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Every day is a battle

In the summer of 2021, while I was working on the first drafts of this book, I published the results of a new treatment for persecutory delusions: the Feeling Safe programme. Persecutory delusions are the severest form of paranoia, which we can think of as excessive mistrust of others in relation to the self. They’re very common in people diagnosed with schizophrenia. And they can wreck lives.

For me at least, publication of the data was a huge moment. Since first training as a clinical psychologist, my ambition has always been to provide new hope to patients by developing a treatment that is much better than the existing options. Feeling Safe, the product of three decades of researching and treating paranoia, marks the fulfilment of that ambition. Jane was one of the first patients to complete it. This is how things were for her before she began the Feeling Safe programme:

I suffered with extremely debilitating paranoia and with voices that controlled my ability to be productive and that also regularly scared me. Though I am on strong medication the medication alone wasn’t giving me enough help to feel safe. My life was a constant battle. I felt far too paranoid to participate in so many events and activities. I used to keep all my curtains shut and had all doors locked. I shut myself away in my flat. I didn’t feel my life was a life worth having really – I just felt there was a ticking time bomb till I got attacked or gave up myself.

A constant battle. A ticking time bomb. A life on hold. When I began my career as a clinical psychologist, I understood none of this. Let’s rewind …

Secret signals

Autumn 1992. I am living with friends from university in the lee of HMP Brixton. The hulking Victorian prison has lately been much in the news, having failed to prevent two IRA inmates from escaping all the way to the Republic of Ireland. I have begun work at the Institute of Psychiatry (IoP), one of the largest centres in the world for mental health research. To mark the occasion, I’ve treated myself to a new jacket from Kensington Market, though already I’m beginning to worry that its shoulder pads are laughably large. Shoes duly shined, I’m a research assistant on one of the first clinical trials of psychological therapy for schizophrenia patients with delusions and hallucinations. (These experiences are also known as psychosis.) This is why I’m now struggling down a narrow, overgrown passageway in the front garden of a house in south London, squeezing past overflowing bins while brambles claw at my legs and arms and rain drives into my face. If anyone is watching – and I hope devoutly that they are not – they must take me for an incompetent burglar. This was definitely not mentioned in the job description. Surely, I think as I continue my slow progress to the back of the house, this can’t be right. Why shouldn’t I just present myself at the front door?

But the psychiatric nurse who briefed me was adamant that I shouldn’t ring the doorbell. There would be no point: the man I have come to see would never appear. Robert believes that government agencies are conspiring to murder him. So instead of answering the door, Robert would be hiding in terror, keeping silent and still and crouching below window height. The only way to reach him is to give the secret signal: three knocks on the window at the side of the house. And so, feeling somewhat self-conscious, this is what I do. Sure enough, the kitchen door opens a fraction, Robert’s apprehensive face appears, and I am politely hurried inside.

The house is dark and silent. Curtains are drawn; kitchen blinds closed. No radio plays. No music lightens the gloom. The place, like Robert, is on edge. It’s as if the house is holding its breath, desperate not to give itself away. Straining to detect the disaster that one day – who knows, maybe today – is sure to come calling. Robert leads me down the murky hallway into a tiny living room. Actually, the room is not especially small – it just seems that way because it’s so full of stuff. Every surface seems to be occupied. There are stacks of newspapers and books, towers of cassette cases, CDs and videos. Piles of neatly folded laundry lurk in unexpected corners. Even the carpet is covered with layers of rugs. In front of a large television is an armchair and beside the armchair is a small table on which sits a pile of Radio Times, mugs and cups, a half-full ashtray, and several packets of medication. Below on the carpet stand two jumbo-sized bottles of no-brand, generic cola. In the corner, a standard lamp supplies the only light in the house. Strikingly, what there isn’t in this crammed and cluttered room is much in the way of decoration: no pictures on the bare walls, no photographs on the shelves, no souvenirs of happier times.

