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• Mental disorders are common

• Mental disorders are treatable

• Most mental disorders are curable, or at least can enter a phase of 
remission

• So in what circumstances might they be permanently disabling?

• And how do we know when they are?

• What evidence should we look for, and how should it be assessed?



• Presentation

• Discussion



Symptoms and illness behaviour commonly associated with long-term 
stress-related sickness absence

• Anger

• Disaffection/embitterment

• Thoughts of destruction to self and/or others

• Impulsivity

• Mistrust

• Social withdrawal

• Self pity

• Sense of being wronged

• Frustration

• Not in control

• Substance misuse



Long-term sickness absence

• Mental disorders most commonly associated with long-term sickness 
absence:

• Adjustment disorder

• Mixed anxiety and depressive disorder

• Depression

• Anxiety disorders – generalised anxiety, phobias, obsessional anxiety

• Mental disorders associated with stress

• Adjustment disorder

• Post-traumatic stress disorder



Adjustment disorder, ICD-10, F43.2

• States of subjective distress and emotional disturbance, usually interfering

with social functioning and performance…

• …arising in the period of adaptation to a significant life change or to the

consequences of a stressful life event

• Individual predisposition or vulnerability

• Would not have arisen without the stressor



• Manifestations include depressed mood, anxiety, worry, a feeling of

inability to cope, plan ahead, or continue in the present situation, and

some degree of disability in the performance of daily routine

• The individual may feel liable to dramatic behaviour or outbursts of

violence, but these rarely occur. However, aggressive or dissocial

behaviour may be an associated feature



• Relationship/marital difficulties

• Alleged bullying at work

• Work-related stress

• Physical illness

• Financial problems

• Family illness

• Exposure to trauma that does not meet criteria for PTSD

• Abnormal grief reaction



• Onset usually within 1 month of the occurrence of the stressful event or life

change, and the duration of symptoms does not usually exceed 6

months, except in the case of prolonged depressive reaction



• F43.20 Brief depressive reaction

• F43.21 Prolonged depressive reaction

• F43.22 Mixed anxiety and depressive reaction

• F43.23 With predominant disturbance of other emotions

• F43.24 With predominant disturbance of conduct

• F43.25 With mixed disturbance of emotions and conduct



Prolonged depressive reaction

• “A mild depressive state occurring in response to a prolonged exposure 
to a stressful situation but of duration not exceeding 2 years”

• “If the symptoms persist beyond this period, the diagnosis should be 
changed according to the clinical picture present…”



Differential diagnosis

• Normal reaction to stress

• Major depression or other symptom-related disorder, e.g. generalised 
anxiety disorder

• Major depression or other symptom-related disorder in evolution

• Emotionally unstable personality disorder

• PTSD

• Acute stress reaction

• Substance misuse

• Dysthymia



Treatment and prognosis of adjustment disorder

Treatment

• Removal from/deal with the stressor

• Psychological therapy

• Antidepressants

• Treat any associated condition, e.g. substance misuse

Prognosis

• Chronic stress

• After 2 years depends on the prevailing symptoms



Mixed anxiety and depressive disorder, ICD-10, F41.2

• Symptoms of both anxiety and depression are present, but neither set of 

symptoms, considered separately, is sufficiently severe to justify a 

diagnosis 

• Some autonomic symptoms (tremor, palpitations, dry mouth, stomach 

churning, etc.) must be present, even if only intermittently; if only worry or 

over-concern is present, without autonomic symptoms, this category 

should not be used  



• If symptoms that fulfil the criteria for this disorder occur in close 

association with significant life changes or stressful life events, category 

F43.2, adjustment disorders, should be used 

• Individuals with this mixture of comparatively mild symptoms are frequently 

seen in primary care, but many more cases exist among the population at 

large which never come to medical or psychiatric attention



• Most likely diagnosed after the two year time limit for Adjustment 
Disorder with prolonged depressive reaction



