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UK NEWSLETTER

December 2003 

Letter from the Chair

Dear Colleagues,

This is the first Newsletter since a number of us were fortunate to attend the International ISPS conference in Melbourne. In spite of the distance, 15 of us travelled from the UK to join a total of about 600 down under. The two reports enclosed will give you something of the flavour of this event which all seem to have found a most enriching and energising conference.  Our congratulations to all the local organisers.  

For me, one of the most exciting things is the increasing questioning within psychiatry of the usefulness of the rather rigid diagnostic subdivisions of psychosis and increasing discussion of their counter-productivity especially as it leads to labels that may be difficult to shake off with time. This adds further legitimisation for our organisation with its members’ tendency to focus, hopefully more usefully, on patients various current ways of coping or not coping with the slings and arrows of their sometimes outrageous (mis)-fortune. But this is not to throw out the baby with the bathwater, we cannot do away with the need to retain psychosis as at least a description of a situation in which some aspect of reality is not accepted as such.

Enough of pontificating, and now that I am standing on my feet again, we can tell you that we are laying the foundations of our own ISPS UK residential conference in Manchester on Sept 13 and 14th 2004.  The theme will be related to WAYS OF LISTENING IN PSYCHOSIS.  We are busy preparing our first announcement and names of principal speakers and we will be encouraging you to contribute and participate and to bring some colleagues from your neck of the woods. We seem to be arousing a great deal of interest  in our theme and I think it promises to be a conference NOT TO BE MISSED.

By the time you read this, we will have had a specially extended meeting of the committee.  It has been my view that the ISPS UK is ready to move from dependence for its existence on a hard core of a few individuals. I think that more of our rapidly increasing membership from both core disciplines and practitioners in the various psychological modalities are ready to take initiatives themselves to support further developments in a virtuous cycle.  All of our committee members have therefore been looking for ‘buddies’ and will be bringing a couple along to a meeting on 

November 24th for a brainstorming session!   It has been very pleasing to notice regular meetings of professionals starting to occur under the ISPS UK umbrella, in the North (thanks to David Kennard) Arts Therapists (Sheila Grandison) and the successful analytically focussed meetings in London (Paul Williams). I anticipate further growth of these and several other activities in 2004.  

I am delighted to inform you that Professor Richard Bentall has agreed to be co-opted to our ISPS UK committee.  He was one of the leaders of the British Psychological Society’s important document entitled Recent Advances in Understanding Mental Illness and Psychotic Experiences which can be found within (www.bps.org.uk) and you will see in this Newsletter some reports on his very widely reviewed new book.  I think we really do now have a powerful and influential committee which really augurs well for the future.

By the way, ISPS will be 50 years old in 2006 and please seriously consider reserving June 13-16th for the ISPS celebration conference in Madrid – not nearly so far and expensive to get to as Melbourne. Preparations are well in hand – keep an eye on www.ispsmadrid2006.com/.

Merry Xmas and I look forward to hearing all your ISPS UK New Year Resolutions and reflections in the next Newsletter.  Please do not be shy with comments, reviews, wishes…………………..

Brian Martindale

From the editors

We would like to thank everybody who has contributed to this newsletter and hope that others will be encouraged to contribute articles or information for future issues. Please send all contributions for the UK newsletter to Annabel Thomas, e-mail isps@athomas99.freeserve.co.uk
Articles need only be short and can cover any topic which you think will be of interest to ISPS UK members. 

Sections of the Newsletter include: 

Conference/workshop reports 

Book Reviews and reactions

News and info e.g. about forthcoming meetings and events, what’s going on in your part of the UK
We would also like to build up sections on Research (your own or reactions to research papers); 

Service innovations; relevant personal experiences and commentaries on current affairs

The deadline for contributions to the next edition is 29th February 2004 for a Spring circulation.
David Kennard



Annabel Thomas

ISPS UK committee member

Organiser ISPS UK

Seeking a PORT in the Storm. The Schizophrenic Person and the Benefits of the Psychotherapies.

Dr Brian Martindale

Psychological therapies have a long road to climb if they are to find their place routinely in clinical care of persons with psychotic vulnerabilities. We know from our history that change will not come about as the result of individuals. Our history is replete with examples of talented persons who

have created facilitating environments and theories that have not been able to be sustained on their demise or retirement. Change will only come if sufficient persons come together and stand together so that they cannot be bypassed or treated as aliens as is so often the fate of the psychotically vulnerable. This is why the ISPS is so potentially important as an organisation that stands for the central place for a range of humane psychological approaches to psychosis.

How well is the ISPS doing?  For me an example of its increasing stature can be seen in a special publication of the Journal of the American Academy of Psychoanalysis and Dynamic Psychiatry. I urge those of you readers who are not dynamically trained to not move on to another article at this point. This volume is the result of an ISPS International Task Force that is attempting to challenge the PORT report (Patient Outcomes Research Team) a report that has somewhat similar weight in the USA to our NICE guidelines. Whatever your psychological orientation, you will find an intellectual feast in this volume. Contributors are from around the world and this is a marvelous example of international collaboration by experts who are concerned about the way in which much care and therapy for persons with psychosis is both conceptualized and conducted.  In the PORT report, of the 30 recommendations, 18 are about pharmacotherapies only two refer to individual psychotherapies.

