:\' frontiers
in Psychiatry

ORIGINAL RESEARCH
published: 08 June 2020
doi: 10.3389/fpsyt.2020.00509

OPEN ACCESS

Edited by:
Manuel Trachsel,
University of Zurich, Switzerland

Reviewed by:

Mattias Strand,

Karolinska Institutet (Kl), Sweden
Astrid Gieselmann,

Ruhr University Bochum, Germany

*Correspondence:
Axel Liégeois
axel. liegeois@kuleuven.be

Specialty section:

This article was submitted to
Psychosomatic Medicine,

a section of the journal
Frontiers in Psychiatry

Received: 30 January 2020
Accepted: 18 May 2020
Published: 08 June 2020

Citation:

Decorte I, Vertaillie F, Moureau L,
Meynendonckx S, Van Ballaer K,
De Geest | and Liégeois A (2020)
Oyster Care: An Innovative Palliative
Approach towards SPMI Patients.
Front. Psychiatry 11:509.

doi: 10.3389/fpsyt.2020.00509

Check for
updates

Oyster Care: An Innovative Palliative
Approach towards SPMI Patients

lise Decorte, Francoise Verfaillie?, Loic Moureau?, Sandrine Meynendonckx?,
Kim Van Ballaer’, Isabelle De Geest* and Axel Liégeois®*

" OPZ, Geel, Belgium, 2 Gezondheidszorg Bermhertigheid Jesu, Brugge, Belgium, 3 University of Antwerp, Antwerpen,
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Oyster Care is the result of the search by caregivers in Flanders, Belgium, to develop quality
care for patients with a Severe and Persistent Mental liness (SPMI). This article offers a
conceptual analysis of the Oyster Care model, based on experiences, analysis, and reflection
of the authors, and on several examples. The starting point of the development of this new
care model is the complex and difficult context of the care for SPMI patients. Their needs and
suffering are very challenging on account of a wide variety of causes. At the same time they are
in danger of being neglected by the care system. Paradoxically, the development and
implementation of psychosocial rehabilitation in Belgian mental health care puts the care for
these patients under pressure. In practice, they are often exposed to over- or under-
treatment. Another aspect that has influenced the search for more qualitative care in cases
of severe psychological suffering in general and palliative approaches in particular is the
background of the legal regulation of euthanasia in Belgium. Oyster Care is an innovative form
of the palliative approach and philosophy, tailored to the specific target group of SPMI
patients. The caregivers create an “exoskeleton” or “shell” in which SPMI patients can “come
to life”: they are mainly dependent on the “external structure” they receive in order to function,
rather than on the “internal structure” of their abilities. It is a dynamic approach that responds
to the needs, possibilities and pace of each patient: within this safety, people can fold back or
take new steps. Oyster Care is also a hoalistic care approach, based on four pillars: physical
care adequately responding to the somatic impairments of these patients; psychological care
changing the scope of therapy by focusing on mental comfort and wellbeing; social care
providing a structure of daily activities and contacts; existential care enhancing the experience
of life as valuable and meaningful. The wellbeing of patients is paramount and requires a
range of interventions, such as a highly personal approach, a flexible dealing with rules, a great
dose of creativity in everyday life, extensive expertise in somatic care, and specific attention to
existential needs and the search for meaning. The development of this care model in a number
of care units in Flanders increases the welloeing of the patients and creates a significant
positive dynamic among caregivers. However, more research and resources are needed to
further develop and integrate this model.

Keywords: Severe and Persistent Mental lliness, palliative approach, Oyster Care, holistic care, mental
health, psychiatry
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INTRODUCTION

Caring for patients with a Severe and Persistent Mental Illness
(SPMI) is a major challenge. Woods et al. (1) define people with
SPMI as patients suffering from a prolonged or recurrent mental
illness, who are impaired in activities of daily living and who
require long-term treatment. Most authors mention bipolar
disorders, major depression, schizophrenia, and anorexia
nervosa as common diagnoses (1-3). Other diagnoses have
been noted both in the practice of caring for SPMI patients
and in specialist literature: these are mainly personality disorders
and anxiety disorders, but also chronic addictions and autism
spectrum disorders (4). Most of the SPMI patients suffer from a
combination of different disorders. As a result, patients’
problems are deeply complex in nature. They often exhibit
disruptive, destructive or self-destructive behavior and have
therapy-resistant, severe psychological and socially disabling
symptoms. They have complex care needs in many areas of
life. For these patients, the treatment options are limited or do
not even seem to exist. Their psychological suffering is severe,
and a substantial subgroup needs permanent and intensive
residential care.

Caregivers observe that these patients are admitted repeatedly
and for a long time throughout their lives. They get stuck in
treatment and psychosocial rehabilitation efforts at an early
stage. Often, these patients do not reach remission or recovery.
In some cases, the development of the care relationship fails and
the caregivers become demoralized (5). There is initially a risk of
overtreatment due to the persistent continuation of unsuccessful
strategies. Later in the care process, the risk of neglect arises:
SPMI patients end up in care units with a lower supply of care,
where investments in therapeutic support are more limited, the
staff is less therapeutically qualified, and the infrastructure is less
adapted (6).

The development and implementation of the recovery model
and psychosocial rehabilitation have been important steps in
mental health care. An interesting initiative that promotes
recovery and psychosocial rehabilitation for people with SPMI
is the Active Recovery Triad (ART): long-term intensive care
with a focus on increasing involvement in daily life, reducing
pressure and coercion, and offering a hopeful perspective (7). In
this specific population with refractory symptoms, however, the
usual approaches of recovery and psychosocial rehabilitation
alone are often not sufficient to improve wellbeing. These
patients need permanent residential support. It is difficult for
them to find a satisfying and meaningful existence because of
their suffering, their living conditions, and their extensive loss
experiences (8).

The situation of some of the SPMI patients can, in a certain
sense, be compared to cancer patients in the 20th century.
Oncological treatments were no longer effective and patients
suffered from the side effects like fatigue, nausea, joint pain, etc.
Otherwise, there was therapeutic nihilism: there was “nothing”
more that could be done. Palliative care originated in that tension
between therapeutic stubbornness and nihilism. Initially,
palliative care was aimed at patients in a terminal state. The
novelty of the approach was to abandon the original goal of

prolonging life, and to focus on quality of life. Palliative care has
meanwhile evolved into an evidence-based medicine that
nevertheless often prolongs life by aiming at quality of life.
Under the current approach of the WHO (9), palliative care
should not be linked a priori to terminal situations. Palliative
care also addresses early-stage and non-terminal conditions in
any chronic disease for which there is no longer specific
treatment. The treatment is often not discontinued but there is
a transition in which the focus gradually shifts more to care
instead of cure.

The same applies to SPMI patients who have become resistant
to therapies. On the one hand, caregivers run the risk of
therapeutic stubbornness by continuing to offer the same
treatments without effect. On the other hand, as a reaction to
this stubbornness, they tend towards therapeutic nihilism by
foregoing any further treatment. In this area of tension, however,
there is an opportunity to do something new.

This tension prompted caregivers to develop Oyster Care in a
number of psychiatric hospitals in Flanders, Belgium. The
objective of this article is to introduce this innovative palliative
approach towards SPMI patients. The article has the following
structure. First we briefly sketch the development of the concept.
Then we make a thorough analysis of the concept. Finally we
formulate some conclusions.

DEVELOPMENT OF THE CONCEPT
Origin and Background

In Belgium, since the euthanasia law of 2002, people in a
medically hopeless situation with persistent and unbearable
physical or mental suffering that cannot be alleviated, can have
euthanasia performed by a physician under certain legal
conditions (10). This possibility confronted caregivers and
researchers with the question whether there is a palliative
response to unbearable psychological suffering.

In September 2011, the “Committee for Palliative Care and
Psychiatry” was established within the Flemish Federation for
Palliative Care. This Committee brought together both caregivers
and researchers from the psychiatric and palliative world. The
authors of this article belong to this Committee. They
investigated the domains where palliative and psychiatric care
meet. They explored not only the question of palliative
possibilities in the case of a euthanasia request. They also paid
attention to psychiatric patients who end up in a palliative and
terminal situation because of a somatic or psychiatric disorder,
such as addiction or anorexia nervosa. Finally, they also
addressed the situation of SPMI patients who do not ask for
euthanasia but who are suffering unbearably, appear to be
resistant to psychiatric treatments and for whom the question
of quality of life arises.

In the same period, in Belgium, in the context of the
development of community-based mental health care and the
recovery movement, psychiatric hospitals were encouraged to
reduce the number of beds for long-stay patients and to invest in
the implementation of recovery thinking, more ambulatory and
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community-based treatment, activation and better housing
support for patients with SML

In addition to the ambition to develop care for unbearable
mental suffering, the pressure of community-based mental health
care with hospital bed reduction also played a role in the search
of appropriate care for this specific target group, the most serious
SPMI patients. The concern was that this target group would end
up again back and forth, as formerly in the long-stay wards,
where patients and their caregivers received too little recognition
for their needs. They were now at risk of ending up on the street,
which in both the Netherlands and in Belgium goes against a
strong tradition of comprehensive residential care (11).

