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Cons:

shortens seizure length

possible effect on seizure threshold

e The Committee on Safety of Medicines
have advised special caution in day case
surgery because of concerns over
convulsions (some delayed);
anaphylaxis; and delayed recovery

e may be associated with bradycardiaand

hypotension.

Comments:

e some clinics have switched to propofol
with little significant effect

e several small studies indicate effect on
seizure duration does not affect overall
efficacy

e some studies suggest ECTcourses may
be prolonged.

Etomidate
Pros:

e short-acting, with rapid recovery
little hangover effect

e less associated with hypotension
compared with propofol

e may lengthen seizure duration
compared with methohexitone and
propofol.

Cons:

high incidence of extraneous muscle
movements
e pain at the injection site
rarely associated with adrenocortical
dysfunction in repeated doses.

Comments:

e may be particularly suitable for patients
who have brief/abortive seizures with
other agents.

Thiopental sodium

Pros:

e little documented effect on seizure
threshold or duration.
Cons:

e longer duration of action can delay
recovery times

e longer recovery times may cause added
problems in the elderly

e not widely used in anaesthetic
practice

e availability may also be limited in
future.
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Comments:

® some units report regular use
of thiopentone with minimal
problems.

Recommendations

Based on the present evidence the
Committee feels that it is not possible

to make a clear first-choice recommenda-
tion as a replacement for methohexitone.
The three agents above would

seem acceptable alternatives, although
there are disadvantages with each.

It is likely that each unit needs to gain
experience with more than one agent.

It is probably inadvisable for the induction
agent to be changed during a course

of ECT without consultation between

the anaesthetist and psychiatrist. With

all the above agents, some disadvantages
can be minimised by using the lowest
effective dose required for safe and
adequate anaesthesia.

ASSOCIATION OF ANAESTHETISTS OF GREAT BRITAIN
AND IRELAND (1998) The AnaesthesiaTeam. London:
Association of Anaesthetists of Great Britain and
Ireland.

Edward Beresford Davies

Formerly Consultant Psychiatrist
Fulbourn Hospital, Cambridge

Dr Davies died of myeloid leukaemia

on 13 August 2001, aged 88 years.
Beresford, as he was known by all

of his professional associates, was

one of Cambridge’s most distinguished
psychiatrists, a statesman-like figure and a
legend among his colleagues and patients.
He was an indefatigable worker and he
continued to see a few patients until
shortly before his death.
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Edward was born in Liverpool. He
went to Oundle and there excelled in
shooting. After school he went up to
Clare College, Cambridge, in 1931 to read
Medical Sciences Tripos. During his first
year at Cambridge he developed pneu-
monia that was slow to resolve. It was
decided that he would be helped by
a period of mountain air and was sent
to Norway to convalesce. While there
he was invited to attend a wedding;
this was a very important occasion in
his life for there he met Hendriette
Fuglesang, the girl who eventually
became his wife.

Back in Cambridge he took a full part in
the life of his college and the university.
He continued to shoot and he took up
fencing. He became fascinated by the
theatre and regularly wrote reviews for
the newspapers. He took his BA in 1934
and went to the Middlesex Hospital to
continue his medical studies. He married
Hendriette soon after he qualified. War
was looming and, after a brief period as a
junior psychiatrist at the Towers Hospital in
Leicester, he volunteered for the Royal Air
Force.

With his natural flair for languages he
had picked up Norwegian very quickly as
the result of his days in Norway and from
Hendriette; he soon became fluent in the
language. So equipped he was posted to
a Norwegian Spitfire unit based variously
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in North Weald, Manston and Ipswich.
Always keen on flying, he undertook pilot
training but was frustrated by the fact
that, as a medical officer, he was never
allowed to fly himself operationally.
However, he did fly as an RAF observer
over the Battle of the Falaise. He wrote a
major part of the Manual of Air Sea
Rescue and, later, the Medical History of
the RAF. He reached the rank of Wing
Commander, and for a time, served on the
staff at the Air Ministry. He went to
France within a few days of the invasion
and was in Paris before it was liberated.
Having observed the effect of battle
stress upon the men with whom he had
served, his earlier intention to become a
psychiatrist was stronger than ever, and
after leaving the Royal Air Force he went
back to the Towers Hospital for 2 years.
Then followed a year at Banstead
Hospital, near Espom, Surrey, and at
St Stephen’s Hospital in Chelsea. He was
then ready to seek a consultant post and
he was fortunate enough to be accepted
for a job in Cambridge. However, he soon
came face to face with the fact that there
were considerable problems in the
Cambridge psychiatric service. Psychiatry
there was entirely centred upon Fulbourn
Hospital, a large traditional mental
hospital that had been built in the
mid-19th century some 4 miles outside
the town and was still run along old
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fashioned lines. The patients were treated
humanely but therapeutic methods were
hopelessly outdated and there were major
difficulties with the then medical superin-
tendent, essentially a decent man but one
whose influence was disruptive and
opposed to change. Together with two
other young and newly appointed collea-
gues, Edward pressed for a re-organisa-
tion of the service. He was totally
opposed to the idea that Fulbourn should
remain out of sight and out of mind,
completely detached from the main
general hospital. He insisted that he
should be given out-patient facilities at
Addenbrooke’s and was subsequently the
first consultant psychiatrist appointed
specifically to that hospital. Like all
psychiatrists of his generation he was
enormously excited by the discovery and
development of the neuroleptic drugs,
providing, as they did, a first significant
input into the treatment of schizophrenia.
But when the anti-depressant drugs
appeared in 1960 he had the foresight to
recognise that these would have an