Treatment

• Symptomatic

Prognosis

• Good for each episode

• More likely than not to recur



Depression, ICD-10, F32

• Mild, moderate, severe

• With or without somatic syndrome

• With or without psychotic features



Prognosis of depression

• Outpatients on a waiting list show a 10-15% reduction in symptoms within 

a few months - approx. 20% no longer meet full criteria for a depressive 

disorder 

• Median duration of an episode 23/52, with the highest rate of recovery in 

the first 3/12

• General population studies indicate that 50% recover (whether treated or 

not) and remain well - 50% will have at least one more episode  

• Recurrence is more likely if symptoms have not fully resolved with 

treatment



STAR*D study (Sequenced Treatment Alternatives to Relieve Depression)

• Largest prospective clinical trial, 2006

• Psychiatric and primary care clinics in USA

• Entry criteria broad and inclusive - naturalistic

• Several levels of treatment

• Outcomes were complete remission as well as response

• 70% who remained in the study became symptom free

• Average time to achieve remission was 7 weeks



Refractory depression

Maudsley prescribing guidelines

• After two or three sequential antidepressants and 12 weeks

• Adjunctive treatment

• Lithium/ECT/antipsychotic/tri-iodothyronine

• Combination antidepressants

• Psychological therapy 



Recurrent  depressive disorder, ICD-10, F33

• Repeated episodes of depression without any history of independent 

episodes of mood elevation and overactivity that fulfil the criteria of mania

• 80% of those experiencing their first major depressive episode will 

experience  at least one more during their life, with a lifetime average of 4 

episodes

• Recovery usually complete between episodes

• Minority of patients may develop a persistent depression 

• Individual episodes of any severity are often precipitated by stressful life 

events



Response to a stressful event/trauma

• “Flashbacks" or dreams (episodes of repeated reliving of the stress/trauma 
in intrusive memories) 

• Persisting background of a sense of "numbness" and emotional blunting 

• Detachment from other people 

• Unresponsiveness to surroundings 

• Anhedonia 

• Avoidance of activities and situations reminiscent of the trauma 

• Fear and avoidance of cues that remind the sufferer of the original 
stress/trauma



• Autonomic hyperarousal with hypervigilance

• Enhanced startle reaction

• Insomnia  

• Anxiety and depression

• Suicidal ideation not infrequent 

• Excessive use of alcohol or drugs may be a complicating factor  



Post-traumatic stress disorder, ICD-10, F43.1

• “Delayed and/or protracted response to a stressful event or situation 

(either short- or long-lasting) of an exceptionally threatening or 

catastrophic nature, which is likely to cause pervasive distress in almost 

anyone…

• …(e.g. natural or man-made disaster, combat, serious accident, witnessing 

the violent death of others, or being the victim of torture, terrorism, rape, or 

other crime)”  



Diagnostic guidelines

• Should not generally be diagnosed unless there is evidence that it arose 

within 6 months of a traumatic event of exceptional severity 

• 25-30% of people witnessing such an event will go on to develop PTSD

• Careful analysis of the diagnosis and its context is fundamental



• Just because there are flashbacks, nightmares, hypervigilance, emotional 
numbness, anxiety, avoidance…

• …does not mean it has to be PTSD

• Adjustment disorder, severe depression, anxiety disorders, grief reactions 
can all present with ‘PTSD’-type symptoms

• ‘A stressful event or situation…of an exceptionally threatening or 
catastrophic nature, which is likely to cause pervasive distress in almost 
anyone…’ (ICD-10)

• ‘A potentially traumatic stressor should include exposure to: death, 
threatened death, actual or threatened serious injury or actual or 
threatened sexual violence’ (DSM-5) 



Prognosis of PTSD

• 2/3 recover

• 1/3 remain symptomatic for 3 years or longer



Treatment of PTSD

• Trauma-focused CBT

• Eye Movement Desensitisation and Reattribution (EMDR)

• Hypnotic medication for sleep disturbance

• After 3 months post-trauma

• Drug treatment evidence base growing

• 2nd line treatment

• If little or no benefit from psychological therapy or co-morbid 

depression



Establishing the evidence for permanence

• Is the diagnosis correct (c.f. PTSD vs Adjustment Disorder)?