For a small group of patients with SPMI, the psychiatric
problems turned out to be so important in their dysfunction and
serious disturbing behavior, destructive to themselves and others,
that reorientation towards community-based mental health care
was not possible, so that permanent residential support seemed
the only option. At the same time, the caregivers came across the
fact that the infrastructure, care, and treatment were inadequate
for this target group.

With this background, the practice of Oyster Care was
developed simultaneously and initially separately in two
facilities, namely in the OPZ Geel, a public psychiatric
hospital, and in the OLV Bruges, the Notre Dame hospital. On
the workplace, caregivers developed this care with the aim of
providing high quality care for SPMI patients.

This care was first discussed at a meeting of the “Committee
for Palliative Care and Psychiatry” in December 2013. In
collaboration with members of that Committee, this care was
elaborated and scientifically underpinned. This care approach
was also introduced in other Flemish psychiatric hospitals. Their
input allowed the concept to develop further. The model of
Oyster Care as we present it now, exists for three years, but it is
still evolving. At present, the authors have knowledge of four care
units that work according to this model. These units currently
care for approximately 120 patients with roughly 90 FTE staff
members, whom often have lower therapeutic qualifications due
to lower education level and less access to therapeutic training. A
large number of other hospitals or care units are still
experimenting or using elements of it.

Opyster Care is a translation of the palliative philosophy in
psychiatry and adds palliative elements to the already existing
recovery thinking. It is a holistic care approach that originated
from the specific needs and requirements of SPMI patients who
permanently need residential support. Like classical palliative
care, it complements treatment options that are still useful, but
focuses more on daily quality of life.

The concept of Oyster Care is actually the English translation
of the Dutch word “schelpzorg” (“shell care”) or “crustatieve
zorg” (“crustative care”). “Crusta” is the Latin word for “shell.”
The translation to Oyster Care further refines the metaphor. The
authors of this article are clinical experts and researchers who
together have developed this concept based on their clinical
experience and literature study. They have purposefully chosen a
different name than “palliative care,” not least because they want
to avoid unjustified negative connotations with end-of-life care,

such as the loss of hope, a pitfall mentioned by several authors (3,
5, 12). First and foremost, they chose the new name to emphasize
the specificity and uniqueness of this approach.

Description of the Concept

The most important characteristic of the concept of Oyster Care
is that the caregivers create an “exoskeleton” or “shell” in which
SPMI patients can “come to life”: they are mainly dependent on
the “external structure” they receive in order to function, rather
than on the “internal structure” of their abilities. The exoskeleton
can be found in the four pillars of Oyster Care.

The original inhabitant of the oyster is the mollusk. The pearl
originates as a reaction to foreign objects that have invaded the
oyster. In turn, the oyster resists what it considers a threat by
hardening the foreign object. The pearl is, therefore, the result of
a coping mechanism of the oyster. In SPMI patients the original
coping behavior fails and the fragility of their person is
threatened. In Oyster Care, the shell closes around the fragile
patient and its pearl. The caregivers accept the patients with their
aberrant behavior, value their coping mechanisms as a pearl and
protect them against harmful behavior. In times when the care
needs are greater or when the patients’ behavior and decisions
cause disproportional harm to themselves or others, the shell
closes down further. At other times, when care needs are smaller
and behavior and decisions are less or not harmful, the shell may
open up more. The shell can be more open or closed, depending
on the possibilities of enabling a meaningful life and on the
necessity to reduce harm. The shell can usually not be removed.
If this does happen, patients very often relapse into destructive
behavior. The caregivers help patients to find their autonomy,
but they take over if their decisions and behaviors are too
harmful to themselves or others.

In addition to comfort care, the providers of Oyster Care offer
a range of services in the field of care and treatment, recovery,
and psychosocial rehabilitation, in which they support, adapt,
adjust, and take over. Diagnoses are increasingly relegated to the
background, and symptom treatment is foregrounded. In other
words: Oyster Care focusses primarily on creative ways to deal
with symptoms and the suffering they cause, rather than on
diagnoses. Therefore, it is important to note that Oyster Care
only begins after the completion of other stages of care, in which
much critical attention has been paid to diagnosis and re-
diagnosis. In Oyster Care, symptoms are not primarily
understood from these diagnoses, but from the whole person.
That means that the motivation to treat a symptom is the extent
to which the patient suffers from it. Caregivers first try to
understand the symptom and behavior: from where does the
patient express this symptom, what meaning is hidden behind it,
what function does it have in the whole of his personality? Oyster
Care wants to cause as little damage and suffering as possible,
both for the patients and for their environment. Support in case
of loss and mourning, in all their aspects, is also part of this
approach. The aim is to relieve the pressure of suffering, to help
bear the burden of life, to treat the symptoms optimally, to limit
the side effects of pharmacotherapy, to preserve and restore
human dignity, and to find ways to pass life in a meaningful
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manner. In order to achieve this goal, integrated care is needed,
hence the expansion into the four pillars: the physical, the
psychological, the social, and the existential.

Positioning in Literature

In order to further elaborate this concept, we position it in the
existing literature. To this end, the authors carried out a brief
study of the literature. They started from a literature search in
PubMed, combining the search terms “palliative psychiatry” or
“palliative approach,” and “severe mental illness” or “severe and
persistent mental illness.” Then they applied the “snowball
method” to these documents to find other relevant titles.

This search made clear that the amount of literature specific
to the palliative approach of SPMI patients is limited.
Several authors see similarities between care for SPMI patients
and a palliative approach. Lopez et al. (13), Geppert (14) and
Trachsel et al. (15) discuss medical futility and whether or
not to discontinue treatment of refractory symptoms in
anorexia nervosa patients. Trachsel et al. (6) question the
conceptualization of “advanced stage of illness” in psychiatry,
by analogy in somatic palliative care. Trachsel et al. (6),
Baldinger-Melich et al. (16) and Donald et al. (17) highlight
the need to develop a palliative paradigm for SPMI patients and
argue for the need to develop good practices, research, and
training. Trachsel et al. (3) observe that there is a positive
attitude towards a palliative approach for SPMI patients among
Swiss psychiatrists, but that there is no consensus on what this
palliative care model might encompass for that target group.

An Example

We can further illustrate this description of Oyster Care by
presenting some examples or “construed cases” throughout the
article. These are pseudonymized cases that refer partly to real
patients and are partly modified and constructed so that the
identity of the patients cannot be traced and that they offer a
good example of the practice of Oyster Care. Here we present the
“construed case” of Liz.

Liz is 66 years old and has had several and increasingly
prolonged admissions to various hospitals and wards
in the last 14 years. For this period she has been an
outpatient since the age of 18. She has been in the
Opyster Care unit for three years. She was diagnosed
with both “bipolar disorder” and “personality
disorder.” Before she was admitted, she stayed at
several hospitals and care units. She had behavioral
problems and she was showing more and more
regression. In several instances her muscles were
cramped and she kept saying: “I can’t.” When the
caregivers wanted to help her, she became aggressive.
Cognitive-behavioral therapy did not seem to bring
any improvement. She frequently fell for unclear
reasons and suffered from fractures. Because she did
not report any symptoms of pain, the fractures went
unnoticed and were treated too late. Once the plaster

cast had been removed, Liz refused to use her hands,
resulting in permanent contractures. She resisted any
form of help and refused to eat food or take medicine.

After another fall, Liz suffered a spinal fracture. The
caregivers concluded that she should be protected by
them. With Liz’s consent, they decided to restrain her
for six weeks. This fixation took place during the day
in the living unit. She was fixed in an easy chair.
During this period, the team received an additional
caregiver from the management, so that they could
provide individual, one-on-one care. She was not
allowed to walk, but the caregivers tried to connect
with her and to fulfill all her other wishes as best they
could. They succeeded in making her eat again. She
was offered food whenever she wanted. She did not
have to adhere to the usual care unit structure.

The first few days were difficult: Liz was over-excited
and resisted the interference. Gradually, however, she
began to accept the care and to communicate with the
caregivers. Together, they tried to express her suffering
in words: she did not know how to endure her crises
and she had no insight into the origin and course of
her behavior. By looking together for what was helpful
to her, she felt treated as a human being again. For the
first time in a long period, the caregivers could connect
with a healthy, functioning part of Liz.

After these initial six weeks, Liz’s behavior had
changed: she no longer fell, her worst behavioral
disturbances had disappeared, as well as part of her
suffering. Before the fall that led to her spinal fracture,
she linked her self-esteem to her ability to make and
execute decisions: “I am only a person if I can carry out
my own decision”. She failed at this, which led to self-
destructive behavior. After her last fall and treatment,
her self-confidence changed: “I am someone because
they take such good care of me. I am worth taking
care of”.