I introduce myself with what I hope is a friendly smile, but Robert meets my eye only briefly. ‘Where shall I sit?’ I ask brightly. With a mumbled apology, he clears some newspapers from an armchair and I lower myself into it. Robert lights a cigarette. His fingers, their tips yellowed by nicotine, tremble. In truth, we are probably both as nervous as each other. Robert is anxious because he is meeting a stranger. He doesn’t see many people these days. He rarely leaves the house and relationships with family and friends have largely withered away over the years of isolation. Now he has to decide whether to open up to me. Can he trust this young guy he’s only just met with his innermost thoughts and feelings? As for me, I’m still carrying around the baggage of my undergraduate experimental psychology reading. In schizophrenia, I was taught, we are beyond the pale of rationality – we’re in the badlands of mental illness. Those who develop the disorder are therefore regarded as marginal too. As mental health professionals, we can’t really relate to them as we would other patients. We shouldn’t talk to them about their experiences. In my mind too are the warnings from my recent risk assessment training. Remain vigilant for possible trouble. Check for exits and position your chair accordingly.

But as Robert and I began to chat, I realised that the official version was nonsense. I saw that Robert could be eloquent and engaging, eminently capable of describing his feelings. And far from being irrational, those feelings made perfect sense in light of Robert’s life experiences. It’s a lesson that has guided my clinical work ever since. Whatever their situation, patients deserve clinicians’ respect, attention and care. Patients’ thoughts and emotions are important and meaningful and as therapists we are privileged to hear them. But we have to earn the right. We have to show that we can be trusted. That we are on their side. All this sounds obvious, I know. But as we’ll see later in this book, people with psychosis haven’t always been treated as they should by mental health professionals.

An infinite capacity for suspicion

Meeting Robert was my first encounter with persecutory delusions. But though my journey began with the severest type of paranoia, I’ve since learned that excessive mistrust is not confined to the psychiatric clinic. On the contrary, it is ubiquitous – it’s the lens through which so many of us view the world. The proportion of people like Robert treated for schizophrenia or other psychotic conditions is small: around 1 per cent of the population. But that’s the tip of the iceberg. They may never have been given a diagnosis, but somewhere between 1 and 3 per cent of people experience severe paranoia. Another 5 to 6 per cent of the population have delusions that are less severe but still distressing. And a further 10 to 15 per cent of people have regular, albeit milder, paranoid thoughts.

You don’t need to be a clinical psychologist to notice how widespread extreme mistrust has become. Look at the prevalence of conspiracy beliefs. In 2020, as Covid-19’s first wave wrought havoc across the world, I surveyed a representative sample of 2,501 adults in England. To my surprise and dismay, half of the participants endorsed at least one conspiracy theory. For instance, almost 50 per cent agreed to some extent with the idea that ‘coronavirus is a bioweapon developed by China to destroy the West’ and around one-fifth thought it possible that ‘Jews have created the virus to collapse the economy for financial gain’. A quarter of respondents were receptive to the idea that the virus had been manufactured by the United Nations and World Health Organization (WHO) in order to take control. Around 17 per cent believed, at least to some degree, that vaccination safety data are often fabricated; that the authorities are covering up the harm that immunisation can cause children; and that the government is hiding a link between vaccination and autism. A further quarter of respondents were neutral in their opinion, which means that only around two-thirds of people outright rejected these conspiracy beliefs. Almost 24 per cent thought that human-induced climate change is a hoax. Given that 17 per cent neither agreed nor disagreed, it seems that only 60 per cent of people appear to accept the scientific consensus. Unlike paranoia, which is all about feeling personally threatened, conspiracy beliefs conjure a more general and diffuse harm. Typically, that imagined harm involves a powerful minority covertly mistreating the rest of us. But paranoia and conspiracy beliefs are both varieties of mistrust. Sure enough, the people in my survey who endorsed the conspiracy theories were also much more likely to display paranoid thinking.

The picture was no more encouraging in March 2023 when I surveyed more than ten thousand UK adults chosen to be representative for age, gender, ethnicity, income and region. Asked whether over the past month people had laughed at them behind their back, a third believed this somewhat or totally. Thirty-eight per cent said they were either somewhat or totally certain that people had done things to annoy them and 27 per cent that someone wanted to hurt them. Twenty-eight per cent had been distressed because of persecution.

Who’s the rat?

‘So who’s the rat this time? I can say I definitely didn’t do it, ’cause I know what I did or didn’t do. But I can’t definitely say that about anyone else ’cause I don’t definitely know. For all I know, you’re the rat.’

