
sporadic and often unpredictable nature of such assaults.
In our survey psychiatrists of senior grades were less likely
to attend courses but we did not explore differences in
efficacy between such courses.

In our survey most psychiatrists did not consider that
they took unnecessary risks or that occasional assaults
are an acceptable hazard of work. Two-thirds of psychia-
trists believed assaults could be predicted and thus
avoided. Even if, as a generalisation, this proposition were
true, clinical experience suggests assaults by psychiatric
patients, especially if psychotic, can be impulsive and/or
driven by internal positive psychotic symptoms, and thus
outwardly appear unpredictable, and cannot be necessa-
rily prevented by good communication skills, including
verbal talk-down, or policies, procedures and security
measures.

Although statistically there was no difference in such
attitudes between those assaulted and those not, we
noted that none of the psychiatrists assaulted believed
that they took unnecessary risks with patients or felt that
there was something in their approach that made them
vulnerable to attacks. This may be a retrospective
psychological defence as, of those not assaulted, 6.8%
considered that they did take needless risks with poten-
tially violent patients.
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HE L EN SM I T H AND TOM WH I T E

Before and after: introduction of the Mental Health
(Care and Treatment) (Scotland) Act 2003

AIMS AND METHOD

The aim of the study was to assess the
impact of the introduction of new
mental health legislation in October
2005 on general adult psychiatry
admissions. Patients were included in
the study if they were admitted to
Murray Royal Hospital, Perth from

December 2004 to July 2005 and
December 2005 to July 2006.

RESULTS

Fewer patients were detained but
they were more likely to progress to
longer-term detentions. Overall
detained patients remained in
hospital for shorter periods.

CLINICAL IMPLICATIONS

The change in de novo detention
procedures reduced the number of
de novo detentions. The new power
to enforce medication in the commu-
nity may have contributed to the
reduced length of detention in
hospital.

The Mental Health (Care and Treatment) (Scotland) Act
2003 was implemented in October 2005. It introduced
some changes to the process and principles of detaining
patients in Scotland. The Act underlined ten principles
which must guide everybody involved in the Act,
including non-discrimination, equality, respect for diver-
sity and reciprocity. Informal care should be used when-
ever possible and the patient’s and carers’ past, present
and future wishes should be considered. There must be

respect for carers and child welfare. The least restrictive
options should be used and the benefit to the service
user must be demonstrable.

Prior to October 2005 the gateway section to
hospital treatment was section 24 or 25 of the Mental
Health (Scotland) Act 1984. This section could be
completed by any registered medical practitioner and
allowed for detention for up to 72 h without leave to
appeal. It was hoped with the introduction of the new
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Act that the gateway section would be a 28-day section
(section 44). This section requires the doctor applying for
the section to be approved under section 22 of the Act
as having special experience in the diagnosis and treat-
ment of mental disorder. With leave to appeal to a
tribunal, much as in the English and Welsh systems, this
section requires the consent of a mental health officer;
family members can no longer consent. A new treatment
option was introduced to allow compulsory treatment in
the community.

In this study we audited the admissions to the
general adult psychiatry wards in the Perth and Kinross
area of Tayside prior to and after the introduction of the
new Act to assess the impact of the change in mental
health legislation.

Method
The study took place from December 2004 to July 2005
(sample 1) and then December 2005 to July 2006
(sample 2). The new Act came into force on 5 October
2005, which gave 2 months to allow some of the
immediate problems to be resolved. The same months
were chosen to reduce seasonal variations. The patients
were admitted to the two single-gender wards in Murray
Royal Hospital, Perth; the wards have 24 beds each and
are open wards. The total population of the catchment
area was 135 000. All admissions to the unit were
included in the audit retrospectively.

A case-note review was undertaken. Simple demo-
graphic details were collected via a specially designed pro
forma (available from authors on request). The admission
and discharge diagnoses were recorded. The legal status
on admission and discharge was collected and the
patient’s length of stay in hospital calculated. The number
of days the patient remained under the Act was calcu-
lated for each admission.

The data were analysed using t-tests for continuous
data and w2-tests for discrete variables.

