kingdom

Correspondence: irina@roncaglia.co.uk

A recent editorial on Psychreg Journal of Psychology (Lane, 2018) makes an argument for the importance
of accessibility distribution and impact of scientific and psychological knowledge. Ultimately,
academic and scientific knowledge ought to advance our practices and aims to make a meaningful
difference in people’s lives, improving their overall well-being as well as developing an ability to
recover, if illnesses have been experienced. This paper aims to explore and infiltrate reflections around
the issue which necessitates the promotion of building bridges between these two areas: theoretical
knowledge and practice, where all too often silos of academic and scientific knowledge have little or no
effect at all in the real world. As highlighted by Lane, the rise of open access journals and social media
platforms ought to be seen as a way to facilitate this process of dissemination and impact, helping to
address some of the barriers that have historically prevented a vision of organic and interlocking
systems working really together — rather than often seen working alongside in parallel - for and towards
a shared aim. The thematic analysis identified four main themes: (1) promoting physical and
psychological strengths; (2) promoting integrative educational services; (3) encouraging active
engagement; and, (4) promoting relevant accessibility. Barriers and enablers are presented and
discussed and how these main themes can be a starting point in guiding future discussions, research
topics and ultimately more effective and affordable positive practices.

Keywords: clinical practice, dance science, mental health, psychological skills, theoretical knowledge
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Applied sport and exercise psychology has received in recent years much wider publicity and
recognition not solely within the field of competitive sport but also in other areas which include
education, performing arts, health and special educational needs. Elements form the dance discipline
such as music, artistry, balance and exercise can be a tool in which the non-dancer can benefit from
modified dance programmes. Individuals can be addressing emotional, physical and social integration
to reach benefit within physical and mental health, promote stress reduction, promote and stabilise
mood adjustment, and support with increased strength, flexibility, coordination, agility and mobility
(Lavine, 2018).

Furthermore, the misconception of sport psychology as solely relevant within competitive sport has
sparked interest in human performance and its related necessary skills to reach an optimal level of
output both under pressure or when systems experience a level of unmanaged level of stress and anxiety
leading to underperformance and eventually to ill-conditions. However, as previously suggested, stress
and arousal are not always bad news (Roncaglia, 2014). In fact, it was recently argued that cognitive
restructuring and reappraisal of a stressful situation can help in adopting level of arousal and stress to
the performer’s advantage (Turner & Braithwaite, 2018).

The way we think and believe about a specific ‘stressful event will be affecting our responses, and
ultimately what we do. Therefore if we support the teaching and practice of reconstructing our thinking
and core beliefs we might be able to better adapt and adopt positive response and ultimately manage
performance more successfully.

The same process could be explored when trying to challenge current gaps within professionals in elite
performing arts by looking at ways in which narratives and discourse can inform and improve current
practices. What would be the point in investing in further advancement of knowledge in any field if not
to promote change, improve our human performances and ultimately our lives? I propose that bridging —
rather than the building of barriers or silos — maybe thought as a way to address some of these
knowledge gaps by determining how to integrate education and training across the fields of elite
performers and performing arts studies and by supporting companies, and individuals with expertise in
the field, to working together in providing more effective and impactful practices. This process can be
drawing on the specialised knowledge and expertise in each field and gain from their unique
perspectives to improve and enrich existing practices.

In order to open up the conversation and discussion regarding the argument for current theoretical
knowledge to be not only relevant but practical and applicable to existing practices in performing arts
and elite performing, a focus group discussion was facilitated during a network event.

METHODOLOGY

Participants (& = 15) attending were from a variety of health-related professional practitioners,
professional performers, as well as students and academics in the field of dance science, dance
medicine, performing arts and education. The aim and objective were to initiate and facilitate some
thinking on how to explore ways in which current knowledge in the field of dance health, sport and
exercise psychology, psychiatry and academia can visualise and initiate ways to create discourse which
enables bridging between areas of expertise and strengthen and widens knowledge in improving
practice. In no particular order, three open-ended questions where presented for discussion and
exploration. These were meant to promote initial thinking in the field of positive and adaptive health
behaviours, looking at exploring existing knowledge and how it can be more widely presented and more
significantly implemented. Consideration of barriers to current practice in the discussion in promoting
healthier and preventive measures within professionals and their organisations were explored.
Participants were invited to make their contributions through a one-hour session. A thematic analysis of
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the date was performed (Clarke & Braun, 2013) in order to highlight core themes. Braun and Clarke’s
(2006) six-phase was adopted in guiding the thematic analysis (see Table 1). Questions were as follows:

1. How can dancers be referred to mental health services more effectively?

2.  What actions can be taken to reduce stigma and labelling around mental health?

3. What strategies can be implemented to ensure injured and rehabilitating dancers are supported
physically and psychologically?

Table 1
Braun and Clarke's six-phase frame work for doing a thematic analysis
Step 1 Step 2 Step 3 Step 4 Step 5 Step 6
Become Generate Search for Review Define themes | Write-up
familiar with initial codes themes themes
the data

RESULTS AND DISCUSSION

All too often, we seem to perform within isolated walls of knowledge and it is only in recent years which
we have witnessed the emergence of trans- and multidisciplinary approached in the pursuit of better
understanding of a range of human issues. Within the field of elite performers, dance and a variety of its
genres, mental health-related issues and conditions have rarely been explored and openly discussed,
despite the assertion that our bodies as human systems are but the combination of body and mind.

The focus group facilitated an open discussion on themes around healthy positive behaviour responses,
unhealthy behaviours, labelling, services, and four main themes from the analysis. These are presented
with related discussion on how they can inform a way forward in our practices.

Promoting understanding of physical and psychological strengths

Reflections on the data analysed suggest that current knowledge in managing long and healthy careers
mainly continues to focus on the body and the mind as two separate entities which continue to function
almost at different levels and as a result are seen and understood in parallel rather than as a unique and
organic whole. The body as the main tool of a dancer is understood as a machine that functions
separately or at least as a main driver for improvement, progress and maturity with little awareness of
the mind’s role in guiding and driving this tool. Furthermore, discrepancies between chronological and
developmental age in young artists accentuate the divide between body and mind maturing and
developing at different stages and pace (Mitchell, 2018).

Bodies and minds need to be presented, understood, conceptualised and taught as one interlocked
system functioning in synchrony, balance and harmony. If these continue to be understood as separate
organisms, functioning in parallel, and thought as divided systems, a very limited advancement can,
and will be, achieved. Recently, top elite performers within competitive sport have confirmed that their
recent successes were down to 70% mental preparation and 30% to physical training suggesting the
significant role played by the mind and mental preparation in pursuing exceptional performance. The
current perceived dichotomy prevents from embracing the whole body-mind as a system that will
encounter pressure from the external (and internal) agents according to interactions between the
individual-environment-individual (Folkman & Lazarus, 1988). It is therefore narrowing the
visualisation on how — when this system fails to function/perform well - different elements all linked
together are being addressed. The body seems to be understood as an entity per se, which promotes a
limited process of ‘fixing’ when broken, rather than exploring among other elements of this system:
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ergonomics, motivational factors, self-concept and resilience (Relojo-Howell, 2017). Promoting an
understanding of physical and psychological strengths might support the implementation of preventive
approaches, which include acceptance, listening to the body and mind, assessment and evaluation.

Promoting integrative educational services

This other theme emerged from reflections and discussion regarding the value and importance of
preventive and proactive measures which promote positive healthy behaviours that are assessed at and
during the formative years of professionals. All too often, positive mental health and behaviours are
sought at the point of crisis, or when the systems have been already broken or placed under extreme
pressure. Integrative educational and informative services ought to be part of a curriculum that
recognises ill health, injuries, maladaptive behaviours as part of a unique system which is the body and
mind, and therefore recognising how extreme pressure combined with inefficient coping mechanisms
and resources can lead to maladaptive and unhealthy behavioural responses. Participation and
collaboration from parents within young professionals was also another suggestion captured in the
theme.

Active collaboration that seeks parental involvement in young adolescents was thought to be an
enabling factor to promote an educational environment which is all inclusive. This was more thought to
be at university levels, where adolescents are required to follow specific programmes of studies and
formation. Lack of psychological knowledge within the curricula was evident as there were the
foundation for forming and developing the next generation of professionals would be considering being
the key.

Encouraging active engagement

Another theme which has emerged from the analysis embraces the concept of a greater and more
significantly active engagement from the dancing and arts community in recognising the need for more
visible and accessible services. The stigma and labelling worn around mental health emerged through
the analysis through it seems that since more recent public elite sport figures have exposed and shared
their experiences of mental health issues, expressed experiencing depression at the heights of their
professional achievements, there seems to be a better recognition, admission and acceptance of mental
health related conditions.

Perfectionism emerged as part of the sub-themes as being in direct contracts and conflict with the notion
of a system that is often that is often to recognise when support is needed. Being perfect and pursuing
perfection is often mistaken as a healthy attitude to nurture. Perfectionistic tendencies will differently
affect group of dancers on burnout symptoms and motivational regulation (Cumming & Duda, 2012).
Encouraging engagement seems to stem from a recognised need for greater openness, transparency,
courage and experience which becomes shared and informative. It seems to also challenge the notion of
silos of silences when elements of the system starts to malfunction, or when injuries both visible and
more significantly invisible are labelled as weaknesses and recognised as deficits.

Encouraging active engagement also captures the need for greater collaboration and openness when a
specific narrative needs to become visible and audible. Active engagement could mean greater
participation from individuals in sharing their experiences as a learning process rather than as an
admission of weaknesses. It might mean to make better and greater use of open access forums, open
access academic journals and social media platforms in providing safe, informational and educational
tools for challenging current thinking and improving practices.

Promoting relevant accessibility
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The previous themes open the pathway to a discourse that promotes an easier and informative access to
appropriate services and organisations that support the physical and mental well-being of elite
professionals in performing arts and competitive sports. Accessibility means initially reviewing existing
resources, identifying current gaps in knowledge and the opportunity to further develop existing ones.

Lack of services which specialise in elite performance professionals was evident through the narrative.
Although some forward organisations now recognise the value of transdisciplinary teams within their
medical/health services, this seems to be far from common practice. Where it has been recognised a
need for psychological support as part of preventive and proactive measures to tackle risks associated
with both injuries and non-injury related problems, a clearer pathway ought to be available to sourcing
information which can lead to a proper and relevant assessment, implementation of a programme of
recovery, a monitoring and evaluation stage which becomes part of the package. Barriers identified
were again related to the initial theme of understanding a system of physical and psychological
strengths as being one whole.

CONCLUSION

This brief paper aimed to open the conversation in identifying and mapping some initial evidence on
how bridging will support delineate and help to draw relevant and useful tasks that can bring research,
theoretical knowledge, education, training and service delivery, and ultimately policy on the agenda.
Informing knowledge gaps, through the promotion of physical and psychological strengths as a whole,
by promoting educational services that cover a whole range of psychological topics, by promoting active
engagement from professionals and the wider-performing community and finally be evaluating and
enriching existing accessibility in services that address mental health and well-being, will hopefully
provide an initial open platform for further discussion and for driving a research agenda on this area.
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The implications of the global trend of declining fertility rates and an increasingly ageing population
have been extensively reported. Childless men are, compared to women, missing from gerontological,
psychological, reproduction, and sociological research. These fields have mainly focussed on family
formation and practices with the fertility intentions, history, and experience of older men being
overlooked. Over the past 15 years, research literature on both involuntary childlessness and ageing has
highlighted the paucity of material on men’s experience. Infertility research has shown that failure to
fulfil the status of parenthood may lead to a complex form of bereavement and is a significant challenge
to identity. In the past three decades, there has been an escalation in the research and general literature
surrounding fathers, fathering and fatherhood. Recent research into contemporary grandparenting has
highlighted the intricacy and importance of intergenerational relationships to grandfathers. Drawing on
my auto/biographical PhD study, this piece examines how 14 self-defined involuntarily childless men
managed non-fatherhood. The findings demonstrated the complex intersections between the men’s
attitude to childlessness, fatherhood, and non-fatherhood across the life course. The actions and
attitudes of the men as they negotiated the movement from pre-transitional to a post-transitional stance
towards fatherhood, demonstrated the different strategies each adapted in order to negotiate their
procreative remit. This study countered the stereotype that fatherhood is not important to men and
challenges research that reports that men are not affected by the social, emotional, and relational
aspects of involuntary childlessness.
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Recognition of the impact of involuntary childlessness on men is important, not only because of actual
and projected demographic change but also because of the lack of material examining male involuntary
childlessness (Dykstra and Keizer, 2009). The vast bulk of social science discourse on reproduction is
centred on women with little investigation of the male experience. This is based on the ‘widely held but
largely untested assumption’ (Inhorn, 2012, p. 6) that men are disengaged from procreative intentions
and outcomes. Consequently, men have become marginalised as the ‘second sex’ (Inhorn, la Cour
Mosegaard, Tjernhgj-Thomsen, & Goldberg, 2009, p. 1) in all areas of social science scholarship with
childless men especially missing from demographical, gerontological, psychological, reproduction, and
sociological research. For example, the number of childless men in the UK is unknown as only mothers
fertility history is recorded at birth registration (Office for National Statistics, 2014).

In most societies, biological parenthood provides the surest way to adult status and this is reinforced by
gendered roles that position women as child bearer/nurturer and men as provider/protector. Parenthood
is constructed as a natural, spontaneous, and unconscious act that forms a central unreflective ideal
embedded in the ‘normal, expectable life-cycle’ social script (Neugarten, 1969). A diagnosis of potential
or actual infertility can have significant life-long implications for mental and physical health, well-
being, and close and wider relationships (Letherby, 2012). Infertility has been viewed as a form of
complex bereavement consisting of multiple disenfranchised loses (Lechner, Bolman, Van Dalen, 2006)
with levels of distress in women recorded as high as those suffering from serious medical conditions
(Domar, Broome, Zuttermeister, Seibel, & Friedman, 1992; Domar, Zuttermeister, & Friedman, 1993).
Until recently post-treatment men were reported as ‘disappointed but not devastated’ by not attaining
fatherhood (Fisher & Hammarberg, 2012). Weitoft and colleagues (2004) suggest the lack of health
research data is because men's health is viewed in terms of employment and not family role. Their study
found that lone childless men and lone non-custodial fathers had an increased risk of death through
suicide, addiction, injury, poisoning, lung and heart disease. My small self-funded study found that
childless men have a similar level of yearning for parenthood as childless women and reported higher
levels of anger, depression, jealousy, and isolation (Hadley, 2012).