In the specially commissioned volume of the journal, expertly edited by Ann-Louise Silver and T.K. Larsen, you will find critiques of many premises including critiques of the premise of the PORT report itself and of the Chestnut Lodge outcome study. You will find sophisticated discussion of the limits of evidence based practice in real world practice (Margison from the UK) as well as good articles on the role of trauma in psychosis and its implications for therapy. You will find excellent articles on violence in in-patient settings and chronic schizophrenia (O'Connor) as well as articles on an interesting approach called 'pre-therapy; which is based on client centred thinking, and on CBT at various stages and............ first rate articles on psychodynamics and psychosis as well as an interview with Benedetti - one of the two founders of ISPS back in 1956.

We intend to give copies free to the first 50 persons who contact Sheila Tung, Secretary to the ISPS

(address given on back page of Newsletter)

***

Conference Reviews Section

ISPS Conference – Melbourne, Australia

22-25th September 2003

Reconciliation, Reform and Recovery: creating a future for psychological interventions in psychosis

Mark Hardcastle: Consultant Nurse, West Sussex Health and Social Care

During the 1960's Frederick Frese was a young soldier in the United States guarding part of their stock pile of atomic weapons when he started to hear voices and develop strange beliefs. He believed that enemy nations were plotting to take over the atomic weapons and had hypnotized American leaders.  Soon after he was 'invited' to be a patient in a State asylum in Ohio where he was told that he spend the rest of his life. Despite the worst excesses that psychiatry and institutional care in the 1960's could provide he somehow managed a pathway to recovery 12 years later. He then trained as a psychologist and became a chief clinical psychologist in the very system that had earlier contained him. He is now a director of the American National Institute of Mental Health. Along the way he has married, had four children and 10 further admissions. He has benefited from good medicine, kind care and a lot of luck, for example the employers who didn't ask about his mental health or the person that hired him despite the objections from others about him having a mental illness. More than that he believes 'that schizophrenia need not be the end of life' and that it is the prejudices of others that can be the largest single handicap.

Dr Frese was the inspiring keynote speaker at the 14th International Symposium for the Psychological Treatment of Schizophrenia (ISPS) held in Melbourne, Australia last month. Myself and Abi Bridgeman from West Sussex Health and Social Care, Meadowfield, Worthing were both privileged to be able to attend and give a paper on acute in-patient care which was very well received. There were around 700 delegates from 40 different countries most of whom where consultant psychiatrists and psychologists. We spoke with interest to a small but significant number of delegates who like ourselves worked in acute in-patient setting. It seems the manifest problems that dog acute care in the UK also feature in places that we look to for our healthcare models like Scandinavia, the US and Australia. Indeed the grass is not greener on the other side of the world. Particularly surprising was the number of countries that use mechanical restraint methods as way of managing disturbed behaviour. Whilst, Dr Frese provided an abiding memory for me to take home there were several other points of learning amongst the 200 or so presentations that were made that will shape my practice and beliefs.

Dr John Read from University of Auckland, New Zealand gave a robust paper on the need for evidence based destigmatisation programmes whereby he argued that:

·
Using the analogy that mental illness is like any other illness does not reduce stigma rather this medical model view increases perceptions in the public of dangerousness and unpredictability.

·
Increased contact with people with mental health problems produces positive attitudes amongst the public as does knowing something about the person and their lives.

New Zealand like Australia appear to be having some success in their mental health promotion campaigns such as 'Like Minds'. It was noticeable how the media provide opportunities for discussion on mental illness. Positive mental health messages were to be found in pubs, on the radio and I even watched a TV programme shown at 7-30pm one evening.

The UK was well represented by some top notch speakers. I was fortunate to hear psychologist Jo Smith talk about her work with early signs monitoring of psychotic relapse. Her local results in Worcestershire are impressive. Over 250 staff have been trained to help service users identify their relapse signs (signature) find methods of monitoring these signs and use an action plan at times of vulnerability and when early signs are noticed. This work is having a massive impact on hospital admissions, days spent in hospital and use of compulsory admissions at one and two year follow up. As with many promising interventions like this the trick will be to ensure how it gets embedded into day to day practice.

Many clinicians have suspected it but it now appears that there is increasing thought given to the role of trauma in the development of psychosis. Tony Morrison (Manchester) in a key note speech hypothesised that traumatic experiences contribute to the development of beliefs and responses that can create and activate vulnerability to psychotic experiences. Psychosis thus might be triggered by adult memories of childhood trauma such as sexual abuse which were retrieved after a trauma in adulthood. This work is not without its critics or controversy, however, it was a mark of the nature of the conference that such a discussion should have a high profile.