• Has all relevant information been made available from all sources?

• Has the individual had recommended treatment by clinicians who are 
sufficiently qualified?

• If so, has the treatment followed an evidence based stepwise progression? 

• What are the employment factors and has there been an attempt to 
address these in order to enable a return to work?

• Has there been collaborative involvement of occupational health?

• Is there a personality disorder or personality difficulties?



Ill-health retirement in police officers

• Case law illustrates the complexity and the challenge of determining 
whether or not an individual satisfies criteria for ill-health retirement

• Particularly the issue of permanence



Criteria

In order to determine whether an officer is entitled to an ill health award it is 
necessary to ask three questions:

1. Does the police officer (or former police officer) suffer from an infirmity of 
mind or body?

2. Does that infirmity cause the police officer to be unable to perform his 
duties as a police officer?

3. Is that inability to perform the duties as a police officer likely to be 
permanent?



• Definition of infirmity in Reg A12(5) is wide:

• It includes “mental disorder, injury and condition” 

• No apparent restriction on the mental disorders covered in the 
definition



R (Northumbria Police Authority) v Broome [2006] ICR 555

PC Madeline Clementson

• dragged along the road by a suspect’s van 

• panic disorder and agoraphobia along with an intractable antipathy 
towards her police role

• Although her physical injuries had not made her permanently incapable of 
performing her duties, she was plagued by symptoms of low mood and 
anxiety which could be worsened by a return to police duties



PC Alison Doyle

• Several factors stopping her from returning to work including spinal pain, 

vulnerability to anxiety and “…an enmity towards Northumbria Police as an 

organisation” 

• “…Such an entrenched aversion to going back to police duties of any sort 

that the prospect of doing so might well trigger mental ill-health”



• Both deemed to be permanently disabled and given medical retirement

• Acknowledged that their psychological and physical problems would not 
be an obstacle to employment outside the Police Force

• Judicial review to challenge the validity of those conclusions



Judicial review

• Both PCs lost the judicial review because neither had a definitive medical 

diagnosis 

• Permanent disability certificates overturned

• ‘“Vulnerability”, “enmity”, and “intractable antipathy” do not appear in 

internationally authoritative guides available to doctors such as ICD-10 

and DSM-IV’”

• “…vulnerability and disability are distinctly different”



Lesson

• Make a diagnosis within ICD-10 or DSM-5



R (Sidwell) v Police Medical Appeal Board v The Chief Constable of the 
Derbyshire Constabulary [2015] EWHC 122 (Admin)

DS Andrew Sidwell

• Marriage failing 

• Made homeless 

• Forced transfer to another department 

• Anger, resentment, embitterment and antipathy towards Derbyshire police.

• Diagnosed with “situational anxiety disorder”  

• Medical retirement refused - ‘situational anxiety … is not permanently 
disabling’



• Another consultant psychiatrist: ‘…anxiety is severe enough to approach 

phobic intensity.  However I could find no evidence of significant underlying 

psychiatric illness or impairment’

• PMAB consultant psychiatrist panellist stated, ‘I would classify him with an 

ICD-10 diagnosis of Anxiety Disorder, Unspecified (F44.9)’

• PMAB concluded that successful treatment of his condition was ‘not 

unlikely’ and that therefore ‘he is not suffering a permanently disabling 

psychological condition’

• Appeal dismissed and medical retirement refused



• Unsatisfactory Performance Procedures (UPP) against DS Sidwell citing 

inadequate attendance at work

• Federation instructed consultant psychiatrist (Dr Qureshi) diagnosed a 

permanently disabling chronic phobic anxiety disorder

• ‘…as a result of stress and anxiety related to work experiences over a 

number of years. The condition has now entered a chronic phase…’ 



• ‘Secondary diagnosis of  Mixed Affective Disorder (predominantly anxiety) 

with depressive reaction, characterised by anxiety, depressed mood, 

inability to relax, sense of foreboding and helplessness, insomnia…’