These days, Liz still needs the unit’s Oyster Care to live
well. For example, she needs extra supervision during
meals due to swallowing problems. Individual contact
often goes well. The repetitive behavior, however,
sometimes manifests itself in repeated questions such
as “what should I do now”? Together, Liz and the
caregivers have drawn up a crisis intervention plan in
which she gives consent to administer Olanzapine
intramuscularly if she refuses her oral medication in
times of crisis. Liz is still struggling to make decisions
based on her “gut feeling.” This difficulty is why the
caregivers help her: they offer her activities that they
know she likes to do. For example, music therapy
consists of singing together and gives her a feeling
of wellbeing.
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ANALYSIS OF THE CONCEPT
Physical Pillar

After the presentation of Liz’s example, we now proceed to a
more extensive analysis of the specificity of Oyster Care, based on
the four dimensions of palliative care. This care starts with the
physical pillar. Patients with SPMI have many physical needs.
Their life expectancy is about 20% lower than that of the average
population (18). Important causes are an unhealthy lifestyle, side
effects of medication, a higher incidence of diabetes, an increase
in metabolic syndrome, with more cardiovascular risks, cancer,
chronic obstructive pulmonary disease, etc. Stigma and the high
threshold of health care play a role in the lower life expectancy.
An additional specific issue is that people with SPMI are more
likely to die from choking or asphyxiation (19). Abnormal eating
activity, as a result of behavioral changes inherent in
institutionalization and in the psychiatric problems themselves,
increases the risk of suffocation (20). Behavioral changes such as
hyperphagia and tachyphagia (fast-eating syndrome) are
considered to be the most common causes of asphyxiation and
aspiration (21).

A major challenge for caregivers is the different bodily
experience for these patients, often resulting in a different pain
experience (22). For instance, important diagnoses such as
fractures or cancer are recognized too late because patients can
tolerate a lot of pain and cannot communicate quickly or do not
emotionally show their suffering to others. Even for physicians
who have years of experience with patients with SPMI, it remains
difficult to make a correct and timely diagnosis (16). An
additional problem is that often, when making a diagnosis, not
all examinations and treatments are possible because of
psychiatric problems, for instance insufficient cooperation due
to behavioral problems or difficulties in following instructions.
There are also ethical dilemmas, such as the difficult assessment
of the patients’ decision-making capacity when treatment is
refused due to a lack of disease insight by the patient (2).

In line with palliative care, it is important not to approach the
treatment of pain in a strictly biomedical way. This means that
pain is not considered a purely somatic fact, and that the
influence of psychological, social, and existential factors on the
experience of pain is also taken into account. Usually, this “total
pain” is not relieved by only classic painkillers; other approaches
are needed as well. Oyster Care argues for the further integration
of the somatic and psychiatric aspects into care.

Liz’s example can help to further clarify the complex
relationship between somatic and psychological functioning.
Liz frequently fell for unclear reasons and suffered from
fractures. Because she did not report any symptoms of pain,
the fractures went unnoticed and were treated too late by the
caregivers. Once the plaster cast had been removed, she refused
to use her hands, resulting in permanent contractures. The
physical damage she suffers by not expressing her pain is
considerable. Moreover, the cause of the falls is likely to be the
result of a psychiatric disorder rather than a somatic cause. This
is evidenced by the fact that the physical examination for the
causes of the fall was unsuccessful and that the falls stopped
when the psychiatric illness was cleared.

As far as the activities of daily life are concerned, much more
is usually taken over by the caregivers than is strictly required by
the physical condition. Only short-term appointments are made.
They reflect the patients’ mental condition: if patients feel that
they are able to carry out the activities, they are encouraged to do
so, but this engagement can be very variable depending on the
circumstances. At times when the psychiatric disease process
escalates, the symptoms may be so prevalent that the patient can
no longer adhere to the appointments. Then new appointments
are made that are adapted to the current capabilities of the
patient. In the eating environment, special individual attention is
paid to the risk of swallowing. For all these reasons, one-to-one
accompaniment in these care units is recommended or
even essential.

In the example of Liz we see that during the escalation of her
illness, she does not have to stick to the structure of the care unit,
and she can eat whenever she wants. Once she is better, new
appointments are made. Liz, too, has had several swallowing
accidents. Eating is done under supervision. Liz needs the
external structure of the care unit for her physical safety. The
caregivers have to make sure that the falls can be prevented as
much as possible and that the fractures are noticed and treated.
They also make sure that she does not choke. There is much
more need for intervention by the caregivers than in other units.
The care unit works like a shell: it ensures as much safety as
possible in order to preserve physical integrity as well as possible.

The treatment of patients with SPMI is focused on wellbeing
and optimal symptom treatment. These patients need continuous
psychiatric clinical follow-up. Traditional therapy guidelines,
developed on the basis of acute psychiatric disorders and long-
term care after stabilization, are often not sufficient. Psycho-
pharmacotherapy is reaching the limit of therapy resistance.
Unfortunately, there is no research into pharmacotherapy in
therapy resistance. Due to the use of co-medication or due to a
lack of cooperation, SPMI patients are usually unable to
participate in research regarding the use and effectiveness of
medication. Consequently, guidelines remain silent on the topic
of therapy resistance. Pharmacotherapy, on the other hand, is in
the Oyster Care model a continuous, tailor-made balance between
careful symptom treatment and limiting side effects, designed in
order to alleviate suffering, increase general physical and mental
wellbeing, and influence behavior, so that it becomes more livable
for both patients and their environment. Sometimes prescribing
off-label medication can be useful for symptom-control. In
any case, it is necessary to ensure a structured evaluation of
pharmacotherapy based on existing or individually developed
measuring instruments.

In order to achieve this physical care, there is need for many
more caregivers with somatic expertise than in other care units. It
is necessary that the general practitioner is part of the care
team as well as nurses with sufficient somatic knowledge
and experience.

Psychological Pillar

In the same way as the palliative care approach, Oyster Care aims
to respond to the vulnerability and poor protective capacity of
people suffering from severe psychological problems. The focus
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is not primarily on remission or recovery, but on making this
suffering more bearable.

The cooperative relationship between patient and caregivers
is in Oyster Care also a cornerstone. Patiently and persistently
building up a relationship of trust can be a challenge, given the
seriousness of the psychiatric disorder and the basic mistrust
these patients experience in their social contacts. Many patients
have failed to build trusting relationships because they have
suffered a lot of relational damage, have little or no trust in other
people, or have not developed any secure attachments.

Given this delicate context, caregivers need excellent
therapeutic attitudes and communication skills all the more, to
build up a relationship of trust and to develop a social
connection. From the patients’ perspective, the caregivers
ensure safety and structure. By applying the psychoanalytical
concepts of “holding” and “containment” and taking an
“emotionally available” position (23), the caregivers create a
sufficiently safe “shell” in which connection becomes possible.
With the help of this “shell,” patients can find and maintain an
appropriate level of stimulation. They are protected against
external and internal over-stimulation, such as anxiety or
severe mental distress.

In the example of Liz, the elements of “holding” and
“containment” are especially important after her vertebral
fracture. The first few days were difficult. She was over-excited
and resisted the interference. Gradually, however, she began to
accept the care and to communicate with the caregivers. During
the first week, it took the caregivers a lot of effort to restore the
therapeutic relationship and regain Liz’s trust. Once the trust
was revived, Liz began to reconnect with the caregivers.
Paradoxically, the recovery of the relationship did not happen
despite but thanks to the fixation. As a result, she was no longer
able to push the caregivers away and avoid providing care. The
purpose of the fixation was to prevent an unstable vertebral
fracture resulting in a paresis of the lower limbs. But in those six
weeks of fixation a therapeutic relationship could be established
again. The fixation worked as a kind of border that provided
protection (containment) and that allowed the caregiver to be
available in a reassuring way (holding).

The ideas of Tielens and Prouty are important sources of
inspiration for building supportive contact with patients who
lack contactual skills. Tielens (24) advanced motivational
techniques to connect with patients with severe psychosis,
especially when they lack self-insight. Prouty et al.
(25) developed a pre-therapy model that is part of the
phenomenological tradition in psychology and psychiatry with
its origins in the experiential psychotherapy of Rogers and
Gendlin. The aim is to restore three natural contact functions,
namely reality contact (perception of the world), affective contact
(awareness of moods, feelings, and emotions) and
communicative contact (giving meaning to observations
through language). This model can be used for various
indications such as catatonia, auditory hallucinations,
dissociative identity disorder, dementia, etc. The therapist uses

contact reflections that are empathically attuned to the
elementary level of the patient: naming the situation, event,
facial expression, body posture, repeating word for word,
making reiterative reflections to perpetuate the contact, etc. In
this way, the patient is helped to re-establish contact with
everyday reality and to come out of his psychological isolation.
Contact reflections in group about concrete events such as the
news, the weather and extra activities can also be used to
strengthen the fragile contact with reality and the others.