The childless are ‘... at risk for social isolation, loneliness, depression, ill health and increased mortality’
(Dykstra and Hagestad, 2007). Men - either in, or post-infertility treatment — reported the process had a
profound effect on their views of their masculinity, beliefs about themselves and their place in society
(Webb & Daniluk, 1999; Throsby & Gill, 2004). Men who challenge prescriptive stereotypes, for
example, gay men, househusbands, and male primary school teachers are often subject to
discrimination and suspicion from both men and women (Sargent, 2001, p.19). Men who do not conform
to the fatherhood mandate - the patriarchal construct of virility-proved-by-fertility (Lloyd, 1996) - may
behave in more extreme masculine ways or reduce their visibility and thus become ‘liminal’ (Hobson &
Morgan, 2002). Research has shown that although men have the same emotional experience as women,
their wherewithal to access, process, and verbalise their feelings is limited (Wong & Rochlen, 2005).

Much infertility literature focuses on the transition into the acceptance of involuntary childlessness
following the cessation of treatment with individuals and couples labelled as ‘involuntarily childless’.
Letherby (2012) highlights that acceptance does not equate to resolution and that the terms ‘infertility’
and ‘involuntary childlessness’ do not reflect the complexity of the individual experience. Critics argue
there is a population of involuntarily childless people who did not access treatment and are therefore
unrecorded and their experience unacknowledged. In addition, the omission of non-treatment seekers
limits the generalisability of much infertility research (Greil, Slauson-Blevins, & McQuillan, 2010). In my
recently completed PhD study of older involuntarily childless men only three participants had accessed
infertility treatment (Hadley, 2015). The aim of the study was to examine the lives of older involuntarily
childless men. The final sample consisted of 14 men; aged between 49-82 years, with an age range of 33,
mean age of 63.5 and a median of 60.5 years. Quotes in this piece are drawn from that study and are
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anonymised. The sample divided into three transitional phases: pre-transition (3), transitional (2), and
post-transitional (9).

The biosocial clock

The majority of the studies have shown heterosexual men hold a ‘package deal’ views of the adult life
course trajectory as work, marriage, home and fatherhood (Townsend, 2002).

Texpected to leave school, get a job, get married, and have a family’ Martin (aged 70).

Factors that disrupt the assumed procreative transition include the timing of exiting education, entry in
to the workforce, relationship formation and dissolution, partner selection, economics, health and age
also affected people’s fertility decisions (Parr, 2007; Roberts, Metcalfe, Jack, & Tough, 2011). Consequently
there is a ‘biosocial clock’ formed by age, biology, and socio-cultural normatives that are central to
reproductive decision-making. Cannold (2005, p. 27) argued that for women the ‘social clock’ of familial
and cultural expectations and peer group dynamics were as important as the ‘biological clock’ in
procreative decision-making. Many of my participants reflected a ‘social clock’ that was related to an
age appropriate normative for parenthood.

Martin observed how social expectations were linked with discourse surrounding age/stage for
parenthood/grandparenthood normatives:

‘Once you get to 50 then it ceases to be tenable because nobody wants a 70 year old father when you're
20. You know, that’s grandfather age when you'’re 20.”

However, ‘pre-transitional’ men navigated the ‘age mandate’ by stressing alternatives to the ‘involved
father’ ideal.

David (aged 60) adapted the provider role to one of ‘facilitator”:

You think: “Well, ifI produce kids at the age of 61 then by the time they're off to university I'll be 80.” And
ifI make it beyond 80, which I hope I will, I mean to fund them through university.”

Pre-transitional

The men in this sector, Frank (aged 56), Steven (aged 49), and David, all wanted to become fathers.
David highlighted the different levels of loss of not being a father:

Tt's one of the central experiences of human life. I think I have something to give and it's a pity. It's one of
the challenges of life, which, somehow, I feel I've missed out.’

The impact of not having children not only left David contemplating his life roles but also had
consequences for genetic and material legacy:

T have a bit of a sense of the way values and experience has been passed down the family tree and
people to pass it on to and I don't. I think having kids is a way of producing a sense of continuity.
Otherwise, death feels very final. If you re leaving kids, you've left something of yourself.’

Therefore, not having children had an existential impact by challenging both the ‘way of being’ in the
present and potential future ‘ways of being’.
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Transitional

The two transitional men were ambivalent about their opportunities of becoming a father with the
biosocial clock holding greater significance on their views. Both Michael (aged 63) and Russell (aged 55)
expressed missing the uniqueness and importance of the father-child relationship:

‘To have that sense of unconditional love and that unfathomable sense of that paternal feeling that only
comes with having a child, if my mind does wander...it is still with that one thought: “Can I have a child
at my age now?”

Russell highlighted how differences and losses were underscored in everyday settings:

“..at work they talk about their experiences raising their family. If you haven't had those experiences,
you're shut out along with everything else. They just have got no conception of how alienated people like
me feel.’

Russell’s experience supports research that reports involuntarily childless people have a sense of
‘outsiderness’ (Letherby, 2012). The awareness of the social clock was also evident in how Russell
viewed the future:

‘The light's been getting dimmer and dimmer of me ever being a father, to the point now where it's
probably not gonna happen. I'm also grieving that, just as I won't have the paternal role, I won't have the
grandfather role either.’

In Russell’s assessment the disenfranchised grief associated with non-fatherhood was compounded by
the loss of a future role of grandfather. With the acceptance of David, all the men in these two groups
were single and had great concern over finding a willing, fertile partner, typically a woman in her 30s.

Post-transitional

All nine men in this group accepted they were not going to be fathers. Four of the men in this set had
followed the biosocial normative script that they were too old to be a father. In general this was because
of the view that finding a suitable partner would be both socially inappropriate and practically difficult.
Two of the men in this group were gay. Because of the socio-cultural dynamic in force during their
formative years both Raymond (aged 70) and Alan (aged 82) believed they could not be fathers:

T think from about like fifteen years old I knew I was gay. I knew I would never get married... you don’t
get married them days you didn’t have children.” Raymond.

The change in social normatives and legislation led both Raymond and Alan to highlight a source of loss
for older LGBT+ people:

‘If I'was in my 40’s now then I think, yes, I would [adopt].” Alan.

Three of the men in the group related their acceptance of their childlessness to the joint decision with
their partners to cease in vitro fertilisation (IVF) treatment. Following his partners’ unsuccessful donor
insemination treatment some 15 years earlier, Martin (aged 70) accepted that he was not going to
become either a biological or social father. Martin highlighted the paradox of both acceptance and
continuity of regret:
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‘You've gone through the process of accepting that you won'’t have children... It's something I will never
stop regretting. You know, it won’t go away.’

Martin’s experience highlights the longitudinal complexity involved in the ongoing reconstruction and
adaption to inner and outer identity involved in the post-transitional phase. George and his wife had
withdrawn from treatment some 15 years previously and the cessation of the drive for parenthood was
accepted. However, George had grown increasingly aware of the losses and differences between himself
and peers:

You know I would see the relationship between a father and son, or a father and a daughter, and I was
thinking: “Ah! I'm never really going to get that.” You know, I miss that. So lots during the last 15 years or
so they’d be more little experiences like that where sudden sort of painfill experience that I'm missing
out on, I'm not having that.’

Thus, being involuntarily childless highlighted an additional marker of difference: the potential for
intergenerational relationships in later life.

CONCLUSION

This research challenges the view that men are not as affected by involuntary childlessness as women.
The men spoke of ‘missing out’ on the father-child relationship. The majority of infertility literature
highlights a transition from grief to acceptance. However, all the participants expressed a complex
constant negotiation of the loss of experience, identity, role, and intimate and wider relationships.
Moreover, the continuity of disruption affects present and future agency: economic, existential, genetic,
identity, legacy of familial stories and material, relational, role, and sociocultural. The men used the
word 'missing' rather than bereavement, grief or loss. This reflects the absence of social scripts available
for the men to draw on. Moreover, it reflects a wider sense of the ‘invisibility’ of childless men from
research and from datasets. It is projected that there will over a million people aged 65 and over without
children by 2030 (McNeil and Hunter, 2014). The number of men in that figure is hard to judge because
of the non-collection of male fertility history. This has implications for the future provision of health and
social care given that most informal care for older people is undertaken by their adult children (Pickard,
2009). In a 2015 speech to the Local Government Association Jeremy Hunt (Woodward, 2015), Secretary
of State for Health, said: ‘Family planning must be as much about care for older generations as planning
for younger ones. A wholesale repairing of the social contract so that children see their parents giving
wonderful care to grandparents — and recognise that in time that will be their responsibility too.” What
then for those who do not have that familial support network?

References

Cannold, L. (2005). What, no baby? Why women have lost the freedom to mother, and how they can get
it back. Australia: Fremantle Arts Centre Press.

Domar, A. D., Zuttermeister, P. C., & Friedman, R. (1993). The psychological impact of infertility: a
comparison with patients with other medical conditions. Journal of Psychosomatic Obstetrics
and Gynaecology, 14, 45-52.

Domar, A.D., Broome, A., Zuttermeister, P. C., Seibel, M., & Friedman, R. (1992). The prevalence and
predictability of depression in infertile women. Fertility and Sterility, 58(6), 1158-1163.
https://doi.org/10.1016/s0015-0282(16)55562-9

62


https://doi.org/10.1016/s0015-0282(16)55562-9

63
Robin Hadley

Dykstra, P. A., & Hagestad, G. O. (2007). Roads less taken: Developing a nuanced view of older adults
without children. Journal of Family Issues, 2810), 1275-1310.
https://doi.org/10.1177/0192513x07303822

Dykstra, P. A., & Keizer, R. (2009). The wellbeing of childless men and fathers in mid-life. Ageing &
Society, 29(8), 1227-1242. https://doi.org/10.1017/s0144686x08008374

Fisher, J.R., & Hammarberg, K. (2012). Psychological and social aspects of infertility in men: An
overview of the evidence and implications for psychologically informed clinical care and
future research. Asian Journal of Andrology, 14(1), 121-129. https://doi.org/10.1038/aja.2011.72

Greil, A. L., Slauson-Blevins, K., & McQuillan, J. (2010). The experience of infertility: A review of recent
literature. Sociology of health & Illness, 3X(1), 140-162. https://doi.org/10.1111/j.1467-
9566.2009.01213.X

Hadley, R.A. (2012). Navigating in an unchartered world: How does the desire for fatherhood affect men?
Journal of Fertility Counselling, 19(1), 12-13.

Hadley, R. A. (2015). Life without fatherhood: A qualitative study of older involuntarily childless
men(Unpublished doctoral dissertation). Keele University, UK.

Hobson, B., & Morgan, D. (2002). Introduction: Making men into fathers. In Making men into fathers:
Men, masculinities and the social politics of fatherhood (pp. 1-24). UK: Cambridge University

Press. https://doi.org/10.1017/cb09780511489440.002

Inhorn, M. (2012). Local babies, global science: Gender, religion and in vitro fertilization in Egypt. New
York: Routledge.

Inhorn, M. C., la Cour Mosegaard, M., Tjernhgj-Thomsen, T., & Goldberg, H. (Eds.). (2009). Reconceiving
the second sex: Men, masculinity, and reproduction (Vol. 12). Oxford: Berghahn Books.

Lechner, L., Bolman, C., & Van Dalen, A. (2006). Definite involuntary childlessness: associations
between coping, social support and psychological distress. Human Reproduction, 22(1), 288
294. https://doi.org/10.1093/humrep/del327

Letherby, G. (2016). “Infertility’ and ‘involuntary childlessness’: Losses, ambivalences and resolutions.”
In C. Komaromy (Ed.). Understanding reproductive loss: International perspectives on life,
death and fertility (pp. 9-22). New York: Routledge.

Lloyd, M. (1996). Condemned to be meaningful: Non-response in studies of men and infertility.
Sociology of Health & Illness, 18(4), 433-454. https://doi.org/10.1111/1467-9566.p10939057

McNeil, C., & Hunter, ]. (2014). The Generation Strain. 7he collective solutions to care in an ageing
society. London: Institute for Public Policy Research. Retrieved from https://www.ippr.org

Neugarten, B. L. (1969). Continuities and discontinuities of psychological issues into adult life. Human
Development, 12(2),121-130. http://dx.doi.org/10.1159/000270858

Office for National Statistics. (2014). Births in England and Wales: 2014. Retrieved from
https://www.ons.gov.uk



https://doi.org/10.1177/0192513x07303822
https://doi.org/10.1017/s0144686x08008374
https://doi.org/10.1038/aja.2011.72
https://doi.org/10.1111/j.1467-9566.2009.01213.x
https://doi.org/10.1111/j.1467-9566.2009.01213.x
https://doi.org/10.1017/cbo9780511489440.002
https://doi.org/10.1093/humrep/del327
https://doi.org/10.1111/1467-9566.ep10939057
https://www.ippr.org/
http://dx.doi.org/10.1159/000270858
https://www.ons.gov.uk/

Psychreg Journal of Psychology ® Volume 3, Number 2 ® 2019
Robin Hadley

Parr, N. (2007, March). Which men remain childless: The effects of early lifecourse, family formation,
working life and attitudinal variables. Annual Meeting of Population Association of America,
New York(Vol. 2931).

Pickard, S. (2009). Governing Old Age: TheCase Managed'Older Person. Sociology, 43(1), 67-84.
https://doi.org/10.1177/0038038508099098

Roberts, E., Metcalfe, A., Jack, M., & Tough, S. C. (2011). Factors that influence the childbearing
intentions of Canadian men. Human Reproduction, 26(5), 1202-1208.
https://doi.org/10.1093/humrep/deroo7

Sargent, P. (2001). Real men or real teachers?: Contradictions in the lives of men elementary school
teachers(1sted.). Men's Studies Press.

Townsend, N.W. (2002). The package deal: Marriage, work and fatherhood in men's lives. Temple
University Press.