Results
Sample 1 comprised 195 patients, but notes were missing
for 15 patients leaving 180 for study analysis. Sample 2
comprised 176 patients, with 25 missing notes leaving
151 for analysis. In total data were missing for 10.8%.

Analysis of the combined sample

In the combined sample, 58.9% of patients were male
and 41.9% were female. The mean age for the total
population was 39.6 years (s.d.=11.4 years).

Most of the patients were admitted informally
(71.9%). In the combined sample significantly more male
patients were detained than female patients (P=0.01), but
there was no significant difference in the mean age or
previous number of admissions. Patients who were
detained had symptoms at a significantly earlier age

(24.97 years) compared with informal patients (30.27
years) (P=0.001).

Detained patients stayed in hospital much longer on
average. The mean length of stay for informal patients
was 15.9 days v. 63 days for detained patients (P50.001).
More patients with a diagnosis of schizophrenia or
schizoaffective disorder were detained (P=0.001) than
those with depression or primary substance misuse.

Detentions before and after
the change in Act

There were no differences in the populations admitted
before and after the change of legislation in terms of
gender, age, age at first symptoms or mean length of
stay. Patients admitted before the Act changed did have
significantly more previous admissions (P=0.001). The
admission diagnoses are shown in Fig.1. The diagnoses of
those patients detained before and after the change did
not differ.

The legal status at admission of the two samples is
shown in Table 1. Very few patients were detained under
emergency (72 h) sections after the Act was introduced.
The main gateway section was section 44 which requires
an opinion by a section 22 approved doctor. Before the
Act changed 36% of patients admitted were detained,
afterwards this reduced to 25.7%. The progression of the
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Fig. 1. Admission diagnosis of patients admitted to the general
adult psychiatric wards before and after the change in mental
health legislation. &, before change; &, after change.

Table 1. Legal status of patients on admission

Legal status
Sample 1
n (%)

Sample 2
n (%)

72 h section 41 (22.7) 4 (2.6)
28-day section 0 (0) 17 (9.4)
6-month section 16 (8.8) 9 (6.5)
Criminal procedures 6 (3.3) 3 (2.0)
Informal 117 (65.0) 114 (75.5)
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various sections is shown in Fig. 2. Only 41% of patients
admitted under the new gateway section progressed to
further detention compared with 61% previously. Signifi-
cantly more people were detained before the change in
the Act (P=0.05), but there was no significant change in
the number of people progressing to longer-term
sections.

The average length of stay of detained patients
before and after the introduction of the new Act is
shown in Table 2. Although the mean length of detention
for patients seems to be decreasing, it has increased for
patients under the short-term section.

Discussion
The results of this study indicate that fewer patients are
being detained de novo than previously. This could be due
to a threshold effect, as section 22 approved doctors
(specialist registrars and consultants) as opposed to
general medical practitioners are involved in making the
decision regarding detainability. There were no differ-
ences in the diagnoses of patients detained before or
after the implementation of the new Act. Patients were
more likely to have their detentions extended but spent a
shorter time in hospital, possibly because of the use of
community-based compulsory treatment orders.

Under the old Act the Tayside area had one of the
highest rates of use of emergency and short-term
detentions (Mental Welfare Commission for Scotland,
2005). Tayside had between 100 and 120 detentions per
100 000 population compared with 60 per 100 000 in
the Borders area.When the rates of application for 6-
month sections under the old Act are examined, Perth
and Kinross was third in the table, above the urban
centres of Glasgow and Edinburgh (Mental Welfare
Commission for Scotland, 2005). This has been a long-
standing finding and no satisfactory explanation has ever
been produced. However, after October 2005 Tayside no
longer appeared to use the mental health legislation more
than other areas.

The rate of progression to a longer-term detention
under the new Act in Tayside was overall 46.7%. This
compares favourably with the results produced by the
Mental Health Tribunal for Scotland (2006a,b). During
the period of January to June 2006 the rate of
progression in various health boards varied between
41.5 and 52.3%.