Naturally, there were many presentations from the Early Intervention Psychosis services in Melbourne. Their work is impressive in not only reducing the delay the delay in untreated psychosis but in also altering the long term course of the experience to avoid unnecessary handicap and distress. The service really seems to stride to accomplish the sorts of opportunities and pathways toward recovery for its many consumers that Dr Fred Frese was fortunate enough to take 40 years earlier.

ISPS 2003 Melbourne: Reconciliation, Reform and Recovery

Andrew Duff Miller:Specialist Registrar (SpR) in adult and old age psychiatry, West London Mental Health NHS Trust

This was the 14th International symposium and the first time the event had been hosted in the Southern hemisphere.  Melbourne is seen as the most psychologically minded of the Australian cities, and a favourite for tourists - with attractions such as the twelve apostles and the Healesville sanctuary a short drive away.  The venue for the four days (Monday 22nd – Thursday 24th September) was the Melbourne Convention Centre, which is near the famous Casino and South Bank complex, and overlooks the Yarra River with ready views of the impressive cityscape. It is near the Melbourne Aquarium, which provided the location for the welcome reception at conclusion of the Monday workshops.   

Tuesday heralded the start of the main conference and with it a depiction by the Yarra Yarra Fire Dancers of how fire was stolen and retrieved to the Wurrundjeri people.  The ability or not to kindle a torch at the end, marked a moment of suspense for the audience; I wondered if this act was symbolic of the uncertainty which many viewed the objectives of the conference - at some level?  In the event, it seemed the conference was graced with a good omen as the fire was lit and the lead dancer stepped forward to demystify the preceding drama (meaning provided for incomprehensible actions as might happen in our daily work with psychotic individuals).

Dr Pat McGorry (chair) opened proceedings with a request that mental health professionals become more naturally aware of the areas of neglect and missed opportunities that have taken place in the care of people with schizophrenia.  He cited the pessimism and nihilism that occurs in these individuals - and the associated risk of suicide - as areas that required more emphasis in the future; a “beyond black” campaign seemed a fitting term for this.  Dr Jan Olav Johannessen (president) then outlined what he saw as some important themes for the conference: ‘Relationship’ is crucial; without this, nothing else is meaningful. Associated with this is: friendship, respect and the ability to make time and listen.  These elements are integral to the psychotherapeutic approach and contribute to the creation of a sense of security and stability - so much needed by psychotic individuals.  It is by such means that a more accurate understanding of the patient and their prognosis occurs.  Psychotherapists, therefore, could be seen as the “time keepers of our time” when considering such individuals.

Dr Wayne Fenton (NIMH, USA) spoke on the theme of “Integration in the management of psychotic disorders”.  The pitfalls up to now have been: radical environmentalism or biological reductionism, arrogance, inflexibility and the limitations of the RCT approach.  The patients with the most chronic pictures (involving residual negative symptoms, thought disorder and cognitive dysfunction) have also tended to be the ones that have not responded well to medication and where psychotherapy has been effective.  Although possibly detrimental to some, careful selection of those likely to benefit holds the promise of an improved sense of self-esteem, identity and meaning for the individual – with integration into society more possible.  There is a real need for us as professionals to ‘fill the gaps’ in the care of these neglected patients.  Psychotherapy seems well positioned to provide the necessary platform for integration, especially as we are coming to realise that psychotic individuals require different treatment modalities in the different phases of their illness.

Dr Frederick Frese (NAMI, USA) then took the rostrum to speak about “Recovery: Myths, Mountains and Miracles”.  In the 60s he was diagnosed with schizophrenia and institutionalised in a state asylum in Ohio.  From a time when he was spending days on end in seclusion, in inhumane conditions, he described how, contrary to the predictions of the clinicians of the time, he was able to find his own path to recovery over the subsequent 12 years (schizophrenia need not be the end of life).  Now a trained psychologist, director of NAMI and father of four, he is a popular with the media and is contributing to the “transformation” that has been taking place in the public perceptions of schizophrenia.  His account was told with panache and humour.  Despite the apprehension he must have felt in addressing an auditorium full of clinicians, he received one of the most thunderous of standing ovations.  This was a defining moment in the conference and spoke volumes of the spirit with which this symposium took place.

Professor Jim Van Os (Netherlands) spoke on “The social environment and dimensions of experience”. The attributions that psychotic patients make to internal and external stimuli can influence the development of symptoms and need for care, and are affected by the emotions and cognitive style.  An “enduring vulnerability”, with possibly structural changes and abnormalities in the cortisol system, can occur as a result of early traumatic events, but also even when there is maximal parenting.  In areas of decreasing ethnic density there is an increase in the prevalence of psychosis.  This could be explained by the influence of discrimination on the individual’s attributional style.  With the support of McGorry’s study, the evidence points to psychotic symptoms existing over a continuum.  This strengthens the rationale for psychological treatments.  It is, therefore, important in the treatment of people with schizophrenia that the context of social experience is integrated with biological psychiatry’s view that the condition is a genetic brain disease with stable and irreversible defects.