Throsby, K., & Gill, R. (2004). “It’s different for men” Masculinity and IVF. Men and Masculinities, 6(4),
330-348. https://doi.org/10.1177/1097184x03260958

Webb, R.E., & Daniluk, . C. (1999). The end of the line: Infertile men's experiences of being unable to
produce a child. Men and Masculinities, A1), 6-25.

https://doi.org/10.1177/1097184x99002001002

Weitoft, G. R., Burstrom, B., & Rosén, M. (2004). Premature mortality among lone fathers and childless
men. Social Science & Medicine, 59(7), 1449-1459.

https://doi.org/10.1016/j.socscimed.2004.01.026

Woodward, K. (2015, July 1). Britain’s fear of growing old alone. Daily Express. Retrieved from

https://www.express.co.uk

Wong, Y.J., & Rochlen, A. B. (2005). Demystifying men's emotional behavior: New directions and
implications for counseling and research. Psychology of Men & Masculinity, &1), 62-72.

https://doi.org/10.1037/1524-9220.6.1.62

64


https://doi.org/10.1177/0038038508099098
https://doi.org/10.1093/humrep/der007
https://doi.org/10.1177/1097184x03260958
https://doi.org/10.1177/1097184x99002001002
https://doi.org/10.1016/j.socscimed.2004.01.026
https://www.express.co.uk/
https://doi.org/10.1037/1524-9220.6.1.62

How mHealth programmes can treat
depression: A randomised controlled trial

Silja Litvin & Markus A. Maier

Ludwig Maximilian University of Munich
Germany

Correspondence: silja@psycapps.com

An anti-depression app named PsycApps based on intervention methods such as psychoeducation, self-
assessment, journalling, self-management, and goal-setting was scripted, developed and published on
the iTunes app store in 2018. We proposed that using the app over a four-week timeframe would
significantly lower depression levels. A randomised control trial with 276 participants (137 in the test
group, 139 in the control group) was conducted, and both groups were tested using the Beck Depression
Inventory (BDI), Life Satisfaction Scale, and a one-item Likert Scale for anxiety at the pre- and post-
evaluation phases within a four-week period. The test group used the app, while the control group filled
out a digital survey with no further intervention. Results of repeated measures of ANOVAs showed
statistically significant increases when using the app over a timeframe of four weeks. The app
significantly lowered the test group’s depression levels, measured by the BDI as .57. While not
significant, anxiety levels were lowered by .19 and, notably, the Life Satisfaction score was also lowered
by .27. Smartphones are a valuable and under-utilised platform to offer mental health interventions.
Mood disorders such as depression and anxiety can be effectively treated and there are promising
indications for other mental illnesses such as eating disorders and mild forms of schizophrenia, as well
as prevention and remittance programmes. Future research would benefit from the implementation of
gamification and a general increase of attractive intervention offers.

Keywords: anxiety; depression; mental health apps; mHealth; smartphones
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Depression numbers are undeniably on the rise (Klerman & Weissman, 1989), with the World Health
Organization (WHO) predicting that depression alone will be the most common global disease by 2030
(Kessler, et al., 2005). Approximately 9-12% of the population will suffer from depression over the
course of a year (WHO, n.d.). Along with all the other mental disorders listed in the DSM-5, nearly 40%
of the population will need treatment within their lifespan (Ferrari et al., 2013). This does not only
prompt worry for the well-being of the affected population, but also has a great economic impact on
society in regard to treatment costs, unemployment, broken homes, absenteeism and presenteeism,
insurance costs, and more (Fendrich, Warner & Weissman, 1990; von Korf et al., 1998; Rowan,
McAlpine & Blewett, 2013). Unfortunately, even though more students are training as psychologists
each year (Study International, 2016), there is still a significant lack of treatment spaces in health
services (Gulliver, Griffiths & Christensen, 2010) with long waiting times (Trusler, Doherty, Mullin,
Grant & McBride, 2006) for patients. This and other treatment barriers such as patients being too
geographically remote to access treatment (Haugen, McCrillis, Smid & Mijdam, 2017), costliness (Mohr,
et al., 2010), cultural rejection of therapy, and restricted business hours results in less than 75% of the
population accessing treatment even in urban areas. These statistics indicate that it is pressing to
discover a way of offering interventions to a wider spectrum of patients at a lower cost so as not to
simultaneously overburden therapists and neglect patients. Research shows that computer- and
internet-based interventions (IBI) show similar positive results to face-to-face therapy (Cuijpers,
Donker, Straten, Li & Anderson, 2010), which gives hope that it can support therapists in servicing more
patients and maybe even replace some types of face-to-face therapy. Internet-delivered Cognitive
Behavioural Therapy (ICBT) is currently the most common form of internet intervention (Gratzer &
Khalid-Khan, 2016); most types of ICBT heavily lean on face-to-face programmes, many with a mix of
therapist-guided and unguided therapies (Arnberg, Linton, Hultcrantz, Heintz & Jonsson, 2014). Other
intervention methods such as psychodynamic, interpersonal, and problem-solving therapies are being
explored, with promising results (Cuijpers, Donker, & van Straten, 2011). Historically, Behavioural
Intervention Technologies (BIT) have been delivered via data carriers including programs that patients
took home to use, email, videoconferencing, telephone, text messages, and web-based interventions.
Each of the BITs eliminate one or more aspects of face-to-face therapy (video eliminates physical
presence and some body language cues, telephone eliminates physical presence, facial and body
language cues, and so on) (Haas, Benedict & Kobos, 1996) which could give rise to the hypothesis that
the lack of therapeutic alliances might be averse to therapy outcome measures. Fortunately, this does
not seem to be the case, thus furthering the imperative of developing more evidence-based BITs. These
findings give cause to researching therapeutic intervention opportunities on the next big digital ‘real
estate’ arena that has roughly 65% of the world's adult population as a customer: smartphones (Pew
Research Center, 2018). Web-based internet use has been steadily declining, with the average adult
using their phone for more than three hours a day and picking it up more than 55 times a day (Farrell,
2018 & Trifonova, 2018).

There is no other platform that consumes more attention than the smartphone, not even the television,
making a shift to mobile mental health a logical step. Since the first iPhone was released 10 years ago,
and the opening of the iTunes app store a year later, over two million apps have been published , taking
up 75% of smartphone users’ time (Statista, 2019). The casual use of apps on a regular basis conveys an
easy and comfortable handling of the medium. Before entering a therapeutic intervention, people can
also face multiple inner resistance points and thresholds originating from their beliefs regarding
psychology (‘I am not “crazy”, ‘I should do this myself”, ‘Nobody can help me’) (Vogt, 2011). Using a
platform located well within a patient’s comfort zone seems to be a good opportunity to exude a sense of
security and familiarity.

While there are quite a few effective evidence-based IBIs (Mohr, Burns, Schueller, Clarke, & Klinkman,
2013), the brevity of smartphones being available for the general population has limited the number of
mHealth interventions that have gone through randomised controlled trials (RCTs) (Harrison, et al.,
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2011). Because an average app can cost anything between $10K and $300K, the costliness of developing
an app to conduct research is also a non-negligible threshold for the scientific community (AppDrawn,
2019). Meta studies on mHealth interventions show that there is a wide array of apps claiming to assist
patients without providing any scientific backing (Larsen, et al., Reda, 2019); although some were
designed based on empirical data, very few have been part of a clinical trial, and those that have were
still backed by web-delivered sections within the programme (Baumeister, Reichler, Munzinger & Lin,
2014).

As depression is the most widespread mental disorder (World Federation for Mental Health, 2012), it
was a deliberate choice to develop an app that could service the largest group of patients first, in
addition to the severe implications depression can have on individuals and their friends and family.
Symptoms such as lack of joy, motivation, sadness, numbness, and cognitive impairment make it
impossible for heavily affected people to partake in society and fulfil their roles within their social
group, for instance their family (Endicott & Spitzer, 1979). Research links problematic parenting
practices with depression, which leads to children of depressed mothers being more likely to develop
depression and other mental illnesses (Motta, Lucion & Manfroll, 2005). Disorder-related financial
malpractice and the inability to maintain employment causes families with a depressed parent(s) to
experience a decline in social economic status, significantly raising the risk of poverty (Vericker,
Macomber & Golden, 2010). Many depressed patients are also not able to cultivate personal friendships
due to the debilitating symptoms accompanying the disorder, thus resulting in isolation and a reduction
in social resources. All these points support the decision to address the question of whether it is possible
to develop a mobile treatment that could provide relief for those affected. It is not just a single person
who would benefit from it, but a whole micro cosmos.

The aim of this paper is to report the outcomes of an ethically CONSORT-compliant RCT to evaluate the
effectiveness of PsycApps within participants of a non-clinical population. We predict that at least 18%
of the trial population will self-report levels of depression and anxiety, and that the depression levels of
participants randomly assigned to the test group, which will receive the intervention via PsycApps, will
be significantly reduced. The control group or wait list group (WL) will only show fluctuations expected
in a non-clinical setting.

To the best of our knowledge, this is the first trial to examine a fully automated, psycho-educational self-
help mobile phone based intervention for depression and anxiety.

METHODOLOGY
Eligibility criteria

Eligible participants had German or English as their native language, and were Apple iPhone and iPad
owners aged 18 years and older. The app was only developed in C++ for Apple products, with a German
and an English version. Depending on the language setting on a participant’s iPhone or iPad, the app
would automatically offer the matching language. As to mimic the distribution of depression in the
general population, there was no specific search for test subjects (TS) that were clinically depressed,
rather a general group of TS who were not informed of the nature of the research.

Sample and setting

To estimate the required sample size and a priori power analyses using G*Power software for a 2
(between-subjects) by 2 (within-subjects) design with an a priori effect size estimate of f = .1 (small) and
an achieved power of .80 was conducted. The analysis proposed that an overall sample size of at least
200 TS would be needed to detect an interaction effect with 80% probability if one was present.
Especially, given the high amount of attrition in IBI (Eysenbach, 2005), which is on average about 85%,
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we targeted 1789 TS for eligibility to participate in our study. This should make sure that for at least200
full data for the study analyses would be available. The TS were students attending Ludwig Maximilian
University (via the university's distribution list and in-person in lectures), in addition to advertisements
via Facebook, Instagram, Twitter, and the data-collection company MTurk and Prolific between
September and November 2018. The RTC was approved by the Ethics Committee of Ludwig Maximilian
University of Munich, and is registered as trial DRK S00016056.

Design

A mixed factorial 2 (between-subjects) x 2 (within-subjects) repeated measures design was used with
full randomisation into the two between-subjects conditions (test group vs. control group). All TS were
directed to a website where they were informed that the experiment would last for a month, and a
complete test response would be requested at the beginning and the end of the trial. A month of
treatment was chosen as the duration, as research suggests that a four-week programme can
significantly reduce depression symptoms (Sin & Lyubomirsky, 2009). A random-number-generator
directed them to either the test or control group where the test group was informed that they would be
sent four pre-programed weekly notifications, inviting them to take the test and use the app again.

Interventions

PsycApps is a fully automated self-help intervention tool that is intended to be used without the input or
monitoring of a professional. It is delivered solely on an i0S-based smartphone and intended to be
readily available to the user 24/7.

Due to mHealth being in its infancy, the researchers decided to start scripting the app based on five
evidence based intervention methods: Psychoeducation, journaling, self-monitoring, goal setting, and
self-management. Psychoeducation has proven to raise patients’ ability to identify the signs and
symptoms of mental illnesses, enhance their knowledge of illness progression, recognise relapse
factors, and become aware of psychological, physical, emotional, and social functioning impairments
that often come hand-in-hand with mental illnesses (Lukens & McFarlane, 2004). Psychoeducational
competence arms patients with coping strategies and gives them a sense of control that lessens their
perceived suffering as it increases their understanding of what is happening to them. Journaling is a
long-established therapy form embedded in systemic therapy, with evidence suggesting that writing
down one’s experiences helps structure one’s thoughts, provides explanations of experiences, and
allows the writer to track their progress and look out for dysfunctional emotional and cognitive response
patterns (Baikie & Wilhelm, 2005). Self-monitoring is a useful feedback technique that adds an element
of reward, given recovery is tracked, or warning in case of regression (Drake & Csipke, 2013). Goal-
setting is a central CBT treatment tool that allows patients to take on manageable tasks. As a
behavioural activation strategy, goal-setting can help break through phases of inactivity and offer a
sense of achievement and reward when successfully executed (Sudak, 2012). It is important to limit the
goal-setting to a manageable size so as not to overwhelm the patient and worsen depression symptoms.
Finally, self-management can be tips and exercises offering self-guided interventions patients can
choose from, depending on their personal preferences. These tips can be derived from all psychological
schools such as positive psychotherapy, mindfulness, CBT, and more.

Users enter the app after downloading it and are greeted by a data protection information screen and the
option to enhance device privacy by setting a password. Once a password is set, if the user chooses to
do so, third parties cannot access information stored on the app. All the data is encrypted and stored on
the private server owned by the study leader, psychologist Silja Litvin and based on a private property in
Nuevo, California.

68



Silja Litvin & Markus Maier

Measurements

The users are subsequently asked to fill out their demographic information, and options are delivered
via drop down menus such as gender, birth year, ethnicity, relationship status, open relationship,
separated, divorced, widowed) and income. Once they have filled out the information, they reach the
Home Screen (HS) where they can choose between starting the screening, learning more about
depression, viewing their stats, setting up a task list, writing their journal, and editing their profile.

By entering the test option, users can self-monitor three symptoms at any one time, going through the
one-item Anxiety Likert Scale, the BDI, and the Life Satisfaction Scale. Once they had answered all of the
items, during which they were able to go back and forth within the questions but unable to skip, they
reached aresults screen. On top of the results screen, a visualisation of their results is offered in the form
of a bar going from low depression to high depression and a marker indicating their position. Beneath
the bar was text presenting their BDI score, ranging from 1-6: no to low probability of depression, low
probability of depression, probability of depression, probability of moderate depression, probability of
high depression, and probability of severe depression. As the app is a self-screening and not
administered by a trained professional, the text stresses that the result is a probability, not a diagnosis,
and that the user would need to seek out a professional to confirm or dispute the existence of
depression. The text also aims to reassure the user, who may be shocked and worried by the results, and
states that most people suffering from depression are able to effectively manage the illness with
professional help (Hedman et al., 2014).

The user then had the option to read up on psycho-educational skill building modules derived from
positive psychology, problem solving therapy, and medical advice. These modules cover topics such as
sleep hygiene, the effects of regular exercise, the mental health impact of self-medicating habits,
meditation, and medication side effects that can affect one’s moods and well-being. On the results
screen, users also had the option to write in their journal so as to monitor their mood and have access to
explanations of why a mood may have varied from that of the previous entries. An unlimited number of
journal entries of unrestricted length are possible. Once users returned to the HS, they were able to view
their screening results over time on a graph and set up personalised tasks that provide structure
throughout the day. Participants randomly assigned to the Test Group (TG) were sent an email both at
the beginning of the trial and on a weekly basis with a reminder through an in-app notification system to
use the app. At the end of the 4-week trial, they received another email reminding them to use the app
for a final time. They were advised that they could use the app ad /ibitum during the trial period but
were strongly encouraged to follow the notifications and use it at least weekly. Access to the app was
never withdrawn. The control group/WL participants were not given any intervention, information, or
non-mental health related tasks as to replicate the natural development of depression and anxiety in the
general population. At the beginning of the trial, they received the same questionnaires as the TG but
presented on a SurveyMonkey form. After the four-week period, they were asked to repeat the same
form, and were then offered a link to the app.

Procedure

This protocol was approved by Professor Markus Maier, Head of Emotional and Motivational
Psychology at Ludwig Maximilian University of Munich.