equally far reaching impact upon the care
of the mentally ill. In that same year he
organised an international conference in
Cambridge, one of the first of its kind, to
look at all aspects of anti-depressant
treatment. His approach to his patients
was essentially eclectic. He used psycho-
tropic medication when it was indicated,
but he was also a well-trained and skilful
psychotherapist. He was sensitive and
extremely kind to his patients and he was
held in the highest esteem by them. He
developed a flourishing private practice
but it was not widely known that he was
exceptionally generous to many of those
patients who came to his rooms. Doctors,
nurses and members of the cloth were
never charged fees and people whom he
realised were ‘hard up’ paid only minimal
amounts. He had always been interested
in the use of lithium in the treatment of
affective iliness and together with a
patient who suffered from bipolar affec-
tive disorder, he started the Lithium Club,
open to all who needed to take lithium.
Originally a local initiative, this became a
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national charity, intended to provide
support to patients and their relatives not
only from the Cambridge area but from all
over the country. Another of his particular
interests and areas of expertise was in the
care of patients with alcoholism.

Edward passed the DPM in 1940 at
the time of joining the RAF and he
gained his MD in 1949, this based upon
his research and thesis into the effects
of electroconvulsive therapy. He was a
Founder member of the Royal College of
Psychiatrists and he was elected to the
Fellowship in 1971. He was an associate
lecturer at the University of Cambridge.

Hendriette died in 1993. Her death,
after 55 years of marriage, hit him
very hard. By good fortune, after a few
lonely years, he married Barbara Simpson,
herself a doctor’s widow and an old friend
of the family. She gave him an entirely
new lease of life. Those who knew him
well watched him flourish again. He is
survived by his three children.

Alan Broadhurst
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Cultural
Sensitivity
Audit Tool

MENTAL HEALTH SERVICES

‘The Sainsbury Centre for Mental
Health seeks to encourage fair and best
care for everybody affected by amental
health problem. With this in mind we
have developed the Cultural Sensitivity
AuditTool to improve services for min-
ority ethnic communities.’

The tool consists of two interview sche-

dules (one for staff and one for service

users), guidance on using the tool and a
case study. It was developed during an
evaluation of community services in west
London, and further refined as part of an
evaluation in Hackney, east London. It
was then piloted independently by
workers in Middlesbrough. The work in
Hackney is the case study presented in
the package; none of the other fieldwork
is presented or indeed referenced.

The user interview has seven domains
(demographic; accessibility of services;
language and interpreters; general service
use issues; availability of appropriate
staff; availability of ethnicity specific
services; and users’ views on the cultural
appropriateness of mental health
services). The staff interview has similar
themes but also investigates issues of
specific training and the use of staff as
interpreters.

| am in no doubt that the authors of
this tool are earnest in their desire to
improve services for minority groups.

My concerns would be that equity of
treatment for ethnic minorities relies on
political will and good science, but this
tool does not measure the political will of
institutions and is not an example of good
science.

It is poor science not because of
problems with the tool but because there
is insufficient information on its develop-
ment and evaluation presented for it to be
assessed. No data on the validity, sensi-
tivity, specificity or test—retest reliability
or any of the psychometrics of the tool
are presented. There are no published
peer reviewed scientific papers cited in
support.
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More fundamentally, the authors do
not present evidence that the tool is
useful. The case study concludes with an
action plan but the audit loop was not
completed and so one does not know if
any of the proposed changes made a
difference to the ethnic minority patients
of Hackney or if the tool is sensitive
enough to measure such change.

The case study produces further
problems; the tool contains a handful of
open-ended questions that offer a greater
diversity and depth of data than the other
60 questions put together.

The interviews do not measure family
or carers’ views, or any of the institutional
problems linked to disparities in service
provision for minority ethnic groups.
Those involved in research and policy in
the area will have serious misgivings
about the narrow conceptualisation of
cultural sensitivity, and thus the limited
areas of enquiry.

Given all the above this tool is unlikely
to be comprehensive enough to form a
framework for trusts to consult with
their ethnic minority patients and staff.
The authors concur with this in their
introduction.

One could conclude from the results of
the Hackney case study that setting up a
dialogue with users and the community as
part of a wide-based development plan
will be more efficacious than using the
tool. More work will need to be done
proving that this is a useful audit tool
before its use can be recommended. As is
usual in these circumstances, the hard
work in producing the tool needs to be
backed up with hard evidence. This tool is
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