Professor Richard Bentall (UK) was the last keynote speaker on the Tuesday and explored “The conceptual basis of psychotic disorder”.  There is, in some ways, a “poverty of ideas” when it comes to psychosis and its treatment currently: there remains significant risks of incapacitating side effects with the current medication, and the evidence for the atypicals is diminished if the dose of typicals is adjusted down.  The boundaries between sick and well are unclear - with a significant proportion of the population experiencing psychotic symptoms at some time, despite often being happy and functioning well.  Our psychiatric diagnoses are “useful” like the star signs are.  Although factor analysis has identified three cluster groups for schizophrenia (and which are often used) there is also a similar clustering into groups of symptoms in bipolar affective disorder.  Evidence shows that it is symptoms, not diagnostic groups, which are effective in predicting outcomes and response to treatment.  Damage to the young brain, from whatever cause, leads to an increased risk of psychiatric disorders (and possibly susceptibility to stress) rather than pointing to schizophrenia per se.  Inner speech goes on all the time (associated with the left frontal lobe).  The way that internal and external stimuli are explained (causal attribution) is affected by beliefs (cultural) and expectations, stress and environmental noise.  Paranoid individuals are less able to generate situational explanations for stimuli and have  poor “source monitoring”; this can lead to not only hallucinations but also communication disturbances.  There is a reciprocal interaction between hallucinations and delusions (anomalous experience leads to anomalous explanation and vice versa).  The attributional style, an individual develops, is affected by the relationship with the parents and so parenting should not be excluded as a contribution to the development of psychosis.

Wednesday started with John Read’s (New Zealand) talk on “Child abuse as a risk factor for psychotic illness”.  Research from the Stavinger ISP (36 studies) regarding psychotic individuals reports physical or sexual abuse having occurred in two-thirds (50% individually) and incest in a third.  This alarmingly high rate appears to be replicated in a recent study by Read (2003).  Nevertheless, only a third of the abuse tends to be detected in this group of patients routinely.  Such individuals describe chaotic and isolated internal worlds, voices replicating themes of the abuse and a sense of being trapped and betrayed by someone upon whom they were dependent and loved.  Their brains show over activity of the HPA axis, abnormalities in the neurotransmitter systems and hippocampal damage - amongst other things, although these features are shared with all victims of abuse.  There is some overlap of PTSD, dissociative and psychotic symptoms, in the victims of abuse (and it is reported that PTSD is present in more than half of acute psychotic individuals).  It is possible that these various symptoms could be seen as related components in a long-term adaptive response to an original traumatic event.  There is a consensus in the public of three countries investigated (Germany, India and America) that the cause of schizophrenia lies in social and psychological events.  Although Morrison has demonstrated that psychological treatments work for psychosis without medication, the decisions made about the adaptation of various treatment modalities nationwide is not made in a vacuum: there is a political context.  Two areas of research taboo have been: investigating if child abuse was common (Freud didn’t help, neither did Beck with the “false memory syndrome”) and, exploring if psychotic symptoms have a psychosocial aetiology (owing to the rigid adherence to the biogenetic model).  Other factors, which have also contributed  include the tendency of clinicians to rediagnose individuals with schizophrenia as something else if abuse is identified, the fears of being accused of blaming the family (concerning abuse) and the massive investment of drug companies - which promulgate the biogenetic model.  As regards to diagnosis, it is of interest how much variability there is between America and the UK (as demonstrated in a study by the dramatic difference in the favoured diagnosis of the same individual either side of the Atlantic Ocean)

Prof Paul Mullen (Australia) followed on from this controversial rendition, with the topic “Childhood trauma and psychosis”.  Although there might be an association between abuse and psychosis, this has not been consistently demonstrated in studies.  In all likelihood, it is a rare event with a prevalence of less than 1%.  However, there is probably a complex array of other familial psychosocial variables that are associated with abuse.  The difficulty in untangling this confusing area demonstrates a need for good quality prospective studies with multivariate analysis.  PTSD may not be the most appropriate model for construing abuse and its sequelae.

Dr Tony Morrisson (UK) then joined the tripartite sequence with his talk on “Relationships between trauma and psychosis: a cognitive approach”.  Schizophrenia is an umbrella term with multiple pathways to psychosis.    There is some evidence that it can be associated with the development of PTSD – especially in those who feel entrapped, stigmatised, lack control over the symptoms or felt isolated.  Conversely, there is a correlation between trauma and subsequent psychosis:  experience of bullying predicts psychosis, the content of voices in those with trauma is often of a parent, and a negative world view (that the world is an unsafe place) increases the risk of hallucinations Although some find the psychotic experience terrifying, others can see it as a positive experience.  In fact, both negative and positive symptoms have been shown to be used as preventative strategies by the individual to avoid painful reality checking.   The clinical implications are: that psychotic patients are assessed for a history of trauma and the presence of PTSD symptoms, as a matter of routine.  The aim would be to avoid trying to fit such individuals into classificatory boxes, but rather adopt an holistic approach with the use of formulations particularly helpful.  Over time, they should be helped to reappraise the meaning of the traumatic events (which might lead to a diminution in the need for psychotic strategies)  