As the TS were raised from the general population with only an expected percentage of 12-28% suffering
from depression, no waiting list was established, but an email address was published at the end of the
control trial offering information about the research for those interested. Roughly 35% of TS were lost
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during the eligibility assessment, as they didn’t own an iPhone or iPad. TS assigned to the TG were led to
a link that allowed them to download the app on the iTunes store. The very first page after opening the
app was a terms and conditions form stating that accepting the form would lead to them sharing their
data anonymously, and that their data would be encrypted and not shared with second parties. They
were also informed that, because the app was anonymous, PsycApps could not take responsibility for
any self-harm tendencies, and that the app did not replace therapy with professional psychologists or
counsellors. Users answering the suicidal thoughts item with an answer higher than o (0: I don’t think
about harming myself, 1: I sometimes think about harming myself, 2: I wish I could commit suicide, 3:I
would commit suicide if I had the opportunity) were offered a pop-up at the end of the survey with links
to suicide hotlines in Germany, US, and UK. The second page was the option to set up a password that
would allow only the user to access the data, as information would be stored on the research server and
their device for self-monitoring purposes. Given the instructions to use the app thoroughly and respond
to the notifications, they were left alone until the end of the month. Notifications have proven to be
useful for engagement and adherence in non-psychological digital health interventions, which was why
they were incorporated (Haberer, et al., 2016).

Statistical analyses

Statistical analysis was completed with SPSS 24.0 software. Characteristics of the two groups at
baseline were compared using dependent sample t-tests. Effects on the PsycAppsE intervention on
study outcomes were evaluated using intention-to-treat analysis that included all participants who
completed the assessment within a minimum of four weeks. For the simplicity of the analyses, all
missing data was excluded from the study.

PsycAppsE effects were evaluated by examining the significance of the dependent sample t-test
outcomes demonstrating a decline in BDI score, the Anxiety Likert score, and an increase in the Life
satisfaction score. Post-intervention analysis involved a two-step process of the test and control
measure groups at the beginning of the four-week trial and at the end. Significant group by time
interaction effects were analysed using sets of Bonferroni adjusted interaction contrasts to compare the
differences between both groups in mean changes of the outcome measure of pre-intervention to post-
intervention, as appropriate. All effects were tested at the p<.05 level.

RESULTS

Details of the enrolment organised by following CONSORT guidelines. Of the 1,789 people who answered
our adverts, 500 were randomised. Of those who went through the self-eligibility assessment, 626
(35%) were excluded due to not owning an i0OS smartphone, 449 (25%) didn’t complete the consent
form with instructions outlining the four-week trial, and 214 (12%) never visited the website with the
randomiser. A total of 500 (28%) participants completed the first assessment. The sample was
primarily female, white, married and earning an annual salary of between $9K - 37K. The rate of
attrition for the TG was 45% (113), and 44% (111) in the control group.
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Table 1
Descriptive Statistics for Depression

Dependent variable Group X SD N
Control 1.91 0.96 139
Pre-test Experimental 2.96 1.87 137
Total 2.43 1.57 276
Control 1.90 0.92 139
Post-test Experimental 2.39 1.58 137
Total 2.14 1.31 276
Table 2

Descriptive Statistics for Anxiety

Dependent variable Group X SD N
Control 2.19 0.99 139
Pre-test Experimental 2.03 0.93 137
Total 2.1 0.97 276
Control 2.16 0.94 139
Post-test Experimental 1.84 0.89 137
Total 2.00 0.93 276
Table 3

Descriptive Statistics for Life Satisfaction

Dependent variable Group X SD N
Control 4.58 1.25 139

Pre-test Experimental 3.80 1.70 137
Total 4.19 1.54 276

Control 4.63 1.19 139

Post-test Experimental 3.53 1.71 137
Total 4.08 1.57 276

Effects of treatment

To test the effect of the intervention method on self-reported depression (BDI score), anxiety (one-item
score) and life satisfaction (LS score) three separate repeated measures ANOVAs with pre- and post-test
measurement as within subjects’ factor and experimental condition (test group vs control group) as
between subjects factor was conducted. Due to multiple testing, for the three ANOVAs the alpha
probability of the type I error was adjusted by using a Bonferroni correction with alpha equal .05/3 =
.017.
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In the first ANOVA the dependent variable was the BDI-score, measuring the TSs’ depression level
before and after the treatment/control period. The analysis yielded a significant main effect of the pre-
post-measurement, A1, 274) = 27.59, p< .01, np2 =.09. , indicating an overall decrease in depression
level across time (M = 2.44, SEyre = .09 and Mos = 2.15, SEyosr = .08). In addition, the main effect
experimental group was significant, A1, 274) = 23.56, p <.01 , nP? = .08, with the test group having an
higher depression level (M= 2.68, SE = .11) than the controls (M = 1.91, SE' = .11).The interaction effect
between those two factors was also significant, A1, 274) =24.90, p< .01, nP? = .08. Four post-hoc t-tests
with Bonferroni corrected alpha = .0125 (= .05/4) were conducted to further explore this interaction.
Within the control group, no significant change (#< 1) from pre- to post-measurement of the BDI score
was found (Mpe = 1.91, SEye = .08 and Myog = 1.90, SEpos = .08). However, as expected within the
treatment group a significant decrease of the BDI score, {136) = 5.85, p < .01, &; = .50, was obtained
(Mpre = 2.96, SEpre = .16 and M5 = 2.39, SEpost = -14). Also, pre-measurements of BDI scores differed
significantly between test and control group, £274) = 5.83, ;, < .01, dcohen = .71, With higher levels for TS
(M = 2.96, SE = .16) compared to controls (A = 1.91, SD = .08). The same was true for the post-
measurement BDI score £274) = 3.18, p < .01, Gqohen = -39, With higher levels for TS (M= 2.39, SE'= .14)
compared to controls (M=1.90, SE'=.08). Next, the same ANOVA was conducted with the dependent
variable anxiety measured before and after the treatment period. In this analysis, neither the main
effect of the pre-post-measurement, A1,274) = 5.24, p= .02 nor of the experimental group factor (test- vs.
control group), H1,274) = 5.61, p = .02, was significant given the adjusted alpha level. Furthermore, the
interaction effect between those two factors was also not significant, K1, 274) =2.43, p=.12.

In the final ANOVA with life satisfaction (LS score) measured before and after the treatment/control
period as dependent variable the main effect of the pre-post-measurement, A1, 274) =3.57, p=.06 was
not significant. The main effect experimental group was significant, A1,274) =31.57, p<.01 , P2 = .10,
with the test group having an higher LS score (M= 4.61, SE=.12) than the controls (M=3.66, SE=.12).In
addition, the interaction between those two factors was also significant, A1, 274) =7.59, p<.01. ,nP?=
.03. Additional post-hoc t-tests with Bonferroni corrected alpha = .0125 (= .05/4) were conducted to
further explore this interaction. Within the control group, no significant change (#< 1) from pre- to post-
measurement of the LS score was found (A4, = 4.63, SEpre = .11 and Mpost = 4.58, SEyus = .10).
Unexpectedly, within the treatment group a significant decrease of the LS- score, t(136) = 2.59, p < .01,
d = .22, was obtained (M. = 3.80, SEyre =15 and Myos: = 3.53, SEpost = .15). Also, pre-measurements of LS
scores differed significantly between test and control group, £274) = -4.38, p < .01, d.ohen = .52, With
lower levels for TS (M= 3.80, SE'=.15) compared to controls (M= 4.58, SD=.11). The same was true for
the post-measurement LS score, #274) = -6.26, p< .01, d.ghen = .75, With lower levels for TS (M=3.53, SE
=.15) compared to controls (M= 4.63, SE'=.10).

DISCUSSION

Evidence supporting our main hypothesis was shown. Depression levels decreased as a result of the
intervention in the TS group compared to the control participants. The effect size of this was medium.
Given the fact that internet/smartphone-based interventions done so far had only had a small effect size,
and only on depression levels, the effectiveness of our intervention method goes over and above the so
far reported data. Power was also high indicating that the effect might very well be replicable and
stable. Any questions regarding the long-term effect of the intervention is yet to be researched. Future
studies need to include follow ups in regular intervals to examine whether the effect is stable. The
apriori difference between the TS and the CG is unusual, given that the assignment to the respective
groups was completely random. However, this phenomenon can hardly serve as a full explanation for
the effectiveness of our intervention, since a similar amount of quantitative change could have occurred
in the control group. Because their pre-measurement of the average BDI score seemed to be high enough
to allow for significant reduction across time and therefore this group seemed not to be fully infected by
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a floor effect. A better apriori matching of the TS and the CG on a pre-measurement depression level
would nevertheless be an improvement for future studies.

No significant effects were obtained with anxiety, which was unexpected. Although the means in the
respective cells went in the right direction the failure to become significant may very well be an
indicator for a lack of power for this specific variable. The PsycAppsE intervention brought about
accelerated improvement in the mental health symptoms of the TG over the four-week trial. Due to the
population being non-clinical, the mean BDI score of 2.96 was low from the beginning, prompting the
hypothesis that the effect may be higher in a clinical population. The significantly lowered depression
score demonstrates that the delivery of psycho-education, journaling, self-monitoring, goal setting, and
self-management through mobile interventions is effective and acceptable in the context of combined
self-help practices and therapy. Consistent with the positive findings of web-based interventions, the
transfer from web to mobile does not have to leave patients behind; this result was achieved despite the
sample being smaller than the a priori defined size, thus suggesting a larger therapeutic benefit for
PsycAppsE than the initial study design anticipated. Although the anxiety score was not significantly
lowered, there was a moderate effect that points towards the benefits of PsycAppsE in the treatment of
anxiety. The reduced Life Satisfaction Score after conclusion of the trial was surprising, although it
aligns with other studies illustrating a decrease in happiness after the successful treatment of
depression (Strupp, Hadley & Gomez-Schwartz, 1977). This can be explained through a rise in patients’
awareness of ill mental health, the change of emotional well-being that needs to be processed, and that
therapeutic effects which aim to reduce a pathological pattern are often accompanied by a decrease in
experienced well-being and life satisfaction. Changes in emotional patterns produce uncertainty and
before clients become acquainted with this new situation, they might experience subtle distress and
emotional discomfort or even rejection from a life partner who may have benefitted from disorder
symptoms (Crown, 1983). Furthermore, it is also possible that partaking in a psychological trial
concentrating on depression has an impact as well. Also here it would be good to do a follow up a few
months later to test such an initial breakdown of LS that later turns into a positive trend.

LIMITATION

These effect sizes should be interpreted in light of several important limitations of the study concerning
attrition, treatment fidelity, measurement, and generalisability. Contrary to the G-Power calculated
sample size of 200 to reach a power of .80 given a small expected effect size, and indeed 276
participants finished the study. Our study had enough power to detect any effects if they were real.
However, it would be advisable for future research to have larger samples with lower attrition to reach
an even higher a power of .95. The inter group variability between depression scores pre-test is yet to be
explained as the groups were randomly assigned. It is possible that the TG reflected more critically on
their emotional state due to the app having been distributed, thus self-evaluating in favour of higher BDI
scores; as such, further research is needed.

This study had low retention rates, which is not unusual for web and mobile-based interventions. Only
55% of participants completed the study, despite there being a 5€ incentive. Without the incentive, a
steep decline in attrition rates could be expected; the loss of 70 — 90% of participants, as mentioned in
the introduction, is likely. This highlights the question of the usefulness of stand-alone mobile
intervention products and raises doubts that they are not compelling enough to engage users long
enough for an effect to be measurable. The lesser attrition rates do indicate that the intervention
acceptance was higher than for most trials who also offer small incentives leading to the conclusion that
this type of intervention may very well be in the right path and a viable treatment opportunity given
some improvements to the user experience and interface.

There are multiple variables in PsycAppsE that have been grouped together in the treatment and thus
the researchers were not able to differentiate which variable has which effect. With only 7% of the
participants using the journal to complete 22% of the tasks, it is safe to say that Journaling and goal-
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setting had an insignificant contribution to the effect, but what about psychoeducation, self-monitoring,
and self-management? Further research with those therapy forms individually would be critical not only
to understanding their impact on depression and anxiety but also to further the

The high attrition despite the incentive of 5€ gives an indication of how the general population would
react in a non-trial situation, a population that may even be asked to pay for psychological tools in the
app stores. The app only being available on the i0S store also created a sample that may not represent
the general population. Apple product users tend to be more educated, liberal, and have a higher than
average income (Anroid vs iOs, 2013). A liberal population is also less likely to experience anxiety, which
could have had an influence on the anxiety core (Jost, Glaser, Kruglanski, & Sulloway, 2003). Because of
the short duration of the intervention, we cannot deduce how stable the effects are long term. Natural
remission of depression in non-treated populations (Andrews, 2001) may have the same effect over the
course of a few months, though faster treatment is desirable so as not to prolong patients’ suffering.

CONCLUSION

Given the dire need for affordable and scalable interventions, this study shines a promising light on
mobile interventions. The ability to utilize an internationally so widespread medium as the smartphone
could very well be the way to provide mental health care to each and every person in the world,
independent from their financial situation, location and access to health care providers.

The decrease in depression allows the researchers to draw the conclusion that mobile-based
interventions could be a powerful defence against the mental health care crisis. There is only one
caveat: apps in general have high attrition rates, health apps even more so, with mental health apps
taking the lead; this is unsurprising when looking at the millions of apps in the app stores, many being
backed by multi-million-dollar corporations that have had years to perfect user experience and
engagement. Cognitive impairment and lack of motivation and drive, both symptoms of depression, add
to the difficulties a user faces when working through a mobile intervention. Most apps are based on
face-to-face therapy techniques like CBT (Spek et al., 2007), simply translated into a digital format, but
when the person or the therapist is removed from the intervention, the strongest influence on the
therapy effect, the therapeutic alliance (Lambert & Barley, 2001), is also removed, leaving the clients
with an interactive self-help booklet.