Reservoir Dogs (1992)

Meanwhile in 1992, while I’m meeting Robert the UK is still simmering after weeks of rioting across multiple towns and cities. It’s a transatlantic echo of the disturbances in Los Angeles earlier that year following the acquittal of the Los Angeles Police Department officers who beat up Rodney King. In Sicily a car bomb kills the crusading anti-Mafia lawyer Paulo Borsellino, just a few weeks after his friend and colleague Giovanni Falcone met the same fate. In Wisconsin serial killer Jeffrey Dahmer is sentenced to life imprisonment for the murder of fifteen men. In July, three firebombs are discovered in the centre of Milton Keynes. At the end of October in London, IRA terrorists force a minicab to drive to Downing Street, where they detonate a bomb placed in the vehicle. (No one is hurt.) Meanwhile in the movies, a low-budget, blood-spattered gangster film by novice director Quentin Tarantino, Reservoir Dogs, opens in the US to modest box office interest.

In this context you may wonder what the problem is with mistrust. Isn’t it a sensible response to a dangerous world? It’s better to be vigilant than a victim, right? I’m not so certain. ‘Survival,’ wrote John le Carré, ‘is an infinite capacity for suspicion.’ But the character to whom he gives this line, Jim Prideaux, is an MI6 operative. Let’s not live our lives like characters from a spy novel. (Infinite suspicion doesn’t help Prideaux, who is betrayed by his best friend.) Let’s choose a different narrative, a kinder way to make sense of our experiences. It’s true, of course, that not everyone has our best interests at heart. Some threats, obviously, are real. And it would be naïve to accept as truth everything we read on the internet or indeed are told by those in power. But our wellbeing depends much less on suspicion than it does on the readiness to trust. I think Graham Greene was right: ‘It is impossible to go through life without trust; that is to be imprisoned in the worst cell of all, oneself.’

So many of my patients have seen their lives poisoned by paranoia. Isolated from the rest of society, they are prey to depression, insomnia, anxiety. These are relatively extreme instances, for sure. But, as we will see in this book, the damage caused by mistrust doesn’t stop at those with a diagnosis of psychosis. It’s far more widespread than that. Like some invisible corrosive, it eats away at both individuals and society. So we need to reject mistrust. Clearly, there are times and places when it’s wise to be wary. I wouldn’t walk down a dark alleyway at night. I would likely estimate risk rather differently if I lived in, say, Kabul rather than in Oxford. But we must judge each situation on its own merits, guided by hard evidence rather than emotion. And unless there are very good grounds to think otherwise, we should start from the assumption that we are safe. Paranoia is essentially an interpretation of events. Although we may not appreciate it, there are always alternative explanations. In deciding what’s going on, evidence is a much more reliable guide than fear. As the Russian proverb has it: trust, but verify. The alternative is to situate oneself in a world of jeopardy. It’s to see life as a perpetual battle against an implacable foe. Like the doomed gangsters in Reservoir Dogs, it is to be tormented by the question: who is the rat?

Paranoia and anxiety

Despite the damage caused by excessive mistrust, and though society is increasingly ready to talk about mental health, paranoia tends to be overlooked as a clinical problem. As a result, it’s mostly not well understood. (This is ironic given that the word ‘paranoid’ is constantly in use, typically as a synonym for ‘afraid’.) Back in 1992, even among psychologists and psychiatrists there was scant interest in paranoia. As we’ll see in Chapter 3, the problem was generally pigeonholed as a symptom of schizophrenia. Because schizophrenia is a disorder that affects a relatively small proportion of people, it was assumed that paranoia was similarly rare. Almost no one was concerned with understanding excessive mistrust in its own right: how it came about, what fuelled it, and what could be done to overcome it. Why should they be? What mattered, according to the then-conventional wisdom, was treating the patient’s schizophrenia.

I reflected on my meeting with Robert while taking the bus back to the Institute of Psychiatry. The traditional account of paranoia started to strike me as unsatisfactory. It didn’t fit with what I’d seen. And it didn’t do justice to Robert’s experiences. In fact, his behaviour reminded me of a much more everyday psychological problem than schizophrenia. By hiding away in the back of the house and only acknowledging callers who gave the special signal, Robert was trying to save himself from being killed or maimed. It was a textbook example of what I call a defence. In order to prevent ourselves or others from coming to some imagined harm, we modify our behaviour. We take precautions. The most common defence is simply to avoid the feared situation. But if that isn’t possible we might make sure that someone else is with us, or avoid eye contact with other people, or dress inconspicuously.