• ‘…His experiences at work have caused cumulative trauma and distress 

which has been further compounded by the inability of the Police Force to 

deal with the problem effectively and has resulted in him feeling 

marginalised, a scapegoat and humiliated and has affected his 

personality…’



• ‘His condition is situational and specific to his workplace which is anxiety 

provoking and is mentally disabling causing him bodily symptoms like 

sweating, palpitations and flutters…

• …He no longer has any trust in the Police Force to give him support and 

respect and he feels abused and traumatised… 

• …There is evidence that any desire on the part of the Police Force for him 

to return to work would simply not be conducive to his mental health and 

may adversely impact on his emotional and personal life’ 



Selected Medical Practitioner

• ‘…DS Sidwell would have difficulty in returning to work in the police as his 
symptoms would almost certainly get worse unless his view of the police 
changed…further treatment is available that would lead to an improvement 
in DS Sidwell’s condition, provided he left the police…

• …DS Sidwell’s symptoms are due to vulnerability rather than disablement. 
Also, I agree that the employment situation has caused the medical 
symptoms…

• …He has a vulnerability to being in the police but does not have a 
permanent disablement.’



Another PMAB held

• Panel psychiatrist (Dr Nehaul) disagreed with the diagnosis of Mixed 

Affective Disorder  - no evidence of mania

• F31.6  Bipolar affective disorder, current episode mixed

• ‘… at least one manic, hypomanic, or mixed affective episode in the 
past and currently exhibits either a mixture or a rapid alternation of 
manic, hypomanic, and depressive symptoms’

• Dr Qureshi agreed and changed the second diagnosis to Mixed Anxiety 
and Depressive Disorder



• The Board concluded unanimously: ‘Whilst having enormous sympathy for 
the position in which Mr Sidwell finds himself…he does not have a 
permanent  disabling  medical  condition  which  would  prevent  him  from 
carrying out the ordinary duties of a Police Officer and therefore the appeal 
is rejected’

• Judicial Review - Mr Justice Mostyn rejected the claim that the PMAB’s 
decision was wrong and decided that the Board was entitled to prefer the 
opinion of Dr Nehaul to that of Dr Qureshi as to whether there existed a 
medical condition which caused the relevant inability



Lesson

• Make sure the diagnosis fits the facts

• From 5 Consultant Psychiatrists we have 8 diagnoses/conditions!
• Situational anxiety disorder
• Phobic anxiety
• Anxiety disorder (unspecified)
• Chronic phobic anxiety disorder
• Mixed affective disorder
• Mixed anxiety and depressive disorder
• Situational anxiety
• No permanent disabling medical condition



Sharp v West Yorkshire Police & Anor [2016] EWHC 469 (Admin) (07 March 
2016)

• Born on 5th December 1963

• Serving police officer with the West Yorkshire Police Force for a period of 

about 15 years from 1996 until 2011

• Suffered from anxiety on a number of occasions before he joined the 

police 



• In 2000, off work for 10 weeks 

• Reports of stress in 2001 and 2002

• Off work for an unspecified period in 2004 and approximately 5 months in 

December 2005 after the death of his father 

• Suffering from stress in September 2006

• Returned to work part time



• Off work in March 2008 for a period of approximately 7 months

• August 2010 was the last time he worked for the police

• Capability proceedings instituted against him

• Resigned on 4 November 2011 the day before the hearing was due to take 

place



• Application for ill health award refused by the SMP

• Appealed 

• Appeal evidence supported by report from Professor Rix, a consultant 

forensic psychiatrist, who gave a diagnosis of Recurrent Depressive 

Disorder (F33.4 ICD-10) 



• ‘But for the Appellant’s attitude, he would have suffered little or no 
psychiatric disorder. 

• The key to understanding the course of the Appellant’s condition is his 
‘paranoid’ attitude… His perception, in one word, is that he has been 
wronged.  It does not matter whether or not he has been wronged.  What 
matters is his perception. 