The final day began with Dr Tor Larsen’s (Norway) “Systematic review of the evidence for psychosocial interventions in psychosis”. The PORT study (1992) was intended to develop an evidence base of effective treatments.  However, its conclusions, that psychoanalysis has a harmful influence and that family dysfunction cannot possibly cause schizophrenia, suggests a biological bias and a priori reasoning.  The result has been that psychological vulnerability in the pre-psychotic stages has been ruled out and research into psychological and environmental aetiologies has been blocked.  If we are to progress, the psychopharmacological research hegemony must be challenged.   The Evidence- based approach, itself, has its limitations with this population: the random controlled trials have had a high rate of refusers (50-80%), there have been difficulties gaining informed consent, and those abusing substances or subject to trauma have been excluded. There are questions, therefore, about how representational the study samples have been.  The DSM classificatory system concentrates on the superficial markers of schizophrenia, in order to achieve reliability.  As a result, the disordering of meaning, self-awareness and inter-subjectivity are neglected – despite being present in the majority of 1st onset cases.  The benefits of Psychotherapy have been obscured in research by the use of inexperienced therapists and with unclear definitions.  When these have been addressed, there is clear support for the effectiveness of this treatment modality.  It is popular with the user group, which frequently requests its availability.  Clearly, for those prone to side effects, or who do not respond to the medication it seems a popular choice; but otherwise, its appeal lies in its focus on self-awareness and the fuller elaboration of symptoms by means of transference, countertranference and in CBT.

Dr Frank Margison (UK) described the “Integrating approaches to psychotherapy in psychosis”.  Types of integration include: individual and family systems; care spells and care pathways, the professional and user perspective; research and service objectives; EBP and practice- based evidence; policy and individual practice; across professions (inevitable rivalries) and; right and left brain (metaphorically two world views).  The levels of integration required for healthy functioning include: individual/ carer/ family; mental health team (avoid malignant alienation, splitting and other counter-transference issues); organization (need to own up to mistakes made) and: mental health system (political commissioning).  Service users and carers complain that there is too much emphasis on crisis plans and medication, poor recognition of inefficient interventions, a neglect of social needs and insuffient listening to, involving and consulting.   There appears to be some stuckness at the level of theoretical integration: with the Stress Vulnerability model being interpreted as relating to biological vulnerability only, and the Bio psychosocial model being applied in a way that makes the social care seem trivialised.  There is a need for a sharing of common ground (brain processes coexist with personal experiences within a social system, we try to deal with past experiences in the present, life pattern are “sticky”, and we all have needs).  More integrated psychotherapeutic approaches are required where there is a focus on the individual, there are models of need and the individual needs are met in an interactive way with the treatment remaining open to change and assimilation of new ideas.  It is important to remember how much much psychotic individuals lose their sense of self, ability to assimilate new experience and tend to demonstrate a deadness of language (lack of metaphor). When looking at Firth’s Model of needs, it will be evident that all the domains are attacked; initial attention will need to be concentrated around the first level - of safety and security.  The currently available psychotherapeutic models that most incorporate the essential elements are Ryle’s Cognitive Analytical Treatment and Hobson’s Conversational Model.   

The last of the keynote speakers was Dr Brian Martindale (UK) who spoke on “The role of psychodynamic theory and practice in the management of psychosis”.  There was a need to restore psychiatry’s humane face.  Avoiding seeing the psychotic population as an homogenous group, and finding time to develop the art of listening could do this.  This would help better understand the vulnerabilities of the individual (and so their need for treatment) and clarify the things most significant to them (and so inform about long-term goals).  A psychotic individual has an altered sense of reality, where thoughts and emotions are treated as things (which must be eliminated).  Often the most productive approach in such an individual is to concentrate on the listening before deciding what is going on (overlooked by reductionist approaches); let the patient educate you.  Psychodynamic assessments and formulations should become available to all patients (an ISPS principle).  This would provide invaluable support to mental health staff (much needed) by enabling them to understand patient’s problems more fully and to see these more in the context of the patient’s life.  The Stress-Vulnerability model has been used in an over simplistic way.  However, this is not a failing of the model but of its application.  In fact, there is the potential for its complexity to increase and for it to become multilayered and a valuable resource as we strive to integrate various treatment modalities.   

To be continued. In next ISPS newsletter: summary of the concurrent sessions and the debate “Can biological and psychological interventions be integrated in the treatment of psychosis?”          