Over the years I’ve learned that where there’s paranoia, there are defensive behaviours. Pretty much every patient I see uses them. It’s not a surprise. If you feel threatened, embattled, assailed by forces you can’t hope to defeat, naturally you’re going to do whatever you think will keep you safe. But it’s not only people with persecutory delusions that use defences. The concept of ‘safety-seeking behaviours’ was developed by specialists in anxiety disorders – which, alongside depression, make up the majority of mental health cases. (Epidemiological studies have suggested that a third of people will experience an anxiety disorder at some point in their life: anxiety is everywhere.) Defences help people get through anxious situations. But they are a false friend. This is because what defences protect is not us, but our fears. They lock us into a narrative of threat because their use makes it impossible to judge whether we are truly in danger. The socially anxious woman who avoids speaking in meetings will never find out that, much to her surprise, no one laughs or yawns or demands to know who invited her in the first place. The man who crosses the street every time he spies a dog is deprived of the opportunity to discover whether his fear of being bitten is justified. And if Robert won’t allow anyone in without the special kitchen-window knock, he will continue to assume that this is an essential precaution. Only by lowering our defences can we learn that our interpretation is flawed, that we are safer than we think. This isn’t easy. Many of our defences will have taken root over several years. But unless we do so we will remain, at some level, in thrall to our fears.

Robert’s defensive behaviour made me wonder whether paranoia might be better understood in terms of anxiety, rather than as some mysterious by-product of schizophrenia. Meeting him had provided another clue too. Robert had told me that his fears about the government played on his mind virtually non-stop, shaping his behaviour and affecting his mood. He worried about what might happen to him when he woke up in the morning; when he saw people walking or driving past the house; when he turned off the lights at night. ‘I sometimes feel,’ he’d said, ‘as if I’m living in some kind of horror film. It’s like there’s no escape.’ But this kind of all-consuming worry isn’t as unusual as you might think. In fact it’s a routine feature of anxiety disorders. Fearful of harm to ourselves or others – which is, fundamentally, what anxiety in all its diverse forms boils down to – our thoughts constantly gravitate towards the imagined catastrophe. We may suspect that we’re getting things out of proportion. We may realise that there are more realistic ways of looking at the situation. And yet the pull of our worry is so powerful that it can seem impossible to resist.

Robert certainly looked anxious. Unfailingly polite, he was nevertheless often unable to focus fully on our conversation. Like a person with multiple diary commitments, Robert’s attention was required elsewhere. Mostly, he seemed preoccupied with his own thoughts. He sat on the edge of his chair, tense as if ready to jump up at any moment. While we spoke, he appeared to be simultaneously processing the noises of the house, the sounds of the street outside. Most psychiatrists back then would have put Robert’s anxious behaviour down to his persecutory delusions. He was fearful, they would have said, because he believed his life was in danger. To some extent, that interpretation was undoubtedly accurate. But what if there were more to it? Rather than being merely a side effect, could Robert’s anxiety have played a part in causing his delusions? I wasn’t thinking in terms of explaining the schizophrenia diagnosis. What fascinated me was Robert’s paranoia. Even then it felt like a thread that might prove critical in the fabric of his mental health problems.

* * *

Meeting Robert had a profound effect on me. It prompted my first tentative steps towards truly understanding mistrust: why it develops; why it can be so difficult to shake off; how widespread it is; its impact on both individuals and society in general; how it fits into the psychological universe; and – most importantly – how it can be overcome.

To answer those questions, I’ve approached extreme mistrust with the same methodology I would use for any other psychological problem: producing a definition; charting the prevalence; constructing and testing a theoretical model; and, based on that model, creating a carefully targeted therapy. I’ll take you through this process in the coming chapters – rather like completing a jigsaw puzzle on fast forward. On that journey, we’ll also explore the scale of mistrust in our society. We’ll see how suspicion is rife, how conspiracy theories circulate like never before, and how all too often emotion trumps evidence. I’ll show you how you can measure your own level of mistrust. And if it’s higher than you’d like, what you can do to remedy things. Because although mistrust can seem ingrained, things can change for the better. The success of Feeling Safe proves that even those whose lives have been swallowed up by paranoia can learn to trust again. This is what has happened for Jane:

My life is so incredibly different now … I am in control of my life now not my voices not my paranoia and not my worry but me. I know myself and can push myself far more than I ever have been able to previously. I am aiming to go to a festival soon something I have always wanted to do but never thought I’d be able to. My sleep is so good now. I have much better routines and as long as I stick to them my life flows better than it ever has.