Opyster Care is also inspired by the concept of “woodshedding,”
a term used by American jazz musicians and in line with the
concept of moratorium, a waiting or rest period needed to develop
something new. In this “woodshedding” phase, the patient runs
the risk of getting stuck in understimulation, in isolation or in
overly high expectations, and failing to respond to contemporary
models of brief psychotherapy. Caregivers are investigating
whether further therapeutic process that can contribute to a
more qualitative life may be initiated with these patients (26,
27). They continue to invest in the development of a supportive
clinical psychotherapeutic treatment environment. The therapy is
not aimed at “change” or at “gaining insight” beforehand, but at
creating the right conditions for contact and for relieving
suffering. It wants to increase the wellbeing in the present by
creating a sense of welfare. In the example of Liz, music therapy
gives her a feeling of “well-being.” She looks forward to it and
enjoys it, but it gives her no further insights and does not
contribute to a “healing process” by curing the mental illness,
but by reducing the burden and suffering.

In Opyster Care, different therapeutic frameworks are used,
and both verbal and non-verbal treatment methods are applied.
These are attuned to the patients’ perspective and pace, to the
seriousness and nature of their psychological vulnerability, to their
cognitive capacities and their possibilities for introspection and
mentalization. It is an important task for caregivers to creatively
explore how existing frameworks and psychotherapeutic methods
can be fine-tuned for this patient group. The therapy should not
be continued or discontinued, but instead adapted to the target
group. The therapy aims to increase wellbeing in the present by
creating a sense of welfare. The therapy is not primarily insightful,
but creative. Reducing the burden of suffering is the most
prominent aspect.

Together, the chaplain and the psychologist of an Oyster Care
unit developed “the Story out of the Closet.” This approach is
inspired by the Japanese narrative theatre, or “kamishibai,” as well
as by pre-therapeutic and narrative techniques. By reading a story,
that fits in the interest and life world of the patients and by using
picture books and coloring pages, patients are invited to talk,
either about the story they read, or about their own story. These
sessions not only help the caregivers to get closer to the patients’
life world, but also the patients themselves keep in touch with
their own life story and identity. They can help to discover wishes,
interests, needs, which can lead to the improvement of the quality
of life and to appropriate activities. Reading and telling activate
concentration, memories, and imagination, makes room for
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questions of meaning and can bring people together, help to make
contact and break through social isolation.

Patients are often unable to think and speak about themselves
in linguistic concepts. Usually, they do not have a coherent and
structured sense of “I.” The experience of oneself in the here and
now can also be absent. In the treatment, a good understanding
of communication styles and of the meaning of verbal and non-
verbal signals is important (28).

The relationship of trust comes under pressure at a time when
patients, due to limited self-insight and reduced decision-making
capacity, are making choices that may harm themselves or
others. As a result, “shared decision-making” is often no longer
feasible. Caregivers frequently find themselves in an ethical
tension between guaranteeing safety and offering wellbeing.
“Positive risk-taking” is a crucial element: shared responsibility
when this is possible, and when it is not possible, taking over
responsibility (29). Positive risk-taking means that we always try
to give patients the benefit of the doubt. This approach has been
developed in Bowers’ Safewards Model, which contains many
inspiring elements for dealing with aggression and restriction of
freedom (30).

It is important to reduce as much as possible coercion and
other forms of interference. If coercion is applied, it is done
under strict conditions that can be motivated and evaluated, both
with the patient and in the team. Ethical consultation can help to
thoroughly reflect on the justification of restrictions of freedom
and of coercive measures (31). Regular supervision and
intervision moments among the caregivers are essential as well.

In the example of Liz, caregivers take the risk of falling as long
as there are only fractures of the hands. They consider her to be
autonomous and are limiting freedom-restricting measures. In
the case of a vertebral fracture, the risk becomes too great and
they decide to intervene. On the evening of her fall, she is
mentally sound and aware of the risks of her own behavior.
She admits that she cannot control herself at her “bad moments.”
She realizes that she is hurting herself but says it is stronger than
herself. At that moment, she gives her consent for the fixation.
But in the following days, she resists and withdraws her consent.
At that moment, she is less autonomous: her thinking is not
coherent, she denies the reality in which she finds herself, and her
decisions do not correspond to the values in her life. She is a
proud woman who has always taken good care of her body
during healthier periods. Not only do caregivers fix her in order
to protect her physical integrity and prevent further damage,
they also base their decisions on the conversation they had with
her at the moment just after her fall.

This is an example of how caregivers deal with autonomy in
SPMI patients: they do not always follow the patients in their
daily decisions, especially when the damage they inflict on
themselves is too great. On the other hand, caregivers always
look for the underlying autonomy of the patients: who are they,
what are the values they want to respect and protect, and how
can they protect them at times of less autonomous decision-
making? This is what caregivers see as an important
characteristic of Oyster Care. Liz and the caregivers have
together drawn up a crisis intervention plan in which she gives

permission to administer Olanzapine intramuscularly when in
times of crisis she refuses oral medication. In order to guarantee
the autonomy of the patient as much as possible, caregivers also
use signaling plans. In the next example, we show how caregivers
can deal with autonomy and risky behavior.

Bert is an autistic man of 52 years old with severe
behavioral disorders. He picks up cigarette butts from
the ground and eats them. He also drinks large
amounts of coffee all at one time and spills a lot of
coffee on the floor. As a result, the kitchen is covered in
coffee. This happens not only in the kitchen of the care
unit, but also in other coffee rooms in the building. No
therapy or medication has any influence on this
behavior. Freedom-restricting measures lead to a
serious loss of wellbeing and have hardly any effect:
this makes his behavior more destructive and
aggressive. Ultimately, freedom-restricting measures
were stopped and Opyster Care was started. The
caregivers choose to adapt the environment to Bert
instead of Bert to his environment. They give him a
limited supply of “clean” cigarettes to eat and he gets
his thermos of coffee. They arrange for him to drink
his coffee with milk, otherwise, he burns his throat. He
gets his part of the care unit’s kitchen where he can
spill coffee. The other coffee rooms in the rest of the
building are locked. The caregivers have had to plead
for this agreement with other staff members. These
measures already make life more bearable for Bert, but
the caregivers are searching further. Because it seems
that Bert is looking for coffee to calm down, they
suggest methylphenidate. This medication is effective:
the urge for coffee and cigarettes has been greatly
reduced. Nevertheless, from time to time he still eats
his “clean” cigarettes.

Bert is an example of how Oyster Care works in practice. The
aim of the interventions is no longer to remove his disruptive
behavior so that he can live in society again, but to create an
environment in which he can exist with his deviant behavior. The
caregivers strive for the highest possible quality of life for Bert
and try to limit the suffering for him and his environment as
much as possible. Safety is not lost sight of, but is less of a
priority. It is an example of positive risk-taking. When dealing
with Bert, caregivers mainly appeal to their creativity and out-of-
the-box thinking. Non-working medication and therapies are
stopped, but the search for what does work continues. An
example of this is experimenting with off-label medication, as
is the case with methylphenidate.

Social Pillar

The example of Bert is a good introduction into the social pillar:
the example makes clear how caregivers bridge the gap between
the care of an individual patient and the organization of a care
unit in a hospital. In an organization, rules and regulations are
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always needed to make good living and good care possible.
However, these rules are always of a general nature that cannot
take into account the individual situations of patients. This is
why caregivers need professional freedom to deal with these rules
in a flexible manner (31). They must be able to deviate from the
rules when it is conducive to the wellbeing of an individual
patient, without harming the interests of other patients.

Due to their long history of hospitalization and illness,
patients’ relationships with relatives have usually been
damaged or lost. Patients often have a limited social network
and are confronted with loneliness. Contact is frequently limited
to fellow patients and caregivers. The hospital and the care unit
have become their home: the relationship between caregivers and
patients is very important and meaningful. Despite the serious
difficulties experienced by patients in terms of communication
and social contact, caregivers help them to reconnect with others.
After all, relationships are an important source of meaning in life
(32). Moreover, by connecting with others, patients can connect
again with themselves (33).

In daily life in the care unit, the caregivers create a reliable
environment or “exoskeleton” which offers opportunities for
encounters and where being “strange” or out of the ordinary is
recognized, respected and tolerated. The caregivers are as
tolerant of “strange” behavior as possible as long as the
situation remains safe for all people concerned.

Patients need caregivers in order to create a reliable
environment and meaningful and safe contact with others.
Caregivers provide recognition and predictability for daily
recurring activities by establishing fixed anchoring moments
throughout the day program. They remain close by in a tactful
way and are available to provide assistance when contacts risk
running aground (28). In addition, their social behavior is a
model for patients (34). In Oyster Care, these different roles and
functions of caregivers are of vital importance and are fulfilled
flexibly, according with the vulnerability and possibilities of
patients. There is a special bond between caregivers and
patients that leads to a different dynamic of distance and
proximity. The caregivers are sometimes the closest to patients,
especially when there are no relatives (8). The dependent
position of the patients creates a demand for more proximity.
This demand comes from the patients who have the desire to
enter into a relationship, but also from the caregivers who
willingly assume this role due to their empathy. This can be a
pitfall for caregivers: because of their position as significant
others, they sometimes assume the role of family. This
increases emotional involvement and allows them to get into
trouble when making certain decisions that require a more
professional distance. Here as well, supervision and intervision
are essential so that caregivers can attain an appropriate balance
of proximity and distance.