Deducting from the success of this study, the authors of this paper believe that there must be bigger
steps made towards tools that support adherence and mobile therapy compliance. Gamification of
interventions has proven to be successful (Papastergiou, 2009) in the past and millions of gamers in
recent decades have demonstrated that games have a powerful pull (Ukie, 2018). Playing games is
associated with improved mood and decreased stress, as well as improved knowledge, attitudes, and
behaviour towards health and exercise (Roepke et al, 2015). Consequently, using gamification could be
the missing element in a new type of therapy: mobile game therapy.
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This constructivist grounded paper is a long overdue proposal to close all ‘extended-care’ state level
wards and discharge all remaining patients to a lower level of care. From long-term care and extended
service units to admissions and adult, children, and adolescent services provided by inpatient treatment
wards, this is a call for the complete discontinuation of long-term state level care units in state-level
treatment centres in the US through the commission, implementation, and commission of Ward Closure
Team (WCTs). Without question, society has arrived at a crossroad in determining the future of mental
health treatment. Consumers and practitioners acknowledge that the current mental health system does
not address gaps in mental health care and treatment. Instead, the system is still informed by the era of
institutionalisation and does not facilitate access to services at the local level where the potential need
for connectivity and person-centred care is greatest. This dispenses a new term in being: WCTs’ and
marshals’ new recommendations to challenge the ongoing denial of full community access to mental
health care in the US. Aiming to disrupt the increasingly insidious neo-institutionalisation, this paper
intends to make visible the theory that access to mental health treatment should be the first priority in
addressing the mental health crisis at stake for consumers who have historically fallen through the
cracks of the system.
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I will never forget the words of my psychiatrist in the community hospital in which I was receiving
treatment for first-episode psychosis: Youre not going to like where you are going’ (Personal
communication, 2008). My doctor was referring to the local state hospital in which I was pending
immediate transfer for ‘unresolved psychosis’ for ‘ongoing care’. I am a consumer of mental health
services who has been hospitalised in a state psychiatric centre in New York. I am also a social worker,
a disability rights advocate, and therapist for mental health treatment. This presentation will offer facts,
data, and professional analysis based on years of clinical practice and research. In addition, I will
incorporate the shared experiences of peers in the US. Utilising peer-informed literature written by
consumers of treatment in New York State and from other state-run regulatory bodies in the US hiring
peers, this paper presents a new perspective on uses of long-term hospitalisation at the state level. The
argument builds on existing research suggesting the state hospital system needs to be expanded and
reformed. Instead of supporting this claim, I turn this fallacy on its head by re-examining the data
already presented by supposed independent researchers contracted by the state governments from
which they receive funding, which provide data and analysis of trends in modern mental health within
the same system in which they serve.

The research report written by Parks and Radke (2014) contends that, state psychiatric hospitals are a
vital part of the continuum of care and should be recovery-oriented and integrated with a robust set of
community services. The authors lay out a set of recommendations on how to reform and revamp the
existing state-run mental health system. The central arguments proposed then were neither new nor
radical departure from standard practice in psychiatric medicine during the 1980s. At that time, shortly
after the beginning of deinstitutionalisation, clinicians were forced to accept that patient involvement in
their own care should be central in the recovery progress. This notion, radical then, was driven by peer
movement and disability rights advocates who were passionate about changing clinical practices at the
ground level. On a more global level, the report hammers existing roadblocks in the culture and
environment of state psychiatric hospital facilities. Those barriers obstructed the provision of effective
care, particularly in light of new recover-oriented, trauma-informed, culturally and linguistically
competent regulations for best practice. These include patients receiving treatment in the ‘least
restrictive environment possible’ Parks and Radke (2014) and other peer-driven, recovery-oriented
practices, such as the inclusion of recovery specialists as equal members of the treatment team.

Unfortunately, when considering praxis in the day-to-day operations of contemporary state-run
facilities, theory is not congruent with practice on the units and wards where patients live out their lives
when treatment fails them in the community hospital. The very language ‘when treatment fails’, is the
point of departure for this argument. It questions the complicity and ethics of practitioners who consign
their patients to the categories of ‘failed’ or ‘untreatable’ (Guttman, 2018) instead of immediately revising
or urgently critiquing the praxis existent in available mental health treatment. The first step to providing
the least restrictive measures in treatment is eliminating the use of restraints, including seclusion
practices that isolate patients from their community members of the unit. In reality, from both
professional and lived experience, state-operated units are smaller, more confined, overcrowded, and
jail-like in architecture and layout of services in the wards. In addition to the aesthetics of
institutionalisation and the confining environment of the hospital, the restrictions placed on the patient
living away from the community-at-large in a locked hospital, usually hundreds of miles from family
and friends, is antithetical and a sharp departure from the words and language used in the reports by
Parks and Radke (2014). It is, instead, the very reason why this presentation seeks to re-evaluate so-
called reform in today’s mental health system, ad discussed by Spindel and Nugent (1999).

Research supporting the further expansion of the state hospital system acknowledges the lingering
debate about whether patients can be better served in the community than in voluntary treatment in
long-term state-run units. Given that this debate still persists, government stakeholders and decision-
makers need to give more consideration to both sides of the argument and truly look at the facts.
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Instead, revenue, insurance, and cost-based analyses of the situation continue to be firmly in the hands
of the people who keep the system running. This presentation is independent of the Office of Mental
Health (OMH), the Department of Health (DOH) and other federal commissions that hire researchers
based on trends in funding and insurance reimbursement. At the crux of it, both sides of the community
versus inpatient debate realise the risks and benefits. Patients must be continually evaluated to
determine if treatment given in a state hospital can be safely provided in community settings.

A report written by NASMHPD states that in the year 2012 alone, over 40000 patients across the US were
housed in state-level psychiatric centres. In the future, state psychiatric centres and mental health
hospital networks will just be relics, anachronistic holdovers of the sins of psychiatry. Where the last
great psychiatric cathedrals now stand is a carefully laid out and organised system of hospitals. These
hospitals continue to symbolise the harm done to an entire population of mental health patients, who
were then described as ‘sick’ or ‘mad’. The institutions included treatment rooms in which ‘medical
intervensionists’ forced medication, shock treatment and lobotomies upon patients. Even more
insidious and covert forms of treatment were also administered, particularly by the most recent abuser,
the pharmaceutical companies. This sets the stage for a new level of state psychiatric mistreatment as
the 215t century unfolded. Today, the legacy of state psychiatric centres in the US is being challenged by
former patients, psychiatric survivors and peers, whose goal is to liberate medicine from psychiatry.

Still, research funded and disseminated by organisations like the Treatment Advocacy Center (TAC) and
other reports which inform the emerging trends in state funding continue to be off the mark. Indeed,
forced treatment and assisted outpatient care needs to be continuously re-evaluated which could
benefit from release from psychiatric hold and deferred recovery due to problems rooted in access and
connectivity to care. However, the reports generated by TAC and other advocacy organisations which
put ‘treatment’ ahead of the needs and voices of the consumers truly requires more careful consideration
on the part of lawmakers and stakeholders making decisions on how day-to-day operations are carried
out by practitioners in state-run units than simply blanket appraisal and adoption of their
recommendations. These are recommendations which continue to ignore the reality of life on the unit,
and condemnation to extended and ‘ongoing’ treatment without consent and, even worse, effectiveness
in avoiding rehospitalisation and certainly not expedited discharge to the community.

The writing in this presentation, its contents and history began as chatter, ‘shop talk’ among peers in the
community mental health centre. But talk disseminated quickly, moving among the ranks of the peer
movement to the level of the czar. The czar, leader among the peer movement, must finally end and era
of institutionalisation. The spectre haunting consumers of mental health treatment even today,
disguised ad neo-institutionalisation and passed off as treatment to patients in the state hospital system
must be stopped. In no uncertain terms, the czar must stand before the state government in New York
State and the US federal government DOH and set the deadline for New York State and all state-run
psychiatric centres to comply with WCTs, and sign off on the discharges of all patients in the state
hospital system. Indeed, under ‘Article Zero’, a future Office of Mental Health Regulation, WCTs will be
charged with the organisation, dismantlement, and discharge of patients in state-run long-term and
extended care units across the US. A grand consortium of peers, social workers, and psychiatrists will be
assembled. Once Article Zero is written into law, something Teague, Bond, & Drake (1998) set as the true
limits of establishing any best practice, high fidelity model, reproducible and EBP-informed, studies and
further manualising of WCT can truly begin and offer tested evidence to this constructivist presentation.

DEFINING THE PROBLEM
As with all things absolute, an exception to the rule always exists. For all that rule, including the czar,

peers themselves must answer call from all victimised people who demand and deserve justice. Thisis a
justice as visible and clear as day to patients as the same euphonious chatter from the community
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centre we peers would commensurate years ago and long before the last discharge. Until everything
changes and patients can see the spectre rise in the gaze of their abusers, power and privilege will be
restored in the hands of the consumer. Without question, full integration and access to mental health
services resides in the community. To fully integrate services and consumers in the network of already
available mental health programmes, remaining patients in the long-term state psychiatric centres must
be discharged and released from the eternal holding pattern to ultimately integrate and help consumers
gain access to community resources, and most importantly, to allow them to live among other people
outside the gates of the institution. Therefore, the Phase I of the WCT manual for community access will
target the release, discharge and reintegration of patients into the community. Later phases and future
research will target the establishment of reliable systems in which chronic and high-risk patients will
have reliable access to services and programmes that will benefit this group in lieu of hospitalisation
(Gagani, Gemao, Relojo, & Pilao, 2016).

Access to outpatient services

This plan begins theoretically at the level of local and state governments and municipalities that govern
the regulation of mental health treatment: the state mental health authorities, the National Association
of State Mental Health Program directors (NASMHPD), in collaboration with federal agencies, must
approve funding for WCTs to infiltrate access state psychiatric hospital operations and systems at all
levels that impact discharge planning and community re-integration. In theory, each freestanding unit in
all state hospitals will work side-by-side with its assigned WCTs. Social workers, psychiatrists and all
inpatient staff charged with the successful discharge of its patients must partner with the WCTs until
the final discharge from the hospital in which the final patient re-enters the community.

The crux of Phase I is the funding needed to staff the WCTs across the states. Each team will serve as an
interdisciplinary reflection of the treatment gaps identified at each hospital’s locale. This meant that
prior to each WCT beginning its work in a unit, the hospital will send a memorandum of requirements to
the Office of Mental Health, which will inform the make-up of the teams assigned to each hospital and
community. Thus, needs related to transportation and rural concerns will be managed by WCTs
specialising in the needs of rural communities and their mental health systems. More urban-based
communities with complex spatial access issues will be staffed with workers adept at handling the
mental health concerns of patients in urban setting.

The ward closure team

The WCTs are a multidisciplinary, mobile field unit, and treatment team operated and regulated by state
mental health authorities. Each team will be trained to target chronic diagnoses, relapse prevention,
and offer treatment in a flexible, organic, person-centred approach. While the WCT and assertive
community treatment (ACT) are similar in composition, in keeping with evidence-based practices
(EBP), the potential for the WCT’s positive impact on clients and, in turn, likelihood for good outcomes
could not be more radically different. ACT team meets with clients for a minimum of 15 minutes of face-
to-face contact to be able to bill and consider the home visit a session. While sessions usually run longer,
as patients typically have errands or complex case management issues or need transportation to
medical appointments to and from treatment, or any number of complex case management issues the
WCT clinician or peer needs to address in session, 15 minutes alone is simply not enough for patients
discharged from state hospital step down unites. In keeping with this premise, the completion of tasks
patients typically request help with, or just requiring the attention of the worker to go on and one. There
is a laundry list of needs patients have after discharge from the highest level of care. It is immense,
overwhelming for clients still symptomatic and clinically determined to be safe, stable and ready for re-
entry into the community.
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Integrating into the community is a challenge without a mental health disorder which distorts,
complicates, and makes the vast obstacles ahead seem almost insurmountable. At the root of it, these
are not clinical issues, but complex case management issues i.e., connection to medical providers, food
shopping, obtaining hygiene and other household products due to transportation issues. Many clients
surrender their driver licences prior to admission to the hospital due to legal, or mishap and unfortunate
circumstance. In many cases, due to high case loads, productivity requirements, and other extraneous
non-clinical issues, session times are limited, cut short, or only begin to address these serious problems
patients struggle with upon re-integrating into the community. So, upon initial integration to the
community, WCT sessions will be longer the length to bill for session under Article Zero and count the
contact as a required visit. Similarly, instead of a minimum of six contacts a week with each client on
the census, required monthly contacts should also increase. Simply put, for WCTs to consider the
patient enrolled under the care of WCT, sessions should be doubled in length for clinicians and peers to
be effective for the upward mobility of a patient’s recovery.

METHODOLOGY

The planning involved for both the ward closure teams and the existent treatment teams in the units
surpasses the assessment of the composition of the community. Indeed, ward closure teams will be
required to have a full understanding of local existing services in the community and will work side-by-
side with treatment teams in the units to identify issues foreseen prior to each discharge. Hence, issues
of adherence will be measured against connectivity issues in the communities’ existing healthcare
networks. Other issues, such as medical comorbidities, will necessitate ward closure teams to acquire
full understanding of existing health networks that serve clients with complex medical and psychiatric
issues and other complex case management services, which freestanding clinics do not traditionally
provide. Simply put, WCTs can supply case management services to users dependent on the system of
care after discharge from the hospital, and its vast and complicated services. Given the freedom to
complete more case management services, while also providing clinical services, and be the primary
point person in consumer care, time consuming and high impact complex care management tasks can
be completed without incident, including certification and recertification of benefits to continue all of
medical necessities are completed so services run without interruption. Under Article Zero, the
incentives to learn, either through continuing education, but either way, certified in new treatment
modalities which are proven through evidence-based studies to improve the prognosis of chronic
patients being discharged from long-term care settings i.e., state hospitals are not just to experience
better outcomes for clients, but also build a track record as a practitioner.

So, all new and existing treatment team on the state hospital grounds as well as treating patients
discharged from a state level facility will be required to be versed and certified in peer-supported open
dialogue (POD); and cognitive behavioural therapy (CBT) targeting psychosis, delusional disorders, and
a range of diagnostic interventions commonly associated with patients with chronic disorders. Thus,
diagnostic and public policy stakeholders of health and medicine all suggest ACT or PACT (Programs of
Assertive Community Treatment) in some states should be repurposed and selected as the best
available discharge plan after graduation from a step down unit in a state hospital. In addition to being a
mobile unit, care managers, and discharge planners for high-risk patients will benefit by beginning
treatment within the walls of the hospital, something ACT teams are limited to do, and according to
state regulations and programme guides, in New York State, and can only perform tow ‘hospital visits’
per month to bill for, and maintain the client on the team’s census. Thus, in addition to being more
versed new EBP, WCTs benefit from operating the same physiological space as patients treatment team
on the unit, a length of time which can be determined state to state, but always able to fully operate at
two polarities, the highest level of care and conversely, the least restrictive environment possible, that
is, within the community. Upon discharge, patients still under the care of extended care, will step down
to transitional care units, sometimes called TCU, WCTs can begin their fieldwork inside the hospital
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unit, and plan to one day complete home visits upon their patients’ successful discharge from the step
down units or TCU inside the facility of care of ACT or PACT, and, under the provision of services for an
undetermined, if necessary, permanent team of patients determined by individual state mental health
authorities to require its care which is already prescribed by ACT or PACT guidelines for practice across
states (Stein & Santos, 1998) and in A Manual for PACT Start-Up (Allness & Knoedler, 1999).

Phase |

Prior to discharge from the hospital, and incongruence with regulations in several states (New York,
New Jersey, Connecticut, etc.), discharge planners across all state facilities will have the responsibility
of preparing all clinical treatment plans up for review for immediate step down to a lower-level of care.
In doing so, the timetable will be set; while in some states, plans are reviewed every six months, others
three, regardless of the lifespan of the plan, personnel in the hospital documenting the transition of
patients to the community. Thus, discharge planners will begin to put paperwork into place which wrill
follow clients’ records to the treatment teams in the community which will continue care upon re-
integration. This means, across longer-term care units, state hospitals will internally reconfigure their
units, to prepare for the large volume of clients discharged from the facility.