Jane is now out and about, just as she wanted to be. Life is no longer the battle it once seemed. In the next chapter, we’ll find out more about the treatment that helped her make this breakthrough.
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Feeling Safe

‘I missed out on so many things in life. I missed out on meeting my friends, family events, meals, training, sports, I was just in a very paranoid state. Missed out on a lot of things. I lost contact with so many friends.’ 

Mason, Feeling Safe trial participant

In the thirty years since my encounter with Robert, I’ve met many other people whose paranoia is so overwhelming that they can scarcely leave the house. Unable to work, isolated from friends and family, almost half of patients with persecutory delusions are clinically depressed. This is a group that’s really struggling. In fact, their psychological wellbeing often ranks in the lowest 2 per cent of the population. As if that weren’t enough, people with persecutory delusions are more likely to develop a raft of serious but preventable physical problems, including high blood pressure, diabetes and heart disease. There are lots of reasons behind this, but one of them is undoubtedly the fact that it’s incredibly difficult to maintain an active lifestyle and healthy diet when you’re stuck at home and feeling low. You’re just not in the right frame of mind to take care of yourself.

Robert had been taking antipsychotic medication, but it wasn’t working well enough. I wish we’d been able to offer him the kind of psychological therapy that we can provide now. In my mind’s eye, I imagine doing the sorts of exercises with him I’ve done so often with patients in recent years. I’ve managed, for example, to persuade him to stand with me on his doorstep – the one at the front of the house, the one he associates with disaster (with violent death, in fact).

‘How are you feeling?’ I ask after a couple of minutes.

Robert is scanning the street. His eyes dart left and right. He’s shifting from foot to foot, as if the ground beneath him is red hot.

‘Um. I’m nervous, to be honest. My body feels wired. Buzzy. There are quite a few people walking down the street.’

‘What’s running through your mind about them?’

He smiles grimly. ‘Well, that man and woman over there showed up as soon as I opened the door. It’s like they were waiting for me. So I’m wondering what they’re up to.’

‘What do you think they might do?’

‘I dunno. But I feel like I should keep an eye on them.’

‘How about signs of safety? Do you see any of those?’

Robert looks around. ‘Um. Over by the bus stop – that woman with the toddler.’

‘You think she might be okay?’

‘Yeah, she’s got her child with her. She’s not looking towards me. She’s just going about her business.’

‘Good. And the lady over there – the one who’s just walked past the house?’

‘Yeah. I saw her. I thought she was okay. But then I think she did look round. So I’m not sure if she was looking at someone else.’

‘Okay. Is there anything bad happening?’

There is a pause. Robert seems to be carefully considering his reply. ‘Well, no one is doing anything bad right now.’

‘How does your body feel?’

‘It’s hard to describe. Like sort of racing inside. But it’s not as bad as when we first came out.’

‘So your body is telling you there’s danger. But otherwise what is going on?’

‘Um. Well, there’s not much, is there? People walking past occasionally. A little queue for the bus at the end of the road. Not much. Mind you, that guy has just stopped near the house so I dunno what he’s doing.’

‘And now?’

Robert smiles. ‘Yeah. As soon as I said that, he’s carried on walking. So yeah, I guess it’s sort of alright.’

‘Let’s just stand here for a little bit and see what happens.’

Robert nods. He’s still looking up and down the street, but his face doesn’t seem quite so taut with tension. He’s moved a little further forward too.

‘Let’s refocus on the safety now,’ I say after a minute or so. ‘What signs are there? What nice things are there?’

‘I dunno. It’s an alright street, I suppose. I quite like it. It’s got loads of trees. Just normal really – which is good, I think. People just doing their thing. No one’s really paying us much attention. It’s actually almost quite calm. Everyday life. Yeah.’

‘How’s your body in terms of the danger signals?’

‘Um. Much calmer than it was. Still sort of switched on a little. A bit ready, just in case. But it’s come down.’

‘And the thoughts about harm happening?’

‘Well, I can’t see anyone at the moment who looks like they might cause a problem. It seems alright at the minute. Yeah. It seems okay.’

The long road

‘[Feeling Safe] gives you a companion to share something. That’s where it begins because most of the people with these kind of psychotic things, the first thing they do is they don’t know who to share with.’