Book Reviews Section

Review of ’Madness Explained: Psychosis and Human Nature by Aaron Beck (forward), Richard Bentall

Hardcover 656 pages (5th June 2003) Publisher: Allen Lane; ISBN: 0713992492  £25.00

Richard Bentall's book, published in June, has caused quite a stir. As you will see from Chris Burford's review, he believes it marks the long awaited paradigm shift away from reductionist causality, and awards it Nobel prize status. If his review doesn't get you reading it nothing will. We have two more reviews in progress, one by a psychoanalyst and one by a research psychologist,which we intend to publish side by side in the next issue of the Newsletter. If you have views similar to Chris or indeed quite different, do write and tell other ISPS members through the Newsletter - Editors.

This is a quite exceptionally important (but readable) book.  It is, I suggest, the most important book written on psychosis in the last hundred years.  The title is no exaggeration.  It is neither a cheeky taunt at the psychiatric establishment, nor a grandiose fantasy.  It is factually correct.

Thomas Kuhn argued that sciences do not develop by the mere accumulation of knowledge.  Progress sometimes occurs in abrupt leaps or shifts.  For a long time, writers work within the old scientific paradigm.  Over time thay begin to accumulate observations that cannot be understood within the existing framework.  This leads eventually to a scientific revolution in which a replacement paradigm is accepted.

This book marks such a shift from simplistic mechanical linear models of causation of psychological symptoms, to non-linear dynamic, systemic models.  Culturally, it is the shift from the modernist 20th century to the post-modernist 21st.

Richard Bentall, like Einstein, is not doing this alone.  He was chair of the working group of the British Psychological Society which produced the report in 2000, ”Recent advances in understanding mental illness and psychotic experiences”, and acknowledges the contribution of a whole generation, a cohort of psychology colleagues, mainly from Britain, cited in his almost one hundred pages of references.

Aaron Beck, a psychoanalyst who made landmark contributions in the cognitive treatment of depression, acknowledged by psychiatrists and psychologists alike, writes in his foreword:

”As the leader in the investigations of the psychology of psychosis, Bentall is uniquely qualified to explain this new approach and make it available not only to readers of scholarly journals, but also to a much broader audience.  His approach demystifies psychosis and restores the patient to a proper place with the rest of humankind”  Perhaps it was the luxury of being able to complete reading of every page of ”Madness Explained” as I travelled around New Zealand’s beautiful volcanic landscape, created by the clash of tectonic plates, that I was fully convinced however that this book is the tipping point in such a revolutionary process.

One of the reasons why this book is a breakthrough is because Bentall allows himself some speculation, in a way that is not permitted in individual research articles.  This is the key that allows a new paradigm to emerge from the complex mass of psychological research accumulated over the last two decades.  Each chapter on the empirical data is in fact really a summation of work in progress in 2003 with acknowledgement of the creative exploratory nature of the edges of this research. ( For this reason new editions every 5 years are essential).

The fact that it is written in a way accessible to the lay person, is integral to Bentall’s scientific model, and not modish popularising – what societies call ”madness” arises from normally occuring human phenomena widespread probably in all populations, but which for certain individuals become contining patterns.  Whether through maintaining, or self-reinforcing, processes, these patterns then distance them from their fellows.  The disease model of mental illness often perpetuates that division.

Certainly as a psychiatrist I found Richard Bentall’s lay language, frequently suddenly illuminated an obsure technical area of research.  The English is not only readable but attractive.  This has perhaps contributed to the problem for some reviewers who have assumed that the threads of personal biography that Bentall deliberately interweaves are some sort of delayed exploration adolescent libertarian prejudices, or unresolved pain at the fact that like so many people whose families have been affected one way or another by serious mental illness, one often feels inadequate to help at the time.

It is impractical to read this book at one sitting.  But it is not a disaster to dip into it, provided you are willing to revisit.  Its complexity is because it may play a pivotal role in what incraesingly looks like a massive social, scientific, and philosophical tectonic shift, which we are all living through.           

Chris Burford

Models of Madness

Psychological, Social and Biological Approaches to Schizophrenia

JOHN READ, LOREN MOSHER, RICHARD BENTALL, Eds.

Models of Madness shows that hallucinations and delusions are understandable reactions to life events and circumstances rather than symptoms of a supposed genetic predisposition or biological disturbance. International contributors:

· Critique the 'medical model' of madness

· Examine the dominance of the 'illness' approach to understanding madness from historical and economic perspectives

· Document the role of drug companies 

· Outline the alternative to drug based solutions

· Identify the urgency and possibility of prevention of madness

Models of Madness promotes a more humane and effective response to treating severely distressed people that will prove essential reading for psychiatrists and clinical psychologists and of great interest to all those who work in the mental health service.

Dr Read is an active member of the International Society for the Psychological Treatments of Schizophrenia and other Psychoses (I.S.P.S.), and was a member of the I.S.P.S. Task Force which collated research evidence of the effectiveness of a range of psychological modalities in the treatment of psychosis.