• But for his attitude, the probability is that his condition would have run a 
much more benign course and would not have been an obstacle to a life-
long career in the police.’



• ‘Although the Appellant is at this moment well enough to resume the 

ordinary duties of a member of West Yorkshire police (hypothetically if he 

was to return to work) it is only a matter of time before his attitude will 

interact with management approaches resulting in the development of a 

mental infirmity and an inability to work as has happened repeatedly 

already’



• ‘It is inevitable that if the Appellant returns to work, sooner or later he will 

become unable to work and unable to perform the ordinary duties of a 

member of the Force”

• “The Appellant’s core disablement is his attitude.  Someone with a 

Recurrent Depressive Disorder and no underlying personality [difficulties] 

can function successfully for the rest of their life.  There will be no 

disability.  Having regard to the Appellant’s core attitudinal problems, it will 

be only a matter of time before he finds that he has hit the buffers.’



• ‘The primary issue appears to be whether or not the Appellant is 
permanently disabled… 

• …Critical to this is the Appellant’s vulnerability.  That vulnerability is his 
paranoid attitude. This is a permanent feature of his character or 
personality.  It is when that attitude engages with management, as 
inevitably it would, that the Appellant would suffer a recurrence of his 
depressive disorder and be unable to perform all of the ordinary duties of a 
police officer…  

• …It therefore appears to me that the issue for the Board will be whether or 
not such vulnerability in itself amounts to a permanent disability for the 
purposes of the Regulations’.



The PMAB rejected the appeal

• ‘A ‘paranoid attitude’ is not a permanent disablement…

• …Diagnosis of a recurrent depression by itself is not sufficient to conclude 

that it would render an officer permanently disabled…

• …The additional element of a paranoid attitude does not…make this a 

permanent disablement…

• …The Board does not consider such attitude to be immutable’



• ‘Whilst his attitude may indeed make him more vulnerable to further 

episodes of depression, the Board does not consider such attitude 

equates to an infirmity with regards to the Police Pension Regulations… 

• …Likewise vulnerability arising from this attitude would not be regarded as 

permanently disabling.  This is consistent with the case law on 

vulnerability.’



What is a paranoid attitude?

• ‘a settled way of thinking or feeling about something’

• Mistrust, hypervigilance, difficulty with forgiveness, defensive attitude in 
response to imagined criticism, preoccupation with hidden motives, fear of 
being deceived or taken advantage of, inability to relax, argumentative



PMAB Regulation 32 reconsideration

PMAB panel stuck to its original decision to reject the application

• No suggestion of mental disorder such as personality disorder

• “Though mention of paranoid attitude in reports may suggest possibility of 

a personality trait, it would not amount to a disorder in the context of this 

case…  

• …The Board does not agree that likelihood of recurrence and persistent 

illness and ensuing disability despite optimal treatment is so strong, in this 

instance as to fulfil the criteria for permanent disability”



Judicial Review

• Argument that both the Broome, Clementson & Doyle and the Sidwell case 
was applicable to Sharp was rejected

• Judge Brehens found in favour of Sharp and overturned the PMAB 
decision:

• ‘I  am  satisfied  that  the  PMAB  ought  to  have  held  that  Mr  
Sharp’s  recurrent depressive disorder was an infirmity… It was 
unnecessary and wrong to go on to consider whether his paranoid 
attitude was also an infirmity.  It was a cause of the infirmity not the 
infirmity itself…

• …Mr  Sharp’s  paranoid  attitude  is  one  of  the  causes  of  the  
severity  of  the recurrent depressive disorder.’



• Paranoid attitude is not an infirmity but is permanent and comes into play 
upon a return to work, causing the mental infirmity to recur and leading to 
disablement

• Is a paranoid attitude immutable, or is it amenable to “treatment” –
particularly if not part of a personality disorder? 



Lesson

• What does this mean for police officers who feel embittered, 
disaffected and full of enmity and are on long-term sickness 
absence?

• Is this how we explain permanence?



Thank you

• Discussion