Without question, this will in turn serve remaining patients well who are mandated by the court, and
largely the criminally insane. This subgroup of the state hospital system, according to reports written by
NASMHPD, are mostly forensic patients, not including sex offenders, which make up a fraction of the
entire state mental health system census. I am suggesting by emptying out and closing down long-term
units containing non-violent mentally ill patients, all remaining units will more likely to be less
crowded, better staffed with additional funding now less spread across fewer units. This has proven to
reduce the likelihood of conflict and reduce safety issues on the unit in which clients who are extremely
agitated react, or act out against their peers and other patients. When this plan goes into effect, all
patients will less likely be exposed to violence. With more money to go around, new spaces and units
with a lower census, for more personalised, person-centred, and safer environment will blossom at the
state level.

The last segment of Phase I is the expansion of state level step down units. In various states, including
many of the Northeast, Midwest, and West Coast of the US, step down units are too frequently used to
transition patients back to the community. In many state facilities, including GBHC (Greater
Binghamton Hospital Center), RPC (Rockland State Psychiatric Center), and several other state
hospitals, only one or two transitional units exist. In theory, all patients in extended care and long-term
care units will be transferred to the transitional units available in the facility. Upon the patients’
treatment plan, all new plans requiring an update, will in turn determine the potential date patients are
transferred from long-term units to TCU. This is the spark that will light the fire that signals to the
inpatient treatment team that new patients now require the attention of hospital staff to determine the
long- and short-term planning necessary to begin to successfully discharging patients from long-term
units to a lower level of care. This lower level of care, specifically the transitional units available in the
facility, will then prepare themselves for new admissions internally transferred from all remaining long-
term units. Should, give an analysis of the volume of patients being transferred internally, and
ultimately discharged from the transitional unit to the community, it is recommended that the
immediate allocation of funding to the creation and expansion of transitional step-down units.

Phase Il
To achieve the desired goal, the next major step is implementing Phase II which begins just after the

assignment of WCTs to respective communities and state psychiatric centres. At this point in the plan,
WCTs of new hired personnel, and even those transferred internally, composed of staff from units
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farmed out and closed down after the facilities reconfigure their census and disbursement of the
hospitals’ population, patients’ needs prior to, and after discharge. These WCTs will target, and be
staffed by people who are able to target and specialise in specific diagnoses, and be prepared for less
than promising patient prognosis. Upon gaining access to inpatient services, hospital operations will
begin working side-by-side with existing hospital staff. Teams will identify all remaining concerns for
patients prior to discharge. This will be a process in which patients will work voluntarily with newly
instated WCTs and contract to work with treatment teams in the community earmarked for their care at
post-discharge.

Thus, all services will be matched with the needs identified by both the long-term and longstanding
clinicians assigned to each unit and patient, as well as the newly commissioned closure teams to
achieve the primary goal, which is complete access and the integration of all state hospital patients still
in long-term care back into the community and the end of institutionalisation forever. To achieve this
aim, the plan and each of its phases require not only community support, but also support from
stakeholders regarding mental health and public policies, and also the shared goal of creating a society
without walls or restrictive barriers for chronic and long-term mental health conditions who are
typically assessed and slated for long-term, ongoing, round-the-clock care that a state institution
provides. Thus, the vision and scope of this proposed plan and the prospective teams charged with
implementing the final solution and ending the era of neo-institutionalisation is clear: full community
access to and the integration of all community mental health programmes as well as the elimination of a
level of care that is both dated and obsolete in the context of the full meaning of deinstitutionalisation.

Phase Il

Studies continue to evidence the positive trend which suggest people, regardless of their precipitating
reason for admission to the hospital, whom are supported in their discharge from long-term units,
eventually transitioned to a lower level of care without incident, and provided access to community
resources and mental health treatment are much more likely to succeed in the community than patients
either clumsily discharged or without adequate planning. Thus, this three-phase plan lays out a
comprehensive third phase. In keeping with the assumption, ACT teams continue to further more and
more empirical evidence of treating the most chronic and at most imminent risk of self-harm or harm to
others. WCTs will ultimately prepare their existing census for discharge to ACT teams, the highest level
of outpatient care and most effective evidence-based modality across the US for treating this population.
Therefore, since ACT teams are already existent everywhere a potential patient is awaiting discharge
from a TCU in a corresponding state hospital, these ACT teams will absorb the majority of patients
discharged from the WCT.

The transition of patients to their assigned WCTs will be synchronised, time and documented similarly
to ACT treatment planning. Without recreating the wheel for documentation in the field, WCTs will
follow the freewheeling, liberal documenting style and manner of capturing the patients’ clinical picture
in the most representative and appropriate outpatient service. Since all outpatient mental health
services are ultimately tied to coding and congruent billing, WCTs will follow the coding of ACT services.
Therefore, the creation of new medical billing questions does not interfere with the speed and necessity
of discharge. Thus, ACT teams will be able to replicate the practices and treatment of WCTs, and the
continuum of care will be intact through from the moment the patient is discharged from the state
hospital and fully transitioned back to the community, without anyone falling through the cracks due to
insurance, poor planning, or inadequate services after discharge from the hospital.

The end neo-institutionalisation
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Mental health is a community of public health need and after implementing the proposed plan, the
fallacies and misnomers of the old system will never again point towards institutionalising people and
sending the ‘problem’ patients to the long-term care units far from the community and its resources.
Access to services must be provided and new pathways must be engendered so that consumers can gain
access to the many lines of care already provided by the systems of care in New York State and by all
regulatory bodies with a vested interest in mental health treatment. Neo-institutionalisation is complex
and insidious, and it must end. Therefore, the focus of the ward closure operations manual is threefold.
The first phase of operations targets the state psychiatric centres based on a global assessment of
outlying communities and on the express needs of the consumers being discharged. The second phase
targets the overhaul of treatment silos and installations already in place in the community that need
more integrated access for consumers. Without questions, the resources already exist in the community,
and this document proposes how to reconfigure existing structures that provide mental health treatment
to serve patients.

The success of Phase II depends on the elimination of freestanding treatment silos. This means that all
treatment programmes that discriminate and choose to openly serve only subgroups or ‘high-
functioning’ patients will be given a mandate by the Office of Mental Health to broaden their scope of
services, or they will be subject to a loss of licencing and funding. An example of a programme that only
serves a small niche of ‘qualified’ patients include outpatient settings that refuse to accept state-
sponsored insurance for patients who are disabled and reliant on Medicaid and other service dollars.
Conversely, treatment centres that offer services to all patients or that are cited for restructuring and
successfully reconfigure their clinics, group practices and day treatment centres will be awarded
funding to commit to on-site projects and community outreach projects to further extend services to the
community.

The next and final phase of this plan after patients are assigned to ACT teams is an ongoing community
mental health surveillance and hygiene study which will continue throughout reintegration and the
patient discharge to the community. Upon the final discharge of patients from extended care units, and
all existing treatment plans up for review have expired, the final discharge from the locale’s state
psychiatric centre will have walked out of the gates of the hospital. Under the assumption that the influx
of thousands of newly discharged chronic patients will test the limits of the community’s local
emergency rooms and the community hospitals’ abilities to provide services and will largely increase
the census of mental health treatment at health centres, a surveillance and hygiene study will bridge the
existing gaps in each community during the critical phase of mass-organised discharges from state
psychiatric centres. The study will be monitored and fed into a state-wide planning commission for full
community access to and integration of mental health care. Next, a broader approach, including at the
global level, can be implemented and used as a model for other state regulatory bodies interested in
eliminating the dated level of care and the deferred recovery of patients.

CONCLUSION

At the root of it, the planning and hygiene study will be ultimately analysed and measured against the
restructuring efforts already underway in the community. The gaps in care identified based on the
hygiene and surveillance study will be seriously considered, and once verified, local community mental
health care planners, managers and stakeholders will be charged with identifying solutions to the
problems. Given the latitude required to make changes at the local level, the recommendation is that
county community mental health departments and Single Point of Access (SPOA) committees
spearhead the final structural adjustments to the mental health care system. Ultimately, the Office of
Mental Health will begin drafting new regulatory codes that promote and encourage the end of neo-
institutionalisation. Thus, codes will be established that discourage extended hospitalisations and
ongoing treatment plans without an end. While not forbidden, these treatment pathways will generate
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red flags at community mental health offices and in the Office of Mental Health headquarters where
programmes are monitored for compliance with these new integration and access practices.

Ultimately, this proposal is essentially a recommendation and call for regulators at the state and federal
levels to revamp and to raise the bar to promote the best practices among practitioners and public
health stakeholders of mental health care. Research suggests that the delivery of mental health
treatment must go on without interruption from either hospitalisation or from falling into a gap in
available treatment at the local level. Given that many community treatment setting are either
inaccessible or do not target the provision of resources for patients to continue recovery on their own
terms and in their own communities, it can be assumed that the next logical step in creating a culture
equipped and prepared to address mental health care crises will require practitioners and law bodies to
pay close attention to this recommendation with due diligence. The rollout and the implementation of
ward closures in the US and anywhere that patients are in a psychiatric holding pattern without hope of
accessing services in their communities is urgent.
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Integrated healthcare delivery is essential for ensuring health cost efficiency and high quality care for
patients. In Switzerland, cantonal differences in approaches to palliative care implementation
contribute to fragmented provision of palliative care services. ‘Community readiness’ is a practical tool
for assessing the status and change in community health services. The aim of this paper is to assess
community readiness for palliative care services in Switzerland. A document analysis was carried out in
combination with expert interviews with palliative care members in four Swiss cantons (Ticino, Vaud,
Basel-City and Lucerne). The findings indicate differences with respect to the history, provisional
structure, coordination and financial support for palliative care in the cantons. Findings indicate that
future research to improve provisional structures, financing and educational opportunities for PC in the
cantons, specific to the needs of the canton, warrant investigation.
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Rising healthcare expenditures and the changing epidemiology of serious chronic diseases make
palliative care (PC) services increasingly relevant for western society today (Connor, 2017). However,
ensuring the provision of professional services to PC patients can be challenging in the current
healthcare environment (Centeno et al., 2007). Collaboration and coordination of diverse professional
groups and organisations in the field is still far from being achieved in many European countries
(European Association for Palliative Care [EAPC], 2010). This has prompted increasing investment into
strategies aimed at fostering integrated PC services in the community (Oishi & Murtagh, 2014; Murray et
al., 2015).

Efforts to establish integrated PC services in Switzerland can be noted since the 1980’s (EAPC, 2010). The
increase in life expectancy and incline in the percentage of elderly people indicates a greater need for PC
services, now more than ever, in Switzerland. Since the 1980s, various strategies and initiatives have
been launched on a Swiss federal and cantonal level. Since 2010, two ‘National Strategies for Palliative
Care’ have proposed guidelines for the implementation of respective PC services (Federal Office of
Public Health [FOPH] and Swiss Conference of Cantonal Health Directors [SCCHD], 2009, 2011). From
2010 to 2015, numerous supportive measures were implemented in the areas of care, especially
regarding financing, awareness raising, education, research and voluntary work. Moreover, in April
2017, a national platform for PC (www.palliative.ch) was launched, which promotes the exchange and
networking of all of the Swiss cantons and national stakeholders in the field (Steudter, 2017). Some
experts have observed that these changes have contributed to noticeable changes to provisional
services for PC across Switzerland (von Wartburg & Néf, 2012). However, recent studies still report
considerable cantonal differences regarding provisional structures (Vodoz, 2010), with differences
found also between rural and urban contexts (Alvarado & Liebig, 2015).

Community readiness for palliative care

‘Community readiness’ (CR) can be described as a practical tool for assessing the status and change in
community health services (Alvarado & Liebig, 2015; Oetting, Jumper-Thurman, Plested, & Edwards,
2001). More specifically, CR describes the capacity and support in a general community between
providers and their organisations for healthcare programme implementation. The concept implies that
the way in which healthcare initiatives are addressed, is largely determined by social norms, which
influence the readiness for change in a community (Beebe, Harrison, Sharma, & Hedger). Bainbridge et
al (2010) adopted this concept for the evaluation of healthcare initiatives, proposing that cultural norms
contribute to a social and political climate, which influence how well initiatives for PC are accepted and
implemented in local and regional contexts (Bainbridge, Brazil, Krueger, Ploeg, & Taniguchi, 2010). The
authors propose, that the status of CR is characterised not only by openness for PC and its perceived
importance, but also by other important factors, such as: financial support for PC, educational
opportunities for PC, PC health care professionals, and provisional structures for PC. Importantly, high
stage CR for PC services signifies that there is sufficient support for PC in the community, while a low
status of CR implies resistance to PC initiatives, suggesting a need to address any areas identified as in
need of development (Bainbridge et al., 2010). In high stage CR you could therefore expect good financial
support for PC, many educational opportunities for PC and adequate provisional structures for PC. On
the other hand, in a community with low stage CR, you could expect limited financial support and
educational opportunities for PC, as well as inadequate provisional structures for PC.

Starting from the concept of CR described above, this article intends to highlight the current status of
implementation of PC services in Switzerland. Specifically, we start from the assumption that the
analysis of core dimensions of CR in different cantons may indicate relevant factors for its
implementation. Besides provisional structures, we take into consideration the history of PC in each
canton, financial support and educational opportunities for PC. The aim of this paper is to assess and
compare the status of CR for PC in Switzerland. After providing a theoretical framework and
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methodological approach for assessing the present conditions of PC provision, the status of CR in four
selected cantons will be discussed and suggestions on how to accomplish better integrated PC services
in these cantons will be considered. This analysis shall provide an indication of where the National
Strategy for Palliative Care has been successful in implementing PC in Switzerland and importantly,
indicate aspects of PC that might benefit from further development.

METHODOLOGY

A qualitative-inductive approach was selected in order to gain a deeper understanding of the status of
community readiness for palliative care in Switzerland. In a first step, four Swiss cantons were selected
for examination (Basel-City, Lucerne, Ticino and Vaud), which differ in terms of demographics, social,
cultural and language related factors. The four cantons not only illustrate the socio-geographical
diversity in Switzerland but are also characterised by different histories in the development of PC
services.

Data concerning the important dimensions of CR for PC was gathered at a federal and cantonal level, in
order to allow assessment for the status quo. Statistical data, national inventories and official
documents and publications about PC provision in Switzerland were systematically searched for online.
On a cantonal level; national strategies (V= 2), national guidelines (V= 8), newspaper articles (V= 8),
prescriptions, information on structures, processes, tools and instruments on websites (N = 28),
postulates (N = 5) and expert statements (M = 2) in the fields of primary and specialised PC were
identified from January 2010 to March 2018. In order to assess the status of CR, the data analysis focused
on core indicators as described by Bainbridge and colleagues (2010), as well as on categories, which
have been noted as important for the development of PC in Switzerland by the National Strategy for
Palliative Care 2010-2012 (Radbruch & Payne, 2011). Additionally, expert interviews with six general
practitioners (GP’s) or nurses and four specialised doctors in PC were conducted in each canton in 2018.
Interviews were subsequently thematically analysed with the use of content analysis (Kuckartz, 2012).