1-58391-905-8 April 2004 304pp. £50.00 hbk

1-58391-906-6 April 2004 304pp. £17.99 pbk
Published by Brunner-Routledge www.brunner-routledge.co.uk

International Society of Psychological Treatment for Psychoses and Other Psychoses Book Series

To order, please call Customer Services on 01264 343071 or email book.orders@tandf.co.uk

News and Info Section 
NIMHE’s Positive Practice Awards

Following our announcement in the last issue of the success of two ISPS UK members, here is the news in detail. The National Institute for Mental Health in England (NIMHE) Positive Practice Awards were held in Spring 2003.  The awards are intended to recognize and celebrate the work of people in mental health services throughout the country. 

The 6 categories for the 2003 awards were:

· Improving Access and Choice

· Care Programme Approach

· Modernising Mental Health Services

· Recovery

· Making a Difference

· Lifetime Achievement

2 members of ISPS, Dr Gráinne Fadden and Dr Steffan Davies entered their services in the category of ‘Modernising Mental Health Services’.  In this category, the focus in 2003 was on ‘A programme or project which has demonstrated the promotion of positive practice through the connection of research to practice, leading to innovation and new approaches with a particular focus on service users, their families and friends’.  

The Meriden Programme was nominated as joint winner in this category along with an acute mental health service in Bolton, and the Cedars Community at Rampton Hospital was highly commended in the same category.

The Meriden Programme, Birmingham & Solihull Mental Health NHS Trust

Meriden, the West Midlands Family Programme, was set up by Dr Gráinne Fadden, Consultant Clinical Psychologist in 1998, following a request from the then Regional NHS Executive.  The main aim was to develop family-sensitive mental health services and practitioners skilled in evidence based family work.  This ambitious project took the form of training a core group of clinicians across the seventeen Mental Health Trusts in the West Midlands in Behavioural Family Therapy, who themselves went on to cascade the training across their own Trusts.  The approach has a robust research base, and is proven to reduce relapse rates for service users, reducing family care-giving, stress, and increasing effective communication and problem solving within the family.

Many clinicians were not used to working with family members and over the last five years, the programme has attempted to influence the culture of mental health services by raising the profile of the needs of family members, demonstrating that by developing partnerships with people who use services subsequent outcomes can be greatly improved.  Central to the work is the concept that recovery – whatever this means to an individual – is achievable, and that each individual and family can build on their own strengths and move forward.

There are currently one hundred trainers in family work, and one thousand two hundred and fifty therapists trained in the approach, now working across the West Midlands.

For more information contact:

Dr Gráinne Fadden

The Meriden Programme

Birmingham & Solihull Mental Health NHS Trust

71 Fentham Road

Erdington

Birmingham 

B23 6AL

Tel:  0121 623 5866

ARTS THERAPIES

Way back in 1989, Andy Gilroy wrote:  ‘The NHS is not known for its sympathy towards creativity… Small wonder for some the price of professional recognition is a suppression of the artist in the art therapist’. (1)  Whatever their medium of work, and whatever their clinical field, for art, music, drama and dance-movement therapists working in the NHS today,  the mantra for the clinical effectiveness of the arts therapies is captured in another of Gilroy’s phrases - “our own kind of evidence”.

ISPS UK, with its emphasis on psychodynamic and psychosocial processes in the treatment of psychosis, has attracted over 40 arts therapists to its membership.  From this, a small, but growing networking group is developing, with the common interest of looking deeper into the particular contribution the arts therapies make in the treatment of psychosis.  The emphasis is looking at case material to articulate our own kind of evidence. 

To build on the networking group, a national ISPS UK arts therapies study day in 2004 is a real possibility.    If you are an arts therapist and would like to become more involved in ISPS UK, the networking group, or have ideas for an arts therapies and psychosis study day, please do contact me at:   sheila@barendt74.fsnet.co.uk
I look forward to hearing from you.

Sheila Grandison

ISPS UK committee member 

Arts Therapies

(1)  Gilroy, A. (1989)  ‘On occasionally being able to paint’  Inscape,  Spring, pp .2-9

	ISPS UK Analytic Section

Clinical meetings for 2004 at the Institute of Psychoanalysis

10th February, 4th May, 6th July, 21st September, 16th November

The meetings are held on a Tuesday at the Institute of Psychoanalysis, 112a Shirland Road, 

London W9 (Maida Vale/Warwick Avenue), in the Basement Room. 

Meetings start at 8:30pm. Admission free of charge.

If you are interested in attending please contact:

Paul Williams, ISPS UK committee member

E-mail: williams@dial.pipex.com



ISPS UK Northern Network  

A small enthusiastic group gathered at The Retreat in York for the first meeting of a Northern Network of ISPS members.  Several people had sent their apologies and conveyed their interest in being involved in future meetings.  Encouraged by this and aware of the views we had received in favour of fewer longer meetings given the travelling required, we went ahead and organised three half day meetings in 2004. We aim to have two presentations for each meeting. The present programme is based on the interest of those present to share aspects of their work, but leaves open spaces for other contributions that we hope will be forthcoming. 