Relatives, together with patients, have often gone through a
lengthy treatment process. They continue to struggle with the
condition of their loved ones and still hope for improvement
(35). Caregivers continue to invest in caring for the family, by
acknowledging their often lifelong commitment and by
providing them with emotional support and information.

Family and relatives are also involved as much as possible in
the development of care.

For many SPMI patients, contact with society has been
interrupted. They do not want to participate actively and stay
“inside” the hospital because it hurts “outside” (33). They feel
alienated and often rejected by the outside world. The care unit
has become their living world and feels familiar. The structure of
the unit is as a shell that offers them security since they are
familiar with the expectations and the rules. The caregivers do
not just strive for the normalization and socialization of patients.
Rather, the caregivers support the patients’ desire to belong and
to live in a meaningful way, fighting against processes of
marginalization and exclusion, both within the care unit and
the hospital and in the outside world. As a “skilled companion,”
caregivers form the bridge between patients and the world
around them (36). They organize life at the care unit and in
the hospital and strive for a place where patients feel at home.
They support patients in taking on and maintaining roles other
than that of “patient,” by being present in their lives and
undertaking activities together (37). In Oyster Care, this is
done in the safe context of the hospital, the immediate
neighborhood or in the trusted circle of friends and family.
The importance of a flexible approach to rules in the care unit
and the hospital is illustrated by the next example.

Remy is a 69-year-old man diagnosed with an
obsessive-compulsive disorder. He was admitted for
the first time to the psychiatric hospital at the age of 20
years. Afterwards he can maintain himself in a very
protective family environment. At the age of 40, after a
serious brain injury, he develops also a hoarding
behavior that becomes increasingly extreme with a
lot of social nuisance, which increases even more after
the death of his partner. This leads to a forced
admission to the psychiatric hospital. The caregivers
fail to develop a therapeutic alliance with him, neither
psychotherapy nor psycho-pharmacotherapy brings
relief and he is referred to the Oyster Care unit.
Here Remy continues to exhibit a very disturbing
behavior in the care unit: for instance, smuggling
food leftovers into his room, due to a strong and
exaggerated concern for the environment. He was also
often verbally aggressive towards some caregivers.
Despite their efforts, he managed to hide food
remains in his room and other places. This led to a
decrease in personal hygiene, an increase of odor
nuisance and even a vermin infestation. In
consultation with Remy, the caregivers turned to a
“closed-room” system. They also set up an ethical
intervision with the focus on freedom-restricting
measures for Remy. They decided that a creative
therapist, with whom Remy has good contact, would
work intensively one-on-one with him. They also
called on volunteers to take Remy on long nature
walks. Since then, his aggression and disruptive
behavior have decreased dramatically.
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The example of Remy highlights the need for solidarity,
allowing more people and resources to be allocated in
exceptional situations so that one-to-one care can be provided.
These resources may come from other care units within the
hospital, or from (temporary) recruitment of additional staff. It is
also possible to choose to work with fewer patients on the ward
for a certain period of time. Of course, this approach requires
good coordination with the management and the other care
units. The importance of ethical deliberation and intervision in
difficult situations is also evident.

Existential Pillar

SPMI patients experience many losses in different areas of life.
They suffer both from the disease itself and from its
consequences. It is exactly in the sharp confrontation with the
fragility and brokenness of existence that the usual, intuitive
experience of meaning in life is endangered. The powerlessness
in and meaninglessness of life then express themselves in the
patients’ words and behavior. Patients often no longer cherish
particular hopeful goals in their lives (“espoir”), but that does not
mean that a fundamental attitude of hope in life is no longer
possible (“esperance”) (38).

In line with the palliative approach, it is of great importance
that caregivers within Oyster Care have the necessary
competencies to recognize the existential needs and spiritual
sources of patients, and to work in a supportive manner (39).
“Existential” refers to the basic need to seek and discover
meaning and purpose in existence, while “spiritual” refers to
the experience that meaning in life can be found in the
connection to a spiritual or transcendent reality. The generally
accepted definition of spirituality in palliative care states that
“spirituality is the aspect of humanity that refers to the way
individuals seek and express meaning and purpose and the way
they experience their connectedness to the moment, to self, to
others, to nature, and to the significant or sacred” (40).

It is an essential task of all caregivers to pay attention to these
existential and spiritual needs. When faced with the severe loss
experiences of patients, they should address these questions and
remain present in spite of their own powerlessness. Care units
therefore need an atmosphere of “caring for caregivers™: they
themselves have to learn to deal with permanent powerlessness
as well. The “presence theory” of Baart (41) rooted in care ethics,
with focus on interdependence and connection, human
vulnerability, and responsibility, helps caregivers to approach
patients in their suffering and to stay close to their world and
perspective with an open, not only actively searching, but also a
waiting, accepting, wondering attentiveness. This listening and
attentive presence to the existential needs of patients is essential
for all caregivers. However, when they meet spiritual questions
that are rooted in a particular religious tradition, they can call on
representatives of these religions or churches to guide patients in
their religious practice.

We experience in the SPMI patients a strong will to live.
Despite the legal possibilities in Belgium, people with SPMI seem
to have a negative attitude towards medical assistance in dying
(2). However great the suffering may be, the demand for
termination of life is usually absent or remains in the

background. These patients still want “to be there.”
Recognizing the power of the will to live is very important.
Patients often experience hopeless, almost unbearable and
irreversible suffering, but they tend to endure it.

In the existential pillar, the shell forms an external structure to
help the patients discover meaningful day activities. Caregivers
help patients to experience meaning or purpose when offering
activities. The shell also plays an important role in connecting
patients, both with themselves and with others. Due to the long-
term nature of their illness, SPMI patients are often no longer
interested in and motivated to find activities. In the search for a
meaningful existence, it is important to support them in finding,
practicing, and maintaining activities. They still need to connect
with themselves, with others, with nature, and with the
meaningful and sacred in their lives. Often, this connection
comes from the problematic part of their personality. By
“problematic part” we mean the part of them that is
responsible for their suffering and that is influenced by
psychiatric illness. It is therefore up to the caregivers to
continue to invest in connection: in the care relationship they
try to connect with the remaining healthy functioning part of the
patients. At the same time, this relationship serves to
acknowledge the existence of patients (8).

The core of Oyster Care is searching in words and deeds for
the essence of the human person, for the remaining seed of
meaning and self-esteem, and encouraging them to grow.
Caregivers actively seek out what patients still recognize of
value in themselves. Very often SPMI patients cannot name
this. They need the external structure of the care unit as a shell
in order to identify and name values and meaning and to
experience these values and meaning again in their daily
functioning. The caregivers help the patients to make choices in
which these values are expressed. They try to take a critical look at
their actions and ask themselves what value they are trying to
protect in every intervention. Do they stand up for their own
values and standards or for those of the patient? The answer is not
always clear. They are guided by “well-being.” This intervention
should contribute to feeling “well,” of increased quality of life on
the one hand, and to the feeling of being fully accepted as a
“being”, a person on the other. The following example illustrates
the importance of connections in existential care.

Christine is a 55-year-old woman with a complex
psychiatric history. Since the age of 18, she has had
many long-term and recurrent admissions to various
psychiatric hospitals. Several diagnoses were made,
including mood disorders, compulsive disorders
and anorexia nervosa. Her history also bears
witness to fugues and psychotic thoughts. There also
seems to be a general deterioration. At that moment
she is transferred to the Oyster Care unit. The
caregivers have little real contact with her. Limited
communication is only possible during walks. During
those walks she says that she is lonely and unhappy
and does not want to continue to live. She constantly
takes objects from the living room and steals them
from other patients as well. She brings them to her
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room and often destroys them. It seems as if the
objects she takes out of the other patients’ rooms are
not randomly chosen, but are important for that
particular person. By doing this, it looks like she is
connecting with others in a very negative way. She had
a traumatic childhood during which she was abused.
As a young girl, she also had to hand over the money
she earned to her father. For Christine, relationships
with others were certainly not positive: a relationship
to her meant taking something away from the other.

Temporarily the caregivers reorganize themselves so
that they can offer one-on-one care. Because someone
is standing next to her all the time, they prevent
Christine from stealing objects and help her to come
to activities that give her a sense of meaning. She loves
to dance, clean and draw. Through these activities, the
caregivers teach her to connect with people in a
meaningful way and to discover meaningfulness in
daily life. This approach helps as long as they offer
one-on-one care. However, because of structural
limitations, they cannot keep up this system. At the
moment, Christine no longer complains about
loneliness. She also says less frequently that she is
unhappy. She doesn’t want life to end. Her stealing has
been reduced, but it has not disappeared altogether.
She continues to need the caregivers to start her
activities and can only be alone for about 10 minutes
at a time. Then she needs her caregivers again to help
her start another activity. This way she can have a
short conversation with them and sometimes she can
enjoy both her relationship and her activity again.

