
with a 0.2% reduction in depressive symptom scores (IRR 0.998,
95%CI 0.997–0.999). This association was most pronounced
in the spring (IRR 0.995, 95%CI 0.992–0.999). For manic symp-
toms, we found that each 1°C increase in mean temperature in
the preceding two weeks was associated with a 0.4% increase
in manic symptom scores (IRR 1.004, 95%CI 1.001–1.007),
with the strongest association observed in the autumn (IRR
1.011, 95%CI 1.002–1.020). Associations between maximum
temperature and depressive and manic symptoms followed a
similar pattern.
Conclusion. We found evidence that higher temperatures were
associated with decreased depressive symptoms and increased
manic symptoms, indicating a complex relationship between tem-
perature and mood disorder symptoms. With globally rising tem-
peratures due to climate change, there is a need to understand the
impact of heat on mental health symptoms to provide targeted
support. This study demonstrates the potential for using novel
data sources and EMA methods to inform our understanding of
the link between climate and mental health, although there is a
need for improved data collection to realise the potential of
these methods. Clinically, our findings highlight opportunities
for risk stratification and targeted interventions based on local
temperature patterns.
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Aims. To find how best to integrate religion/spirituality (R/S) into
clinical care.
Methods. This was a qualitative study. 41 mental health patients
of varying diagnoses in secondary care underwent semi-
structured interviews describing their mental health and spiritual
journeys and how these have interacted, before, during and after a
period of acute illness. Grounded theory was used. Detailed cod-
ing was carried out and themes extracted.
Results. Preliminary results from this project have already been
reported, (submitted for publication). 5 main processes by
which R/S interacted positively or negatively with mental health
recovery were identified:
• R/S experiences, (+ve or -ve),
• Existential crisis, (-ve),
• Influence of faith community, (+ve or -ve),
• Finding a personally meaningful faith, (+ve),
• Changing priorities to a more spiritual outlook, (+ve).
Further analysis has allowed a comparison between our different
participants who were at different stages of recovery:

1. Those who described themselves most as being in recovery
tended to have more positive R/S experiences, support from
a faith community, a personally meaningful faith and have
changed their priorities. Most have also found clinical care
helpful. However, often R/S was considered more helpful
both for personal recovery and symptom relief. For others in
this group, R/S enables living a satisfying life despite limita-
tions of illness partially controlled by medication.

2. Those who described themselves most as struggling with men-
tal illness were much less likely to have a personally meaning-
ful faith or had changed their priorities. They tended to have
negative R/S experiences, persistent existential crisis and/or
rejection from a faith community. Most of these people find
both clinical care and R/S issues unhelpful. Some people
were finding clinical care helpful but R/S barriers were block-
ing their recovery.

Many people at all stages of recovery said they wanted more
help with R/S issues. They often regard their illness as a spiritual
problem and consider positive R/S experiences a key to recovery.
Conclusion. Spiritual health may be important for recovery from
many mental health problems and needs to be addressed accord-
ing to the 5 themes.
• Possible R/S barriers identified, even if symptoms seem to be
responding to clinical treatment.

• Positive R/S experiences and/or support from a faith commu-
nity used to help overcome R/S barriers.

• Support made available to find a personally meaningful faith
and change priorities.

• Referral to spiritual care offered more frequently.
Clinical care will be most effective if combined with facilitating
spiritual health.
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Aims. To establish the usability and tolerability, as well as accur-
acy of measurements of a handheld KardiaMobile ECG device in
an inpatient older adult dementia ward.
Methods. Between February 2023 and April 2023, KardiaMobile
ECGs and 12-lead ECGs were taken for patients admitted within
a dementia ward in Liverpool. The standard 12-lead ECGs
were analysed as per current practice, by Broomwell Health
Watch. The KardiaMobile ECGs were read manually, by two
independent raters, for heart rate and QTc. The user-rated toler-
ability was measured out of 5, 5 being the most tolerable,
and was measured for both KardiaMobile and 12-lead ECGs,
allowing comparison. The QTc and heart rate were calculated for
both methods, and then compared. QTc was calculated using
Bazett’s formula.
Results. 13 inpatients had a 12-lead ECG, and a KardiaMobile
ECG performed. Both were tolerated by all patients, except one
who tolerated neither, leaving 12 ECGs for comparison.
KardiaMobile ECGs were quicker to obtain, more well tolerated,
and easy to use. However, manual calculation of QTc, versus
expert and computer analysis for 12-lead ECGs, led to some vari-
ability between QTc measurements. Inter-rater reliability between
raters for the KardiaMobile QTc was poor, however, when both
were combined, correlation with 12-lead ECG QTc was moderate.
KardiaMobile ECGs were harder to obtain in those with tremors,
and the lack of computerised readings made interpretation more
difficult. 12-lead ECGs also offer reassurance in the form of a fully
interpreted, more detailed ECG.
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