Rajiv, Feeling Safe patient

Back in 1992, hardly anyone had received cognitive behavioural therapy (CBT) for persecutory delusions. Robert was one of the first – he, like the research, was a trailblazer. That I happened to be working on the trial was a stroke of luck. In those days, schizophrenia was generally understood as a biological disorder: the result of a physical problem with the brain. Psychological perspectives didn’t really get a look in. That was certainly how the topic was addressed during my undergraduate degree, though even then it had seemed to me a strangely reductive approach. To my great fortune, the trial brought me into the orbit of a group of pioneering clinical researchers: Philippa Garety, Elizabeth Kuipers, David Fowler, Paul Bebbington and Graham Dunn. I sometimes wonder what I’d be doing now if my application to be their research assistant had been unsuccessful.

CBT for psychosis can certainly reduce paranoia, but for many people the benefits are modest. Nevertheless, in terms of mental health care it’s been a game-changer. In the early trials, we usually worked with long-term patients, people the psychiatrists had given up on. The fact that psychological therapy could help in these cases was a big breakthrough, not only for the patients but for mental health professionals too. The idea that psychotherapy might benefit people with psychosis began to seem less far-fetched. (And if it could help these patients, what might it do for people whose problems weren’t so ingrained?)

Yet for all the promise of CBT for psychosis, I was sure we could do better. How? What might move us forward? For me, it was the relationship between mistrust and anxiety that really opened the door. Paranoia can’t be reduced to anxiety, but recognising the similarities brings into play an incredibly rich storehouse of clinical knowledge and effective techniques. Because although anxiety problems are extremely common, they are also treatable. The best psychological therapies start from the insight that anxiety is a response to perceived danger. Sometimes, of course, that perception is correct and the threat is real. That’s why anxiety is adaptive: it can keep us alive. But not always. On occasion we get things wrong. We overestimate the likely threat. When that happens, anxiety ceases to be useful. In fact, it can be hugely disruptive – both in terms of our emotions (fear, worry, sadness) and our behaviour (think of Robert hiding away from the world). And all of it entirely unnecessary.

The remedy for anxiety problems is to help the patient learn that, despite what they may assume, they are safe. And it turns out that this approach is an extremely powerful way of overcoming paranoia too. The best way for the patient to learn they are safe is by experience. It means getting out there rather than staying in. Not discussing an activity in a consulting room, but actually trying it. And doing so without using defensive strategies. In time the person’s anxieties are crowded out by new memories of safety. Now this can be a gruelling process for patients. We don’t throw them straight in at the deep end. I wouldn’t start by asking someone like Robert, who’s been more or less housebound for years, to test out his fears by taking a rush-hour trip on the London Underground. Instead, I work with my patients to design a programme of activities that gradually increases in difficulty.

All the same, I’m asking people to attempt things they’d ordinarily avoid. Many patients have been experiencing persecutory thoughts every day for years – decades in some cases. Their fears are so deeply rooted that the patient can scarcely recall a time before the fears were present, nor believe that one day they could be gone.

Crucially, patients are often dealing too with a range of problems and experiences that block the new learning we’re aiming for. Perhaps they have been treated badly by other people and feel vulnerable as a consequence. If you’ve been bullied as a child, for instance, being wary of other people is an understandable response. Memories of that mistreatment may be continuing to upset them. They may be spending a lot of time worrying. They’re probably avoiding the places that trigger their paranoid thoughts. Sleep problems are common, as is low self-esteem. These ‘maintenance factors’ spark and strengthen persecutory delusions. So we’re not going to get far treating paranoia unless we deal with these other problems. Rather than being overwhelmed by their fears, we need to help people get into a psychological state that allows new learning to happen.

Feeling Safe is built on these two fundamental insights: that safety must be learned through practical experience and that this is most likely to happen when we sort out the other problems stoking a patient’s paranoia. Arriving at these insights and constructing a fully fledged therapy required years of effort. First, we needed to refine and rigorously test our new understanding of the causes of persecutory delusions. Next, we built and evaluated brief interventions to tackle each of those causes and show whether this affected people’s paranoia. I then had to figure out how to combine those interventions into the new six-month treatment. Finally, we needed to test that treatment. Patients were a crucial part of the design process. And we would not have got far without a succession of UK mental health funders – the National Institute for Health Research (NIHR), the Medical Research Council (MRC) and the Wellcome Trust – stepping up to the plate. But what’s it actually like to undertake the Feeling Safe programme? If you came to my clinic for treatment or (as is often the case) I and a colleague visited you at home, what could you expect?