In this example, Christine needs the shell to connect.
However, she connects with others from her clinical picture:
she takes something meaningful away from the other and
appropriates it for herself. This seems rather compulsive, and
she has no control over it. The caregivers prevent her from
stealing. They search with her for activities that are or once were
meaningful, and they help her to start and carry out those
activities. In this way, Christine learns that relationships with
others also have positive sides. Thanks to the caregivers, she
comes to activities that give her meaning. So the caregivers teach
her to connect with other people but also with herself in a
different way. She learns to enjoy activities and her relationships
with others again. This reduces the pressure of suffering and
increases her quality of life. In this example Christine
permanently needs the caregivers to start her activities. So she
constantly requires the external structure of the care unit to be
able to connect with herself.

Also in the example of Liz, we see that caregivers are
teaching her the positive aspects of a relationship anew. By
continuously offering care during the period that she was
fixated, she learned the benefits of the relationship with the
caregivers. After the six weeks of fixation, she was able to

re-establish a relationship that was normal for others and
meaningful to her. There is no more aggression. The
connection with herself has also been restored: she regularly
dresses neatly, she no longer falls and no longer displays
destructive behavior towards herself. At the moments of
escalation of her illness she still shows regressive behavior.
Then she needs the external structure of the care unit and the
guiding presence of the caregivers more. At that moment, the
shell is more closed. Liz continues to need the external structure
of the care unit in order to achieve meaningful activity.

Some time later, Liz gets breast cancer. She chooses
amputation, while oncologists recommend breast-
saving surgery and ten rounds of radiotherapy. Her
decision to opt for the amputation was based on her
illness: “I can’t do it.” In conversations, the caregivers
try to persuade Liz to opt for radiotherapy after all.
Because of her psychiatric illness, she has already
disfigured her body. Her hands are still in contracture
from the earlier fractures. The caregivers remind her of
her pride. They reassure her that they will take care of
everything and that they will take over when she
experiences that “she can’t do it.” They convince her
through daily conversations in which they remind her
of who she was and what she finds important at times
when she feels better. In the end, Liz is persuaded and
chooses the breast-saving surgery and radiotherapy.
Afterwards she is very satisfied with this and thinks she
has made the best choice: a choice Liz does not perceive
as imposed to her, but very much her own.

It is necessary to think outside the box. Once it is clear that
fixed protocols and guidelines do not work, a large dose of
creativity is required to continue to invest in connecting with the
patients. Sufficient effort and research will certainly be needed in
the future to gain a better understanding of how caregivers can
make that connection and pay attention to values and meaning
in life. Although attention for the existential dimension has
increased, it is certainly not enough structurally anchored in
health care, and it remains underexposed. In the case of SPMI
patients, who have just been confronted with hopelessness,
powerlessness, loneliness, and meaninglessness, this dimension
is of the utmost importance. It cannot be lacking in integrated
care that puts their wellbeing first.

CONCLUSIONS

Within mental health care, there is a group of patients who are in
danger of being forgotten by the care system, the research
community and society in general. Oyster Care aims to focus
attention on this group, to identify their needs and to answer the
question of how caregivers can improve their wellbeing and how
to reduce the pressure of suffering: a form of holistic care, created
by analogy with the palliative approach.
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To make this possible, the caregivers for SPMI patients in
Flanders advocate the further development of Oyster Care units,
in analogy with palliative care units, with an appropriate
infrastructure so that all aspects of life, wellbeing, care, and
treatment come together. These are intensive, residential
treatment units for long-term care and treatment with single
rooms and preferably small housing units. These differ from the
existing units in that patients are approached in a more thorough
way from an integrated care perspective: attention is paid to the
four proposed pillars of the palliative approach and their mutual
relationship. Now we will make a synthesis of what is innovative
in Oyster Care, sketch the initial experiences, point out
limitations and formulate recommendations.

Innovative Nature

In the first place, Oyster Care pays more attention to the
integration of the somatic pillar of care. To guarantee this
further integration, sufficient knowledge of the somatic
problems in SPMI patients is required. It is therefore
important that the general practitioner, together with the
psychiatrist, forms part of the multidisciplinary team.
Symptoms are interpreted in their totality: each symptom can
have a physical as well as a psychological origin. Caregivers are
more aware that SPMI patients may have a different way of
expressing symptoms. In addition, there is more attention for
activities of daily life, especially around eating. Psycho-
pharmacotherapy puts the focus on continuous, tailor-made
balance between careful symptom treatment and limiting side
effects, there is also more space for oft-label medication.

For the psychological pillar, the care relationship is even more
important and often more challenging than in other care
approaches. Therapy is not continued or discontinued, but is
again translated to the target group. The therapy aims to increase
the wellbeing in the present by creating a sense of welfare. The
therapy is not primarily insightful, but creative. The role of
positive risk-taking is crucial. Caregivers often deal differently
with the autonomy of patients: they look for the remaining
autonomy and try to protect it. They accept the patient with his
abnormal, often disruptive behavior but prevent him from
causing serious harm to himself or others. They consider him
to be less autonomous and intervene. Reducing the burden of
suffering is paramount.

In the social pillar, the caregivers have a more multidimensional
role than in most other care units. They act as a bridge to the world
and are important role models to the patients. The caregivers
create a shell within which and through which encounters can
take place and be stimulated. In order to guarantee freedom and
safety as much as possible, an adapted housing structure with
sufficient personal space and sufficient staff is required.

Finally, the existential or spiritual pillar is gaining in
importance in this approach: to improve wellbeing, the search
for a connection with the patients’ healthy part of their human
“being” and thus the growth in “meaning” is central. The patient
needs the external skeleton of the care unit in order to perform
meaningful activities. Therefore, a sufficient number of
caregivers in these care units should have the competences to
deal with these underlying existential and spiritual processes.

Initial Experiences

The initial experiences with the Oyster Care model in Flanders
are encouraging. Aggression incidents and self-mutilation have
decreased, and transfers to other care units because of
unmanageable behavioral problems have become highly
exceptional. Medications can be phased out, albeit to a limited
extent, with a positive effect on the burden of side effects. There
are fewer and fewer fatal swallowing incidents. A number of
patients may indicate that they feel better despite their illness and
suffering. Others, who are unable to communicate this
development, feel an improvement in wellbeing, but their
wrestling with the suffering remains tangible. Perhaps the most
important achievement is the awareness of not being abandoned
and the experience of belonging. Relatives indicate that they are
more involved and that they feel recognized. They see a positive
development in the patients.

Opyster Care also has positive effects for caregivers. In the past,
these care units were often seen as “end stations” in which little
was invested, for instance in psychotherapy, recovery, and
training of caregivers. Oyster Care’s approach is now creating a
positive appreciation and identity for the target group of SPMI
patients and for the caregivers. Job satisfaction has increased, and
the risk of burnout and compassion fatigue has clearly decreased.
Working in the Oyster Care unit is seen as a challenge and
opportunity, rather than a burden. There is more positive feeling
of identity and less feeling of powerlessness. They experience
satisfaction because they can let go of the therapeutic
stubbornness without giving up the patient. Being allowed to
think out-of-the box makes the work more challenging and
personal. A similar dynamic was observed in caregivers
working for and developing the emerging Partners in Recovery
program (PIR) for people with SPMI in Australia (42).

Pitfalls and Challenges

Here we sketch a number of pitfalls of Oyster Care that at the
same time are challenges to prevent them. The most important
pitfall and challenge lies in the moment when the caregivers start
the Oyster Care. As already described, it is very important that
they first pay sufficient attention to diagnosis and re-diagnosis.
They must have tried and maintained therapies for a sufficiently
long time before they can decide that therapy resistance is the
case. Also during the provision of Oyster Care, caregivers
need to be sufficiently aware of new therapeutic and
scientific developments.

There is also an ethical pitfall, particularly the tendency to
take over responsibility, which can be seen as a form of
paternalism. However, this care does not have to be
paternalistic if the caregivers discuss the care in advance and
request consent as much as possible, if they remain attentive to
all verbal and non-verbal signs of permission or refusal on the
part of the patients, and if they involve the relatives in order to
obtain a substitute consent (31).

In the existential pillar, caregivers look for what the patient
recognizes as meaningful and valuable in themselves. They try to
stimulate and shape the meaning and values in daily functioning
and in the choices the patient makes. It is certainly a pitfall
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that caregivers prefer to advocate their own meaning and values
instead of those of the patient. Sufficient critical and permanent
reflection is needed. More research and enough people who are
familiar with existential processes are paramount.