FINDINGS

It may be implied that some individuals are engaging in in camouflaging behaviours so effectively that
they are not identified and diagnosed, then is a diagnosis and relevant support really necessary? Many
would naturally agree with this argument. However, Hull, Mandy and Petrides (2017) and Hull,
Petrides, Allison, Smith, Baron-Cohen, Lai and Mandy (2017) have argued that although it would seem
perfectly reasonable to hold the belief that camouflaging is an effective strategy which is relatively low-
impact, the significant difficulties, such as exhaustion, which are reported by the participants in a
number of the studies identified in the review by Allely (2018) strongly argue that individuals who are
effective in engaging in camouflaging behaviours still require access to relevant support and services
(e.g., Hull, Mandy, & Petrides, 2017; Hull, Petrides, Allison, Smith, Baron-Cohen, Lai, & Mandy, 2017).

The findings reveal considerable differences in the implementation of PC to date. The canton Lucerne
demonstrates the lowest stage of CR for PC, whilst the data indicate good implementation of the
National Strategy guidelines in Vaud, with respect to all aspects of consideration, i.e. history,
provisional structures, coordination and financial support. Table 1illustrates the overall findings.
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Results of the Document Analysis and Expert Interviews
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: . . community
readiness) readiness) readiness) .
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late 1990s, rather ~ PC provision and since 1985 with steady
. slow development ‘closing gaps’since  solid ambulant development since
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since 2013 structures; steady 1988
development
since
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specialised specialised and network structure  driven PPC and SPC
facilities; only one long-term care with many mobile network and
Provision ~ mobile service for facilities; sufficient  services and provision
structure  the city of outpatient care specialised structures; great
Luzerne; no facilities 24/7 care
hospice (one in
planning)
Poor coodination ~ Good coordination ~ Very good Excellent
due to non- within the network  coordiinationdue  coordination within
existent network,  due to main to strong networks the network due to
... especiallyin the coordination office ~ within and main coordination
Coordination - .
rural area; no and specialised between SPCand  office and cross-
main coordination palliative care (SPC)  (Primary linked SPC and PPC
office facilities Palliative Care)
PPC
Some financial Very limited Partial financial Some financial
Financial  SUPPOTt fromthe financial support support fromthe  incentives from the
cantoninorderto  from the canton canton (e.g., canton
support o
expand the training).
network
Very few Few educational Very good Best education and
education opportunities for education and training
opportunities for ~ medical doctors training opportunities for all
specialists and (only in canton of opportunities for  kind of medical and
Education  nurses Basel-Landschaft);  all professionals  psychosocial
specific PC courses ~ working in PC professions;
for nurses are being courses are even
offered by Caritas available for

volunteers
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Lucerne: Low-stage community readiness

The development of good supply structures in the canton of Lucerne seems to be slow to progress, which
is partly due to the canton's relatively short history of specialised PC provision. Accordingly, the
document analysis shows that it has the least provisional structures available for PC patients. Today,
integrated services are provided between the cantonal hospital of Lucerne, a nursing home and a mobile
palliative care team (MPCT). Yet, there is still a lack of comprehensive provision of outpatient PC
services. In rural areas of the canton; practitioners, nurses and family members informally coordinate
PC services. Critically, there is also no additional financial support for primary PC. Instead, tariffs for the
services of family doctors are billed via the national tariff system (‘TARMED’) but usually do not cover
crucial tasks such as consulting palliative caregivers or coordinating further specialised care. Similarly,
specialists in the field do not receive much additional funding in Lucerne. As one professional remarks:
‘If T take the time out to counsel a patient or advise a family member, this of course goes without
reimbursement. I do it gladly, but it is much time spent, unpaid,” (specialist, Lucerne). Any additional
costs, which go beyond the usual nursing services, are predominantly funded by donations. Further
financial support is only provided through charity and volunteer organisations such as the NGO Caritas
and a regional Cancer League. Finally, there are only a few educational opportunities available for
nursing staff and volunteers. As a nurse reports: ‘There are some basic and one or two advanced courses
for palliative care available, that I know of’ Mostly they are financed by charitable institutions,
including NGOs (Caritas, Curaviva or the local union of the Red Cross). The development of supply
structures in Lucerne also appear to be slow to progress. Specifically, although services of MPCTs for the
city of Lucerne and several agglomeration municipalities were completed in 201, there is still a lack of
comprehensive provision of outpatient, specialised PC services.

Basel: Relatively good community readiness

Basel has a relatively long history of PC services, which can be attributed to the establishment of the
very first hospice in the German-speaking part of Switzerland, in 1986. Compared to Lucerne, structures
for PC are more developed in the urban canton of Basel and its agglomeration. Here, three major
specialised institutions provide PC, alongside mobile medical services for the outpatient area and
mobile nursing-teams, which are specialised for PC. These work in close collaboration with local
organisations such as the cantonal Cancer League or the Red Cross. Moreover, PC services are partially
coordinated by a main coordination office. The main coordination office is currently co-financed by the
canton with a workload of 20%, but its future prospects for funding remain unclear. However, other PC
financing opportunities for PC are available. Residents of Basel-city who regularly care voluntarily for an
elderly, sick or disabled person at home are able to receive some financial aid from the ‘Long-term Care
Department’. However, doctors in primary and specialised palliative care receive equally limited
financial compensation as their counterparts in LU. Notably, a family doctor reports: ‘The financing for
palliative care is very limited for workers in the field... I would be very interested to see more financial
incentives for palliative care ‘introduced,’ (family doctor, Basel). The educational opportunities in the
canton of Basel are also rather limited compared to the other cantons discussed here. As one nurse
suggests: ‘The canton could do with some more training courses for palliative care and specific
palliative formation for new doctors’. However, several professional training courses are provided for
nurses and health care providers in the urban region and its agglomerations. Notably, the health
education centre and a large hospice at the periphery of the canton offers advanced training courses for
nurses and medical doctors. Moreover, the cantonal Red Cross provides an educational program that
volunteers are also eligible to take.
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Ticino: Advanced community readiness

In the southern Italian speaking canton Ticino, PC professionals can rely on well-developed outpatient
PC provision, which is exemplary in the Swiss homecare sector. This may be partly attributed to the
cantons longstanding history of ambulatory care (Bainbridge et al., 2017; Wyss & Coppex, 2013). The
canton is home to the first (mobile palliative care team) MPCT in Switzerland, founded in 1990, followed
by the opening of one of the main palliative care wards of the canton within the Oncological Institute
(I0SI) in the regional capital, Bellinzona. Thus, the outpatient PC structures are important pillars of PC
in Ticino. While a specialised MPCT offers its services for the whole canton, there are several mobile
nursing teams available and six PC outpatient clinics at four different cantonal hospitals available.
Ticino offers some of the best financing for PC services. Firstly, PC is financed in the same way as any
other health service via health insurance. What is more, as one Specialist praises: ‘MPCTs and nursing
services are co-financed whilst for the patient it is completely free of charge’. Additionally, homecare
teams and general geriatric palliative care beds in nursing homes are also partially financed by the
canton. In addition, compared to Basel and Lucerne, many educational training opportunities in PC are
available. Regular PC courses are provided at the cantonal University (SUPSI) for healthcare
professionals. In particular, education and training opportunities for family doctors and nurses are
widely available across a variety of health care settings in the canton. As highlighted by a PC nurse
educational provision is rated highly in Ticino: ‘Of course, improvements can always be made, but we
can be proud of the offers that we have for palliative care services in our canton, especially when it
comes to all the training possibilities that are available’ (hospice nurse, Ticino).

Vaud: Exemplary community readiness

The French-speaking canton of Vaud has previously been described as a ‘best practice’ canton of PC in
Switzerland (Radbruch & Payne, 2011). The findings of this study support this. Not only does the canton
have its own coordination office for PC services, but also in terms of specialised PC structures, Vaud has
the best options available. Notably, since 2003, it has developed a supply of eight MPCTs that work
closely alongside specialist providers and offer extensive 24/7 care. This wide range of services is partly
due to the early establishment of PC in 1988, with the opening of the Rive-Neuve Foundation and an
oncology service at a small clinic. Moreover, since family doctors work closely together with a high
range of specialist services, there is a high level of inter-professional collaboration and coordination
between family doctors, specialised facilities, MPCTs and ambulant nursing teams. Yet, similarly to the
other cantons, family practitioners in Vaud receive no additional financial support and the costs of
primary care are calculated on the basis of the TARMED individual service tariff. In contrast to the
cantons of Lucerne and Basel-City however, the structures in hospitals and hospices are very well
supported by the canton in terms of financing. For example, MPCTs are financed entirely by the
cantonal health office, although additional financing would always be well received. As well
summarized by a specialist: ‘I think we do get good remuneration, compared to other cantons, but if you
ask me about financing in the whole canton, then I must say that more financial provision needs to be
given; especially when I think of some GPs and nurses, who work so much but perhaps don't see their
work really appreciated’ (specialist at a regional clinic, Vaud). Also in terms of educational
opportunities for PC, this canton seems to be the most advanced. Not only does it offer basic PC courses
for healthcare professionals but advanced training courses for doctors, nurses, volunteers,
physiotherapists and other healthcare professionals are available. These courses are readily accessible
at many different locations across the canton in hospitals, clinics, universities and PC units. As one
nurse who attended a PC course remarks: ‘The course was easy to find and I know a few people who
have also done some courses’ (nurse, MPCT, Vaud).
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DISCUSSION

In light of national efforts to implement PC services across Switzerland, the aim of this paper was to
investigate the status of CR for PC services in the Swiss cantons. The findings reveal that there still exist
considerable differences in the status of CR. To some degree, this seems to be due to the history of PC.
However, some cantons have made significant progress in PC within the past few years. Generally,
Lucerne demonstrates the lowest stage of CR in the list of the cantons studied here, whilst the canton of
Vaud indicates the highest stage of development with respect to; provisional structures, coordination,
education and financial support. Between these extremities lie canton Ticino and Basel as in these
cantons, some structural preconditions for PC seem to be lacking here, whilst other aspects are
commendable.

Overall, with respect to Bainbridge and colleagues’ (2010) assumptions about CR, no clear pattern of
relations between different dimensions of system support can be identified as relevant for the status of
implementation of PC, except the federalist organisation of the Swiss health care system which appears
to prevent uniform standards in PC. Provisional structures rely strongly on cantonal health care policy
and legal framings, which has developed differently across regions and cantons (Binder & von
Wartburg, 2009). Thus, a uniform national legal basis for PC may empower cantonal health authorities
to take action for installing a comprehensive PC system (Alvarado & Liebig, 2016).). Moreover, the data
indicates a strong impact of the financial backing of PC on CR in the cantons. Where least financial
support for PC services are available, a lower level of CR is visible also with respect to other dimensions.
Specifically, the canton Lucerne shows the least financing for PC services and correspondingly, the least
available provisional structures and educational opportunities for PC. Conversely, high stage CR can be
observed together with a wide range of PC services, including 24 hours/7 day per week (24/7) care or
more developed educational opportunities. Evidently, financial support for PC has a substantial impact
on the availability and quality of care provided (Wright, Wood, Lynch, & Clark, 2008). A wide range of
literature supports this finding. Sufficient resources, good infrastructure and continuous funding is
inevitable where aimed at achieving sustainable, integrated health care delivery — and especially in PC
(Bliss, Cowley, & While, 2000; Ouwens, et al., 2009). Moreover, failure to provide certain services such
as 24/7 care, as seen in LU, pose a risk for adverse effects like patient transfer from home to emergency
or acute care facilities in times of crises. Similarly, the financial backing of formation and funding of
educational opportunities in PC is associated with higher quality healthcare provision (Bainbridge at al.,
2010), while failure to provide such can contribute to a lack of recognition and understanding of
formally acquired competencies (Alvarado & Liebig, 2015). For instance, it has been reported, that some
physicians, e.g. surgeons, still define PC as a rather ‘naturally given’ human competence, and therefore
not an issue of formal learning (Gross, Cairns, & Baker, 2000). The implication of this is that failure to
provide educational opportunities in PC might also be a contributing factor to low stage CR for PC
because it implies that PC is not important or that PC can be provided without formative preparation.

CONCLUSION

The results of the analysis suggest that adequate provisional structures and educational opportunities
for PC are important for high stage CR for PC in the cantons. However, notably, the analysis indicates
that adequate financial provision for PC is essential for higher stage CR, since it is a fundamental
determinant for PC service provision and implementation. In this respect, the canton of Vaud sets a good
precedent for financial support for PC, educational opportunities and provisional structures for PC that
health policy in the other cantons might benefit from considering. On the basis of the findings, future
research to improve provisional structures, financing and educational opportunities for PC in the
cantons, specific to the needs of the canton, warrant investigation. Specifically, whilst Basel and
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Lucerne could improve efforts to improve educational opportunities for PC, all cantons could benefit
from further backing for PC service provision. Lastly, limitations of the document analysis must be
acknowledged. Although the four cantons were selected to represent the socio-geographical diversity in
Switzerland, the findings on the situation here are not generalisable for the whole of Switzerland.
Moreover, since data is not always readily available concerning the specific elements from which we
infer CR from it is possible that not all data on this topic has been considered.
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Within the last decades, there has been rising prevalence of mental health issues in academia
(Gongalves, 2017). A number of studies have been done (e.g., Eisenberg, Downs, Golberstein, & Zivin,
2009; Kitzrow, 2003; Martin, 2010), in order to enhance efforts to prevent and treat mental disorder
within higher education. But then, it seems that everything still is in the same place. I feel that it is vital
that we also consider the lived experience of students who have mental health issues.

One book that gives us a glimpse of the experience of mental health issue by a university student is
University on watch: Crisis in the academy (Peters, 2019).

I can confidently state that University on Watch was found to be a captivating non-fiction account of
Peter’s experience in university with schizophrenia. The first person narrative draws readers in, and
they will feel connected to Peters during this time in his life. The language in the book will open up the
eyes of people in the book to the realities of living with schizophrenia. The memoir sheds much light on
the treatment of those with mental health problems and will hopefully allow for a discussion for positive
change. Peters serves a symbol of hope and dealing, and readers will be inspired by his journey and his
determination to heal.