Assessment time

As with any health intervention, my first step is to check whether the treatment is right for the individual. What problems do they want help with? Are they difficulties Feeling Safe is best placed to tackle? If so, does the person want to give it a go? Invariably people are pointed in my direction by their psychiatric team. But I still want to take the time to explain the therapy – to be as transparent as possible. And I want to discover exactly what difficulties the person is experiencing.

I begin by asking them to describe a recent experience of paranoia. (Some people live with almost constant paranoia, in which case I’ll suggest they focus on a particular recent moment.) One woman told me she’d lain awake the previous night worrying that poison gas was being pumped into her flat. Often the situation is more prosaic: feeling afraid while out shopping, for example. Sometimes it’s the journey to the therapy session that sparks the fear. I want as many details as possible. So we play it out, moment by moment: ‘Let’s start at the beginning. What were you doing just before you stepped out of your front door to come here?’ I draw out the context, the psychological processes, the decision-making. And, to be sure we’re both on the same page, I summarise what I’m hearing and how it seems to me. ‘So, you saw the man at the bus stop staring at you nastily? It meant that something bad was about to happen? That must have been really unsettling for you. But of course people often look in the direction of others. What made the look nasty?’

I am striving to see the world through the patient’s eyes – to walk for a while in their shoes. This is the key part of the assessment and it’s the element I like best. If I get it right, the person feels understood. They’re more confident that they’re working with a skilled professional. And together we’ve put in place a framework to guide the treatment over the weeks and months to come. There’s an additional benefit too. Therapists working with people who have persecutory delusions sometimes worry that they’ll become objects of fear themselves. But when we’re curious and caring about a patient’s experiences, and candid about how we see their situation and what can be done to improve it, it’s not paranoia that is fostered: it’s trust.

Typically, I’ll devote the first sixty-minute meeting to explaining the therapy, conducting the initial assessment and setting some high-level goals. Unless the patient wants more time on these preliminaries, my priority is to get on with active learning. To set a direction and begin the process of positive change. This is a much quicker therapeutic pace than usual for people with psychosis. But I know I’ll have ample opportunity to ask questions and refine my view as the sessions progress. And as we get to know one another better, that conversation tends to become increasingly open. One other reason I can get to the active therapy fast is that I’ll already have seen the questionnaires the person has completed before the first session. Questionnaires play a key part in assessing most mental health problems. The best of them have been developed by testing with hundreds of patients and thousands of other people from the general population. But when I began researching paranoia, I couldn’t find a high-quality assessment tool. Those that did exist were now pretty dated. They weren’t based on a clear definition of the problem. So we badly needed a new questionnaire, one that reflected our new understanding of paranoia. This meant, among other things, sensitivity to the broad spectrum of paranoia rather than just the most severe instances. That ground-breaking assessment tool was developed in 2007. The work was led by Catherine Green, a student of Philippa Garety’s, Elizabeth Kuipers’ and mine at the Institute of Psychiatry. After a decade of use, and having obtained data from thousands of people, we were able to revise the questionnaire to improve it, and you can try it now (see Table 1). As you answer the questions, think back to your experiences over the past month.
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To calculate your score, simply add up the totals for each part of the questionnaire. Scores of 0–9 for Part A and 0–5 for Part B are in the normal range. People with an elevated level of paranoia typically score 10–15 on Part A and 6–10 on Part B. Scoring 21–24 on Part A and 18–27 on Part B indicates severe paranoia – the kind that most of my Feeling Safe patients present with.

Using a market research company, I gave this questionnaire to a representative sample of the UK adult population in March 2023. Table 2 shows how those ten thousand people scored:

[image: Image Missing]

[image: Image Missing]

Like I say, there’s an awful lot of mistrust around.

Of course, we’re not just keen to measure paranoia. We also want to find out if the person is experiencing other difficulties that make it hard to learn that they’re safe. We have a much better chance of dealing with someone’s persecutory delusions if we can first make progress with these additional problems. In Feeling Safe, patients get to choose from modules designed to improve sleep, reduce worry, boost self-confidence, help them cope better with hearing voices, and make new learning about safety. Why these modules? Well, from clinical experience I knew these were common issues for people with persecutory delusions – issues for which they wanted (but seldom received) treatment. They were plausible factors in the development and maintenance of paranoia. And they were problems I was confident we could tackle with psychological therapy.