Additionally, the residential character of the model can be
questioned as a pitfall. Current Oyster Care practices are about
SPMI patients who have such a dominant psychiatric disorder
that a return to society seems impossible. The behavior this target
group exhibits is too disruptive to themselves or others, and the
harm they would inflict on themselves or others would be too
significant. The Oyster Care model and its residential approach
are, of course, specific to the extensive residential network of
psychiatric hospitals in Belgium. In other countries, there may be
a different approach to this problem.

The caregivers are aware of this situation and sometimes
want to open the shell a little more. This happens when the
quality of life is increased, the connection with oneself is better
restored, and thus choices are made that are more in line with the
patient’s own values. So the caregivers open the shell when the
autonomy is increased and there is less destructive behavior. In
that case, other forms of living and care are creatively sought, in
collaboration with community-based mental health care teams
or sheltered home teams. The caregivers of these teams then
share the Oyster Care approach in the care setting also outside
the care unit, together with the team that offers day treatment.
This often works to a limited extent, but the patient will usually
revert to his former behavior once the shell has been opened to a
large extent. Discharge procedures from the care unit often fail
and those patients are then readmitted. In this regard, a pitfall for
the caregivers is certainly to be sufficiently open for those
moments when the shell can be opened more. One could fall
back into an over-protective attitude on the part of the patient,
even if he has enough regained qualities to be able to decide and
live independently again. This is not only an ethical requirement
towards the patient, but also towards society.

Another pitfall is more economical in nature. This form of
care approach is not cheap. We therefore argue that it should
only be applied to the most serious forms of SPMI, for instance
when the quality of life is seriously compromised. In view of the
future, we could look at whether a form of Oyster Care could also
be possible in community-based health care. In that case, there
would be more continuity in the approach in the event of a
dismissal of the care unit with a greater chance of long-term or
even lasting success. A health-economic evaluation of the model
would be very useful in this regard.

A final limitation of this article is that it is not yet sufficiently
scientifically grounded. It has grown bottom up from the
practical experiences of caregivers and professionals. It will be
a challenge to better define the group that qualifies for this care
approach, to develop measuring instruments for wellbeing and to
actually demonstrate in a next step that the quality of life of this
patient population increases by applying Oyster Care. This also
includes the challenge to involve the patients themselves and
their families in the further development of and research into the
model, despite the difficulties associated with qualitative research
in this target group (43).

Recommendations

In order to develop Oyster Care, we formulate some
recommendations. First, the caregivers involved must promote
scientific research among SPMI patients, both quantitative
empirical research and qualitative conceptual research. It is
important to know exactly how many patients are involved and
where they end up. It is also necessary to identify the care needs to
improve their wellbeing. This also requires the development of
adequate measuring instruments, despite the challenges this setting
poses to their development. Measuring tools are even more
important when verbal communication is difficult. Based on this
research and the existing experience, it is imperative that a specific
and specialized training course for Oyster Care is established. This
care can only be applied consistently if all caregivers are well-
trained. This training has a permanent nature and is continued
through supervision and intervision in the workplace. It is
important to take a critical look at how Oyster Care works so that
it can continue to improve.

The next step is to convince the policymakers. Given the
historical development of care, very few financial resources are
currently allocated to this patient group. They are, however, very
vulnerable patients with high and complex care needs. If caregivers
can prove this, using scientific research, they can plead with
policymakers for more resources to better develop Oyster Care. In
anticipation of these resources, the solidarity within the care units
and hospital can also be called upon: the occupancy rate of an
Opyster Care unit can temporarily be kept lower or the occupancy
rate of the staff can momentarily be increased. Leadership is also
very important for the organization of Oyster Care: moral courage
to give freedom to the caregivers and to make choices in policy.

Finally, it is imperative to try out this approach on a larger
scale and to study it on a broader basis. It is therefore necessary
that more researchers study this new concept of care. In this way,
it can lead to a broader and more well-founded movement in the
care of SPMI patients. This article is only the beginning of a new
outlook on SPMI patient care.

DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included in
the article/supplementary material, further inquiries can be
directed to the corresponding author.

AUTHOR CONTRIBUTIONS

All authors agree to be accountable for the content of the work.

ACKNOWLEDGMENTS

We express our gratitude to the Federation of Palliative Care
Flanders, Belgium, as well as to all the people who contributed to
this article. A special thanks goes to all the patients and caregivers of
the Oyster Care units, by sharing their experiences with us.

Frontiers in Psychiatry | www.frontiersin.org

June 2020 | Volume 11 | Article 509


https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://www.frontiersin.org/journals/psychiatry#articles

Decorte et al.

Oyster Care

REFERENCES

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Woods A, Willison K, Kington C, Gavin A. Palliative Care for People with
Severe Persistent Mental Illness: A Review of the Literature. Can J Psychiatry
(2008) 53:725-36. doi: 10.1177/070674370805301104

. Elie D, Marino A, Torres-Platas SG, Noohi S, Semeniuk T, Segal M, et al. End-

of-Life Care Preferences in Patients with Severe and Persistent Mental Illness
and Chronic Medical Conditions: A Comparative Cross-Sectional Study. Am
J Geriatr Psychiatry (2018) 26:89-97. doi: 10.1016/j.jagp.2017.09.018

. Trachsel M, Hodel MA, Irwin SA, Hoff P, Biller-Andorno N, Riese F.

Acceptability of palliative care approaches for patients with severe and
persistent mental illness: A survey of psychiatrists in Switzerland. BMJ
Psychiatry (2019) 19:111-9. doi: 10.1186/512888-019-2091-x

. Hancock N, Smith-Merry ], Gillespie J, Yen L Is the Partners in Recovery

program connecting with the intended population of people living with severe
and persistent mental illness? What are their prioritised needs? Aust Health
Rev (2016) 41:566-72. doi: 10.1071/AH15248

. McGorry PD, Berk M, Berk L, Goldstone S. Commentary on ‘Palliative

models of care for later stages of mental disorder: Maximising recovery,
maintaining hope and building morale’. Aust New Z ] Psychiatry (2012)
46:276-8. doi: 10.1177/0004867412438009

. Trachsel M, Irwin SA, Biller-Andorno N, Hoff P, Riese F. Palliative psychiatry

for severe persistent mental illness as a new approach to psychiatry?
Definition, scope, benefits, and risks. BMC Psychiatry (2016) 16:260. doi:
10.1186/s12888-016-0970-y

. Van Mierlo T, Van der Meer L, Voskes Y, Berkvens B, Stavenuiter B, Van

Weeghel J. De kunst van ART Werkboek Active Recovery Triad. Utrecht: De
Tijdstroom (2016). 161 p.

. Moonen C, Lemiengre J, Gastmans C. Dealing With Existential Suffering of

Patients With Severe Persistent Mental Illness: Experiences of Psychiatric
Nurses in Flanders (Belgium). Arch Psychiatr Nurs (2016) 30:219-25. doi:
10.1016/j.apnu.2015.10.005

. WHO. WHO Definition of Palliative Care. Geneva: World Heath

Organization (2019). See: https://www.who.int/cancer/palliative/definition/
en/ (Access 14/11/2019).

Jones DA, Gastmans C, MacKellar C. Euthanasia and Assisted Suicide: Lessons
from Belgium. Cambridge: Cambridge University Press (2017). 378 p.
Mistiaen P, Cornelis J, Detollenaere J, Devriese S, Farfan-Portet MI, Ricour C.
KCE Report 318: Organisation of mental health care for adults in Belgium.
Brussels: Federaal Kenniscentrum voor de Gezondheidszorg (2019).
[Accessed May 6, 2020].

Lindblad A, Helgesson G, Sjostrand M. Towards a palliative care approach in
psychiatry: Do we need a new definition? ] Med Ethics (2019) 45:26-30. doi:
10.1136/medethics-2018-104944

Lopez A, Yager J, Feinstein R. Medical futility and psychiatry: Palliative care
and hospice care as a last resort in the treatment of refractory anorexia
nervosa. Int ] Eating Disord (2010) 43:372-7. doi: 10.1002/eat.20701
Geppert CM. Futility in Chronic Anorexia Nervosa: A concept Whose Time
Has not Yet come. Am ] Bioethics (2015) 15:34-43. doi: 10.1080/
15265161.2015.1039720

Trachsel M, Wild V, Krones T, Biller-Andorno N. Compulsory Treatment in
Chronic Anorexia Nervosa by All Means? Searching for a Middle Ground
Between a Curative and a Palliative Approach. Am ] Bioethics (2015) 15:55-6.
doi: 10.1080/15265161.2015.1039730

Baldinger-Melich P, Fugger G, Kraus C, Lanzenberger R, Popp W, Kasper S, et al.
Treatment-resistant catatonia: A case report. Clin Neuropsychiat (2016) 13:24-7.
Donald EE, Stajduhar KI. A scoping review of palliative care for persons with
severe persistent mental illness. Palliat Support Care (2019) 17:479-87. doi:
10.1017/51478951519000087