This book is a fitting example of the difficulties of treating brain disorders for people who are in
universities. I found the book easy to read and finished it quickly. I recommend the book for the
diagnosed, family and friends. It is very descriptive and really portrays what goes on when a person is
manic or psychotic. Peters’ story chronicles his experience at ‘New London University’ (a fictitious US
university) battling first episode psychosis, and the initial stages of schizophrenia which continued to
go undiagnosed until the main character, Jacques, is in the hospital. Readers will appreciate how Peters
details the various aspects of his new illness, succumbing to the disorder from his own perspective
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during that time, but always with the guidance of a clear-headed narrator who has come through it. It
makes it a lot easier to understand the insidiousness of delusions. Like how they creep in slowly enough
that — unless caught and challenged - it makes sense to believe the distortions are reality. As a rhetoric
scholar, mental health clinician, and a person with lived experience with schizophrenia. Today, Peters
is a prosumer.

As stated in the preface by Peter’s student intern, Jacques identity aside, and the general status of
disabilities studies. Narratives, memoirs, and stories that aim to reclaim the writers’ lost authorial voice
are in demand. These stories offer catharsis.

Upon reflection, after reading this novella, I am still not sure how to feel about Peter’s chosen path to
healing through writing. This remind me of my previous work which reveals that writing confers a host
of psychological benefits (Relojo, 2015).

Indeed, in spite of what he has experience at university, he was privileged enough to offer his readers
the opportunity to find catharsis and re tell his story in a genuine and authentic way without privileging
the reader. While other writers don't have the same opportunity, Peter’s shares this privilege and
opportunity with the reader with University on Watch.
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Jo is one of the patrons of Anna Kennedy Online (AKO). She has diagnoses of Asperger syndrome and
ADHD and is a multiple world champion in her sport of kickboxing. Jo is a resilient, strong woman who
was diagnosed as an adult and subsequently has faced many challenges and battles around accessing
support and in mental health. In spite of all the knockbacks she has had in recent years, she has not
allowed these to defeat her and has in fact grown stronger and has become passionate about developing
herself and supporting others, especially around changing views around disability and autism.

You were not diagnosed until you were an adult, what was it like to go through diagnosis and how do
you feel this has impacted your life?

I was not diagnosed until 2010 when I was 23 and then I was diagnosed with ADHD in 2014 when I was
28 and it was a mental health crisis that lead to my diagnosis. If it had not been for that I don’t think I
would have been diagnosed. It was actually quite difficult as on one hand it was relieving to know that
there wasn't something majorly wrong with me and to know what I was dealing with. But it was also
very hard to go through because it led to a lot of self-analysis and it was a lot to process and make sense.
It was kind of like having a book that you can’t read in a different language or with bits missing but then
one day suddenly you can read it because all the information is there. There was a lot of reframing of
experiences and things I did. But actually the self-understanding is probably one of the most helpful
things in managing day to day life. I did feel sad and think about what might have been with a diagnosis
at a younger age. I did have struggles in school, I wouldn’t speak to anyone in playschool and then by
secondary school I was going through whole days not speaking. I was very stressed and there were a lot
of concerns about me, I fell asleep in classes. I couldn't structure my revision for my exams and
basically did very little work in my exam year. I didn’t reach my potential in my exams and didn’t know
what would be possible for me. With more support this might have been easier. I went under the radar in



Anna Kennedy

school as I was very quiet. Accepting I was autistic was easy, it was the understanding and accepting
what it meant for my life past, present and future that I found more of a challenge.

How did it feel to become a patron for AKO, can you tell us about your experience around being
involved with AKO?

I first got involved with AKO after I spoke at Autism’s Got Talent in 2013. It was just after I had won my
world titles in kickboxing and I had started speaking to school assemblies and I just wanted to reach out
and help others and give some hope. I felt privileged and honoured to be asked to become a patron. It
was a big thing for me, it made me feel valued. I haven’t been able to do as much as I would have liked
with the charity as I have had a lot of difficulties over the last few years, but I have created a comic and
spoken at a few events including the AKO Expo. I've also helped people that I have met through the
charity. I like being involved with AKO, everyone is friendly and happy to see me when I am able to
come to events. I have made friends and it has had a positive impact on my life.

You have been very successful in your sport of kickboxing winning three world titles, what made you
start kickboxing?

I started kickboxing with my dad when I was 13; he thought it would be helpful for me in terms of my
confidence. At first he took my little brother along and then I went too and I ended up sticking at it
whereas my brother didn’t. I just instantly loved it and although I didn’t really speak to anyone there for
like two years in the end it has been very helpful for me with my confidence and in teaching me how to
work hard for things and be successful.

You have said before that kickboxing is really helpful in terms of managing your autism and
ADHD, could you tell us how it helps?

Well, my psychologist actually said that having autism and ADHD can actually be a benefit to
kickboxing because I am drawn to the repetitive nature and the structure of training sessions. I will
practise the same technique until I perfect it and will pick out things to work on. The routine of
practising is something I like. Then also the need to be reactive and alert really feeds into ADHD where I
constantly need to move and be active. So sometimes I react quicker and notice the patterns of
movement in others to anticipate what I need to do. The routine and structure helps a lot as does the
inclusion of being part of a team. It has helped me socially and the pressure is off because everyone is
there to do kickboxing, we all have a common interest and there is less conversation time. I'm valued for
my talents.

I also find kickboxing helps me a lot with my regulation of sensory and stress. I have a lot of sensory
issues, things like struggling with bright lights, loud noises, unexpected touch, crowds and visual stress.
I struggle with balance too which is funny given I do kickboxing and kick people. When I get overloaded
the first things I lose are my speech and balance so I can struggle to walk at those times. Kickboxing
helps because when I spar I get a lot of proprioceptive input. Proprioception is one of the senses, it helps
us to know where our body and joints are in time and space and it can be very calming. Proprioceptive
input can include things like weighted blankets and deep pressure. So for me it is not the hitting people
that helps but actually being hit. And you can tell how it calms me, I can turn up to training stressed, not
able to have a conversation and within minutes of sparring I am visibly calmer and relaxed. Sensory
issues and knowing what works to help can be difficult to work out and they can change in time. Things
can become less effective so rotation of strategies is necessary. There are places that rent out weighted
things for a trial before buying them. And there is also a really good book (i.e., Voss, 2011) that helps to
unpick what certain behaviours might be seeking in terms of sensory input. This book has a contents
page of behaviours so you can navigate it easily. Getting to know sensory needs can often depend on
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watching behaviours and trying to find alternatives. A couple of years ago I was having meltdowns
where I would stamp a lot and nearly fractured both feet doing so, so I got a fitness step with air pods on
the bottom and would use this when I felt stressed and it would help me to regulate.

| know that you compete as part of the BCKA Kickboxing Team and have to travel abroad with them.
How is it being part of a team, are your team mates supportive or understanding when you struggle?

I have been part of my team for a very long time, so there a lot of team mates who have been there for
years and know me really well but some who are newer. I am accepted and my team is very much like a
family. I have issues with travel and with sensory environments at competitions. It is something for
people to adjust to but it is just part of me and my teammate knows when to leave me or speak to me.
They are all really supportive, certain team mates will spar with me and adapt my training when I am
going through a more stressful time to help me. When I was in Northern Ireland recently after the
competition I was with my carer eating in a restaurant and it was very sensory it was dark but with
spotlights, lots of noise, smells and sizzling. There were some small children running around my table
and it was making me feel stressed especially after one touched me as they ran past. So then I was
scared every time they ran past that they would touch me. I went from being able to be sat eating my
dinner to being unable to eat or use my knife and fork properly. I couldn’t speak or walk. My carer had to
give me my PRN (pro re nata) medication as in this state I was unable to pick up the tablet as I couldn’t
judge where it was. And my carer knew that I needed to leave the environment but I couldn’t balance
enough to stand, luckily having team mates around they were there to help carry me out otherwise I'm
not sure how my carer would have got me out. Then I was struggling in meltdown back in my room and
my coach Alex came to help reassure me and give validation that I was strong. He knows well how to
deal with my meltdowns; he calmly gives me instructions about what I need to do and what is
happening.

Mental health issues occurring with autism has been something you have been quite vocal about in the
past two years, do you mind telling us about some of your personal experiences?

Well last year was a very horrible year for me. I had a mental health crisis around this time last year
after I had had to go through a tribunal for Personal Independence Payment and on top of a lot of
difficulties I was already coping with. I ended up being away from home for several months, I was taken
to A&E and there was nowhere for me to go. Professionals didn’t know how to treat me. I was left in A&E
for the whole day not knowing what was going on, I had no food, had no assessment; [ was on my own
and tried to leave but was prevented from doing so even though I had not been sectioned. I was
overloaded by the sensory environment and was hiding under tables. Eventually I was put into a crisis
house which you are supposed to be in for a maximum of seven days and I was there for 6-7 weeks
because there was no service to support me. I was not assessed and I had no health input really and had
to pay to see a psychologist privately at this time. The first two nights there I had to sleep on a chair as
there was no bed available and there was nowhere else for me to go. In my county there is a protocol not
to admit people autism or SEND to psychiatric hospital, however alternative facilities are not there. My
psychiatrist reluctantly agreed to see me for 10 minutes and as I was unable to make a decision I had got
stressed and the police had been called as I had left and was not safe to walk around. The police liaison
officer shouted at me when I had laid on the floor and told me I was an adult not a child and to get up off
the floor. I lay on the floor as a coping strategy as I lose my balance and to keep myself safe from self-
injurious behaviours that would occur. The floor is hard so laying on my stomach gives me
proprioceptive input which calms me down. I was told they would make a decision for me and I ended
up back at the crisis house having a meltdown because my dog was not allowed to come back with me.
had been allowed my dog Oscar with me for the first night and then suddenly he wasn't allowed
anymore. Oscar is helpful to me; he makes me feel safe and calmer. He knows how to respond to my
meltdowns and will lay on me to calm me down. He is very in tune with me.
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Because I had no health input when I went home from the crisis house with overnight care I still wasn’t
OK and was taken to A&E three nights in a row and on the third night I was kept in and admitted to the
general ward. There was still nowhere for me to go and there were a lot of meetings about me. While in
hospital I was not treated very well, it was very distressing. I was not assessed again; I had no food for
two days as I could not make a decision. Nobody was aware of my needs and I had spent a whole day on
my own in a room in A&E and then transferred to the ward and was being watched. I wasn’t allowed to
shut the door to go to the toilet which nobody explained to me. Nobody knew what medications I had to
have, I was not given PRN. I hid behind a cupboard and was scared of the staff. I even heard nurses
arguing with the mental health team over how to support me and saying they needed more training. I
was told if I kept asking to go home I would be sectioned and if I shut the door to the toilet security
would be called. In the end I was put into a care home for 7-10 days but ended up being here for 7 weeks.
Nothing was communicated to me, my health was never monitored or followed up and I was put into a
care home as an alternative to a psychiatric hospital. I only went because my dog could come with me
and it was having him here that helped me the most.

So after all that you have been through, what do you think needs to change to support autistic
individuals with mental health issues better?

More specific services are needed and definitely more training. I can relate to Oliver McGowan’s story
(Kennedy, 2019) some parts really resonated with me. Not to the same extent but things like people not
understanding autism or my needs, not being listened to, environment not being adapted and
communication not being adapted. I felt very much that I was not treated as a person and that my
mental health is dismissed as being just due to my autism. More training needs to be led by those who
are autistic and those who have had experiences with mental health. It took me four years to get funding
for psychologist treatment because the psychology the mental health team could provide they said
would not meet my needs, however I was denied numerous times funding for the specialist psychology
they said I needed. It has added to the distress and problems and the lack of trust I have in people now
has become a big issue for me. I have become involved with the local health service in training. I did my
first training day with them recently which went really well, I try to give relatable experiences and
examples instead of the more formal textbook style of training.

| know that day to day life can be difficult for you, are there any strategies and approaches that you use
to make things easier?

I struggle with a lot of things day to day, it is very deceptive due to being articulate and intelligent. I can
go from being like this to being unable to speak, stand or function and needing a lot of help. I need
structure. I have visual systems at home, a picture board and each day broken down into tasks. Even if I
don't follow the structure exactly, I have difficulty with this due to my ADHD, just knowing there is a
plan and having that to follow if I can’t decide helps me greatly. It gives me a sense of satisfaction to be
able to cross off what I have completed. I have been developing my own strategies with my carer in
response to the challenges that occur. Now that I understand my challenges it is easier to work out
solutions to the problems. I have a folder to share information with my carer as I often struggle to direct
and communicate what I need to get done in care sessions. So this will have my appointments and to do
lists in it and also task progress sheets so we can keep on top of what is going on within outstanding
issues. I also have been using google speakers to help me day to day as I live alone. I have set routines to
give me verbal prompts to get ready for bed and get ready for appointments, etc. I needed more than a
reminder; Google will tell me that I have to stop what I am doing and get ready for bed and to take
medication. In the morning google will also tell me what I have on for the day and it can help me decide
what to wear by the weather. If I say I am going out it will turn off the lights and turn down the heating
and prompt me to take the things I need. I have also set commands for things like saying: ‘T'm stressed,’
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and Google will then remind me my stress is temporary and won't last and ask me if I need my PRN and
prompt me to my strategies. I also get things ready the night before including the things I need for each
task, as having to set up the task can sometimes mean I won't start it. It is a lot of hard work managing
my life but the biggest help has been taking control and ownership of my challenges - this meant finding
out more, learning what might help, understanding it and then looking how I could fill in where I
struggled with something alternative. I have become very good at thinking outside of the box and being
resourceful in managing my day.

What are the most important pieces of advice you could give to someone who is autistic and to a family
member of or person working with an autistic person?

To someone who is autistic I would say the biggest thing is that it is ok to be you and it is OK to struggle.
It will be frustrating and hard work but accepting this is better than being angry about it, which can just
give you more barriers. Learning about autism and your difficulties is really important, if you can take
control and ownership of that it will help you feel better about it and you might surprise yourself with
the things and solutions you might be able to come up with. You have just as much to add to the world
as anybody else and there is always more than one way or one path to accomplishing things. Finding
your own way is absolutely fine if the ‘usual’ way doesn’t work.

To family and those working with anyone autistic one of the more important things I think is to validate
the experiences of the autistic person. That can be such a huge thing in making a difference. Often the
experiences are negative and so much focus is on that and in how it is difficult to understand. Just
validating it is ok to have a feeling; to be angry, upset or stressed is so important. You are
communicating that you understand something is wrong, you are helping to give a feeling a name, you
are acknowledging distress because if you think about it we all need that when we are upset and when
our upset is not understood or acknowledged it increases. An autistic person may present this differently
or in unexpected ways but fundamentally it is still distress. Even challenging or intimidating behaviours
can be a communication of distress. Acknowledge and validate the feeling, even if you don’t know what
has caused it. Just saying you look very stressed, I don’t know what has made you feel this way but I
understand this is a very horrible feeling for you and [ want to help you, I know this feeling is very scary
but it won't last - that can make a huge difference. When I am distressed I can’t explain it to people and I
can't ever see it being different; that makes it even scarier.
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