To follow up on these insights from my clinical work, together with the main Feeling Safe trial we conducted a large survey with 1,800 people being treated in services for psychosis. Of the patients with persecutory delusions, almost 80 per cent were worrying excessively. Sixty-five per cent were sleeping badly; a similar proportion frequently heard voices. Almost 54 per cent reported very low psychological wellbeing and a similar proportion had a strongly negative view of themselves. We asked the patients what they would most like help with. Again, of those with severe paranoia three-quarters wanted to worry less; over 70 per cent wanted to feel happier, safer and more self-confident; two-thirds were keen to improve their decision-making; 64 per cent wanted to be more active; and a similar number wanted to sleep better, and to cope better with their voices.

Alongside the assessment conversation, we use a range of questionnaires to help decide which modules a patient might want to tackle. You can try some of them now. First up is the Oxford Positive Self Scale (Table 3), a questionnaire we devised to gauge how people feel about themselves. If you’d like to complete this short version, focus on the past seven days. To work out your score, just add up your marks – which could be a maximum of 32. The higher it is, the more self-confident you are. A score of 16 or under puts people among the lowest third of the population for levels of positive self-belief.
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Another measure we developed is the Dunn Worry Questionnaire (see Table 4). It’s named after the late Graham Dunn, a wonderful methodologist and statistician – and a mentor for me – who died in 2019. Graham helped work on the psychometric techniques used to compile the questionnaire. Base your answers on your experiences over the past month. A total score of 21 or more suggests clinically high levels of worry.
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Our offer to patients is straightforward: we are experts at helping people feel safer. That in turn will make you happier and allow you to do more of what’s important to you. The patient decides what those activities are. They set the goal: what is it they’d like to be able to accomplish that they can’t do now? For some people the objective is as basic as leaving the house. For others it might be taking public transport, seeing friends and family, or getting back to education or work. How many – and which – modules they tackle is their choice. That said, I encourage everyone to complete the Feeling Safer module. It’s the cornerstone of the therapy: the module that focuses on learning safety. Typically, patients work through two or three additional modules over the six months of the programme. Every week they meet with a therapist, who they can also contact by text and phone. We organise regular calls in between sessions. Meanwhile, patients undertake homework practising the techniques they’ve learned in the face-to-face meetings. It can be pretty full-on. But we aim to be alongside the patient throughout the process. And the results can be life-changing.

Mason’s story

‘[I was] too paranoid about going out. Thinking that someone’s going to stab me or start a fight. So I was housebound. I missed out on a lot of family events. I’d be very shy. I’d stay in my room when visitors would come to the home. Purely paranoia … I couldn’t sleep. And when you’ve been without sleep for two or three days you start hallucinating. It’s quite horrible. Sleeping in the day from 9 a.m. to 5 p.m., which is the time people are working and I’m asleep. I’d wake up and during the winter it was dark – so I’d slept through the daylight. There was so much worry on my mind that I couldn’t sleep. I’d lie in bed, and I’d be thinking: “Tomorrow something’s going to happen”. It would play on my mind 24/7. I couldn’t enjoy the things I used to.’

Mason, though a very talented person, had been at an extremely low ebb before beginning the Feeling Safe treatment. Having struggled with paranoia for several years, by the time we met Mason had withdrawn from the world. Holding down a job had become impossible. So too was any form of social life. It was all simply too frightening. He spent his days in his bedroom, sleeping at all hours and worrying when awake.

Initially Mason had been dubious about Feeling Safe. Committing to a long and demanding course of treatment requires energy and resilience. Understandably, he wasn’t sure he had much of either. When he did eventually sign up, there was no miraculous overnight transformation. Progress was gradual, as it often is. As therapists, we must find the pace that fits the patient. But Mason was determined and, step by step, he moved forward: ‘Initially I was housebound, and the therapist would come visit my home. We’d have a chat and build up trust and rapport. It took a while but eventually I got convinced to go for short walks. The short walks were great. They helped me lift my paranoia.’ Building rapport with patients is critical. But it can take time. Many psychosis patients have been in the mental healthcare system for decades and feel they have little that is positive to show for it. They can be cautious, sceptical, reserved. Like many Feeling Safe patients, Mason emphasised the importance of forming a strong relationship with his therapist: ‘Talking to someone who can understand you after building trust is just brilliant. Really brilliant.’

As with all the Feeling Safe patients, I conducted an initial assessment with Mason. Present
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