All meetings are at The Retreat, York, 2pm – 5pm

Monday 2 February

(1) Presentation by David Kennard and Judy Chatten on their experience of combining CBT and 

Psychodynamic approaches in the development of a Psychosis Information Group on a 

rehabilitation ward.

(2) Feedback from Melbourne, or ‘what ISPS is for’ (or a bit of both)

Friday 21 May

(1) Helen Greenwood will give a presentation on art and psychosis.

(2) To be arranged

Monday 20 September

(1) David Glennister will lead a discussion on self-help and professional facilitation in voluntary sector groups.

(2) To be arranged

For further information and suggestions, please contact David Kennard at The Retreat. 

Tel:   01904 412551  Email: dkennard@retreat-hospital.org

Forthcoming events

ISPS UK Workshop 



Now fully booked
Group Approaches to Psychosis

Saturday 13th December 2003

For more information contact: dkennard@retreat-hospital.org
ISPS UK Residential Conference 

Monday 13th and Tuesday 14th September 2004

Manchester Conference Centre and UMIST.

For further details contact Annabel Thomas, UK ISPS Organizer:  isps@athomas99.freeserve.co.uk

15th ISPS International Symposium

Global Views & Integrated Therapies

13-16th June 2006, Madrid, Spain

Congress Secretariat: e-mail congresos.madrid@viajesiberia.com  

Can you help?

Leaflets for Service users and Carers

Do you have, or have you come across, a good leaflet/booklet/handout that tells service users and carers in clear simple language - 

What their rights are in relation to services provided by their local Trust or Authority

What services they can expect to be provided - in particular what psychological therapies

How best to present these rights and expectations in clinical and managerial meetings.

At our last Committee meeting ISPSUK agreed to try to find or produce the best available leaflet, and to get endorsement of it from leading professional authorities, so that it will carry some weight in discussions with professionals. 

A subgroup of the committee, Grainne Fadden, Mikey Kyle, David Kennard and Joan Penrose, have agreed to pull together what’s available to take this idea forward. If you have a leaflet that you think is a good one, please send a copy to Annabel Thomas, c/o ISPS UK, PO Box 707, Gerrards Cross, Bucks SL9 0XS. 

Networking…
ISPS UK email group

Don't forget that you do not need to wait until the next Newsletter if you have something to say or want to hear what others have on their minds! The ISPS UK email discussion group is alive and lively  - and for all members with email access.  If you are not signed on contact Chris Burford - cburford@gn.apc.org
How can I become a member of ISPS UK?

If you live in the UK, you can become a member for just £10/annum. Just contact our secretary: 

Sheila Tung, ISPS UK, 

North House, St Bernard’s Wing, West London Mental Health NHS Trust,

 Uxbridge Road, Southall, Middlesex, UB1 3EU.

Tel: 020 8354 8941    Fax: 020 8354 8054      Email: ISPSUK@hotmail.com
ISPS contact details

Annabel Thomas, UK Organiser can be reached by email on: isps@athomas99.freeserve.co.uk.  Her address is ISPS UK Organiser, P O Box 707, Gerrards Cross, Bucks SL9 0XS.  Tel/Fax 01494 580101.  


Sheila Tung continues to look after any ISPS membership queries and her contact e-mail is Sheila.Tung@wlmht.nhs.uk.   Her telephone number is 0208 354 8941

The ISPS website is at www.isps.org 
ISPS UK committee

Brian Martindale (chair), drbmartindale@blueyonder.co.uk; Chris Burford, cburford@gn.apc.org ;  Steffan Davies, DrsteffanD@aol.com; Gráinne Fadden, grainne.fadden@bsmht.nhs.uk , Sheila Grandison, Sheila@barendt74.fsnet.co.uk; David Kennard dkennard@ntlworld.com;  Paul Williams, Williams@dial.pipex.com; Mark Hardcastle: Mark.Hardcastle@wshsc.nhs.uk; Mikey Kyle:  mrmikeykyle@hotmail.com; Dan Pearson: daniel.j.pearson@talk21.com; Richard Bentall, bentall@psy.man.ac.uk   Annabel Thomas can also pass messages to relevant members of the committee or use our email discussion group by contacting Chris Burford at cburford@gn.apc.org
Please feel free to contact the colleagues on the committee that you think best represent the areas you are interested in. They will be keen to support you as far as they are able.  
One of the strengths of ISPS UK is the bringing together of a wide range of views, however the views expressed by authors in this newsletter are not necessarily shared by ISPS UK as a whole.

…….a reminder – next closing date for Newsletter articles 29th February!!

Watch this space…..

Will you vote this the conference of 2004?

Be there to cast your vote…….

The ISPS UK conference 2004 

 is happening in

Manchester

One of the UK’s most vibrant cities offering a wealth of theatres, museums, galleries, shops, cafes and restaurants…

13th and 14th September 

First Announcement, Keynote Speakers, Call for Papers and Workshops hot off the press in January! 
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