De Hert M, Correll CU, Bobes J, Cetkovich-Bakmas M, Cohen D, Asai I, et al.
Physical illness in patients with severe mental disorders: Prevalence, impact of
medications and disparities in health care. World Psychiatry (2011) 10:52-77.
doi: 10.1002/j.2051-5545.2011.tb00014.x

Aldridge KJ, Taylor NF. Dysphagia is a Common and Serious Problem for
Adults with Mental Illness: A Systematic Review. Dysphagia (2012) 27:124-37.
doi: 10.1007/s00455-011-9378-5

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Kumar MV, Venkatesh VT, Jagannatha SR. Fast eating syndrome: A case
report. Med Sci Law (2008) 48:78-81. doi: 10.1258/rsmmsl.48.1.78

Allen DE, De Nesnera A, Robinson DA. Psychiatric patients are at increased
risk of falling and choking. ] Am Psychiatr Nurses Assoc (2012) 18:91-5. doi:
10.1177/1078390312440325

Picot SA, Glaetzer KM, Myhill KJ. Coordinating End of Life Care for
Individuals with a Mental Illness: A Nurse Practitioner Collaboration.
Collegian (2015) 22:143-9. doi: 10.1016/j.colegn.2013.12.007

Saunders H, Kraus A, Barone L, Biringen Z. Emotional Availability: Theory,
Research, and Intervention. Front Psychol (2015) 6:1069. doi: 10.3389/
fpsyg.2015.01069

Tielens J. In gesprek met psychose: Verbindende gesprekstechniek, praktische
handleiding om in contact te komen en te blijven met psychotische mensen.
Utrecht: De Tijdstroom (2012). 256 p.

Prouty G, Van Werde D, Portner M. Pre-Therapy: Reaching contact-impaired
clients. Ross-on-Wye: PCCS Books (2002). 177 p.

Delespaul PH, Milo JM, Schalken F, Boevink W, Van Os J. Goede GGZ!
Nieuwe concepten, aangepaste taal en betere organisatie. Leusden: Diagnosis
(2016). 368 p.

Strauss JS. Mediating Processes in Schizophrenia: Towards a New
Dynamic Psychiatry. Br ] Psychiatry (1989) 155:22-8. doi: 10.1192/
S0007125000295937

Vugts-De Groot B. Werken met ervaringsordening: Afstemmen op mensen met
een (ernstige) verstandelijke beperking. Amsterdam: Nelissen (2013). 104 p.
Sustere E, Tarpey E. Least restrictive practice: Its role in patient independence
and recovery. | Forensic Psychiatry Psychol (2019) 30:614-29. doi: 10.1080/
14789949.2019.1566489

Bowers L. Safewards: A new model of conflict and containment on psychiatric
wards. | Psychiatr Ment Health Nurs (2014) 21:499-508. doi: 10.1111/
jpm.12129

Liégeois A. Values in dialogue: Ethics in care. Leuven: Peeters (2016). XIII, 138
p-

Leijssen M. Zingeving en zingevingproblemen vanuit psychologisch
perspectief. In: Raymaekers B, Van Riel G, editors. Wetenschappelijk
denken: Een laboratorium voor morgen? Lessen voor de eenentwintigste
eeuw. Leuven: Universitaire Pers Leuven (2004). p. 241-168.

Kal D, Post R, Scholters G. Meedoen gaat niet vanzelf: Kwartiermaken in
theorie en praktijk. Amsterdam: Tobi Vroegh (2012). 96 p.

Wilken JP, den Hollander D. Psychosociale rehabilitatie: Een integrale
benadering. Amsterdam: SWP (2012). 368 p.

Klaassen HW. Bondgenoten: Hoe familieleden en hulpverleners kunnen
samenwerken in de psychiatrie. Amsterdam: Boom (2014). 200 p.
Harps-Timmerman A, van der Cingel M, Jukema JS, Groen-van der Ven L.
Skilled Companionship: De verpleegkundige als bekwame metgezel van de
patiént. Tijdschrift Voor Verpleegkundigen (2009) 3:28-30.

Kal D, Post R, Wilken JP. Verder met kwartiermaken: Naar de verwelkoming
van verschil. Amsterdam: Tobi Vroegh (2013). 203 p.

Eneman M. Mensmakende vragen: Exploratie van de existentiéle dimensie in
de psychiatrie aan de hand van onderzoek naar demoralisatie bij patiénten met
schizofrenie. Leuven: Faculteit Psychologie en Pedagogische Wetenschappen
(2019). 217 p.

Muthert H. Verlies en verlangen. Over verliesverwerking bij schizofrenie. Assen:
Van Gorcum (2007). IX, 303 p.

Puchalski C, Ferrell B, Virani R, Otis-Green S, Baird P, Bull J, et al. Improving
the Quality of Spiritual Care as a Dimension of Palliative Care: The Report of
the Consensus Conference. J Palliat Med (2009) 12:885-904. doi: 10.1089/
pm.2009.0142

Klaver K, Baart A. How Can Attending Physicians Be More Attentive? On
being Attentive versus Producing Attentiveness. Med Healthcare Philosophy
(2016) 19:351-9. doi: 10.1007/s11019-015-9669-y

Isaacs AN, Sutton K, Dalziel K, Maybery D. Outcomes of a care coordinated
service model for persons with severe and persistent mental illness: A
qualitative study. Int | Soc Psychiatry (2017) 63:40-7. doi: 10.1177/
0020764016678014

Carlsson IM, Blomgvist M, Jormfeldt H. Ethical and methodological issues in
qualitative studies involving people with severe and persistent mental illness

Frontiers in Psychiatry | www.frontiersin.org

June 2020 | Volume 11 | Article 509


https://doi.org/10.1177/070674370805301104
https://doi.org/10.1016/j.jagp.2017.09.018
https://doi.org/10.1186/s12888-019-2091-x
https://doi.org/10.1071/AH15248
https://doi.org/10.1177/0004867412438009
https://doi.org/10.1186/s12888-016-0970-y
https://doi.org/10.1016/j.apnu.2015.10.005
https://www.who.int/cancer/palliative/definition/en/
https://www.who.int/cancer/palliative/definition/en/
https://doi.org/10.1136/medethics-2018-104944
https://doi.org/10.1002/eat.20701
https://doi.org/10.1080/15265161.2015.1039720
https://doi.org/10.1080/15265161.2015.1039720
https://doi.org/10.1080/15265161.2015.1039730
https://doi.org/10.1017/S1478951519000087
https://doi.org/10.1002/j.2051-5545.2011.tb00014.x
https://doi.org/10.1007/s00455-011-9378-5
https://doi.org/10.1258/rsmmsl.48.1.78
https://doi.org/10.1177/1078390312440325
https://doi.org/10.1016/j.colegn.2013.12.007
https://doi.org/10.3389/fpsyg.2015.01069
https://doi.org/10.3389/fpsyg.2015.01069
https://doi.org/10.1192/S0007125000295937
https://doi.org/10.1192/S0007125000295937
https://doi.org/10.1080/14789949.2019.1566489
https://doi.org/10.1080/14789949.2019.1566489
https://doi.org/10.1111/jpm.12129
https://doi.org/10.1111/jpm.12129
https://doi.org/10.1089/jpm.2009.0142
https://doi.org/10.1089/jpm.2009.0142
https://doi.org/10.1007/s11019-015-9669-y
https://doi.org/10.1177/0020764016678014
https://doi.org/10.1177/0020764016678014
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://www.frontiersin.org/journals/psychiatry#articles

Decorte et al.

Oyster Care

such as schizophrenia and other psychotic conditions: A critical review. Int J
Qual Stud Health Well-Being (2017) 12:1-10. doi: 10.1080/17482631.2017.
1368323

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Copyright © 2020 Decorte, Verfaillie, Moureau, Meynendonckx, Van Ballaer,
De Geest and Liégeois. This is an open-access article distributed under the terms of
the Creative Commons Attribution License (CC BY). The use, distribution or
reproduction in other forums is permitted, provided the original author(s) and the
copyright owner(s) are credited and that the original publication in this journal is
cited, in accordance with accepted academic practice. No use, distribution or
reproduction is permitted which does not comply with these terms.

Frontiers in Psychiatry | www.frontiersin.org

June 2020 | Volume 11 | Article 509


https://doi.org/10.1080/17482631.2017.1368323
https://doi.org/10.1080/17482631.2017.1368323
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://www.frontiersin.org/journals/psychiatry#articles

	Oyster Care: An Innovative Palliative Approach towards SPMI Patients
	Introduction
	Development of the Concept
	Origin and Background
	Description of the Concept
	Positioning in Literature
	An Example

	Analysis of the Concept
	Physical Pillar
	Psychological Pillar
	Social Pillar
	Existential Pillar

	Conclusions
	Innovative Nature
	Initial Experiences
	Pitfalls and Challenges
	Recommendations

	Data Availability Statement
	Author Contributions
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