The introduction of the Mental Health (Care and
Treatment) (Scotland) Act 2003 appears to have achieved
in a relatively short period the aspirations of the Millan
report (Scottish Executive, 2001). There has been
increased scrutiny by more experienced practitioners
before patients are deprived of their liberty in hospital.
This has led to an increase in the amount of consultant
time devoted to form-filling and attending tribunals
which is placing added demands on services. There has
been reduced variability in the geographical application of
mental health legislation. The length of time that patients
spend in hospital under detention has also been reduced,
and this is in keeping with the principles of the Act to use
the least restrictive option for treatment. The availability
of community-based compulsory treatment orders may
have contributed to this. It remains to be seen what long-
term effects the introduction of the Mental Health (Care
and Treatment) (Scotland) Act 2003 will have on patient
care.
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Table 2. Mean length of stay for detained and informal patients

Type of section
Sample 1,

days
Sample 2,

days

Informal 15.33 16.7
Detained 59.90* 53.50*
Total 32.27 28.02

*P50.001.

Fig. 2. Progression of sections before and after the change in legislation.
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J A S ON LU T Y, OKON UMOH, MOHAMMED S E S S AY AND A RGHYA S A RKHE L

Effectiveness of Changing Minds campaign factsheets
in reducing stigmatised attitudes towards mental illness

AIMS AND METHOD

To assess the effect of factsheets
from the Royal College of
Psychiatrists’ Changing Minds cam-
paign on stigmatised attitudes of
members of the general public
towards those with mental illness.
Participants were recruited at
random from a panel of over 1200
members of the general population
and presented with questionnaires
containing single-page factsheets
adapted from the Changing Minds

campaign describing schizophrenia
or substance use disorders. The
Attitudes to Mental Illness
Questionnaire (AMIQ) was used to
measure the effect on stigmatised
attitudes.

RESULTS

In total 200 questionnaires were
distributed;158 completed
questionnaires were received
(response rate 79%). The AMIQ scores
for the alcoholism and schizophrenia

vignettes did not differ between
experimental and control groups.
Fidelity questions included in the
questionnaire indicated that par-
ticipants had read and understood
the factsheets.

CLINICAL IMPLICATIONS

Didactic factsheets produced for the
Changing Minds campaign were
largely ineffective at changing
stigmatised attitudes towards
schizophrenia and alcoholism.

The World Health Organization and the World Psychiatric

Association both recognise that the stigma and discrimi-

nation associated with mental disorders are strongly

linked to suffering, disability and poverty (Corrigan &

Watson, 2002). Many studies have shown that negative

attitudes towards people with mental illness are wide-

spread (Crisp et al, 2000). Discrimination seems to exist

in every area of life, particularly for those with psychosis

and drug dependence, and shame and secrecy associated

with suffering from a mental illness may also delay

seeking treatment (Byrne, 2000). For example, Docherty

(1997) identified stigma as a major barrier to the

management of depression. This view is echoed by the

influential Safer Services report (Appleby, 1999), in which

stigma is seen as a major barrier to treatment-seeking

and suicide prevention. Concern about the stigma of

mental illness culminated in the Royal College of Psychia-

trists’ 5-year ‘Changing Minds’ campaign (1998-2003)

whose aim was to promote positive images of mental

illness, challenge misrepresentations and discrimination,

encourage patient advocacy and educate the public about

the real nature and treatability of mental disorder (Crisp

et al, 2000).
The large survey by Crisp et al (2005) for the Chan-

ging Minds campaign showed that people with alco-
holism and drug addiction are the most stigmatised
group of all those with mental illness. Most people think
they are dangerous, unpredictable and hard to talk with,
and 3 out of 5 people think they are to blame for their
condition - an opinion endorsed by only 6% in relation
to schizophrenia.We therefore chose to study methods
of reducing stigma towards the conditions that clearly
evoked the most negative attitudes.

The media has generally depicted people with
mental illness as violent, erratic and dangerous (Monahan
1992; Wahl, 1995; Diefenbach, 1997; Granello et al,
1999). Promoting direct interpersonal contact with
people who have a severe mental illness is an effective
strategy to reduce stigmatised attitudes, although how
much contact is required remains unknown (Wolff et al,
1996; Corrigan & Penn, 1999; Pinfold et al, 2003).
Furthermore, the positive effect of contact with people
suffering from one form of mental illness (such as
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