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Notes from the Chair

I am writing this on the eve of the Madrid ISPS conference, and look forward to meeting many of you there.  There is a strong UK presence in the programme and I hope our next Newsletter will provide those unable to go with some if its flavours. Meanwhile our home grown conference programme is in full swing. The first of this year’s conferences, co-hosted with CHT on ‘Psychosis and Spirituality’, was a great success. With just over 100 participants and really good speakers it was nourishing on many levels (mind, spirit, stomach – excellent lunch – and ISPS budget). See the report elsewhere in this issue and also Isabel Clark’s afterthoughts on the ISPS UK email list. 

You’ll find full details of our two autumn conferences, in London and Newcastle, with this issue. Warm thanks go to Kathy Taylor, Alf Gilham and Brian Martindale for their time and energy in pushing these two events forward. A one-day workshop is also being planned in London later this year by Sheila Grandison and colleagues, presenting qualitative and quantitative evidence for the effectiveness of the arts therapies in relation to psychosis.  Contact Sheila for further information. Plans are firming up for our major biennial conference next March – see the first announcement for details. This will be a really stimulating event, with great speakers, so  put it in your next year’s diary - March 26 and 27. 

I hope you will be able to get to some of these events. We’ve had more non-members than members attending our last two conferences, so do come along and get the most out of your membership.

Strategic Plan (1) 

During the past year the Committee has been discussing where ISPS UK should be putting its energies over the next 2-3 years. Out of these discussions we have identified four main themes: Membership; Conferences and Workshops; Publications and Communications; and Fund-raising. We are working on the specific goals, with the idea that a core group within the committee will lead on the goals for each theme. Taking membership first, we want to identify where potential members are and how we can reach them. One area with considerable overlap of interests are the Early Intervention and Early Psychosis teams, and we plan to promote ISPS at the major conferences taking place in October. We now have a very attractive new publicity leaflet, and would encourage any member attending a conference on matters related to psychosis to take some with them. (You can email Marianne Taylor for the number you need.) Another cost effective way of introducing ISPS to people is through your own networks and Newsletters – you can write a letter about ISPS or ask one of the committee to do so. With the recent increase in the membership subscription we are now covering around 40-50% of our running costs from membership fees, and if we can increase our numbers it will put our finances on a more solid foundation than depending on the less certain surpluses we get from conferences.

Book Series
This Spring saw the publication of two major new books in the ISPS series, Psychosis: An Integrative Perspective by Johan Cullberg, and Evolving Psychosis: Different Stages, Different Treatments edited by Johannessen, Martindale and Cullberg. Following the success of the first in the series, Models of Madness, these confirm the series as a major source of ideas and influence in psychological approaches to psychosis. Reviews will be published in the next issue of the Newsletter.

Regional developments

In addition to the now established ISPS Northern Network based in York, there is a new local network in the North East.  The Psychodynamic and Psychosis Interest Group is being launched by Richard Duggins and Angela Kennedy and plans to meet three times a year. The first two meetings are at Shotley Bridge Hospital in Consett. There is also the potential of a Midlands network, and anyone interested to be part of this should contact Tim Calton in Nottingham (see committee list). If any member would like to arrange a meeting of local ISPS members in their area we can help to leaflet people: get in touch with Annabel Thomas. 

Committee changes

Following an extremely useful 18 months as ISPS UK Treasurer, John Gale has returned to the Committee backbenches due to pressure of work. I will be taking over the treasurer function for the time being until a replacement can be found. I also regret to announce that Alison Brabban has had to leave the committee, also due to work pressures, but pleased she is able to continue as an Associate member of the Committee. 

David Kennard

Chair ISPSUK
From the Editors
Welcome to another edition of the ISPS UK Newsletter. 

This is an edition has special relevance in that it highlights the diversity of psychological work with people that experience schizophrenia.  You will find a theoretical contribution on therapeutic community work but also enthusiastic participations from other approaches. In this edition you will also encounter questions carers face, and inputs highlighting the need to address the spiritual and cultural elements in our work.
The book review in this edition is hoping to stimulate dialogue between people that contribute on our knowledge base. The reviewer assures me that the review process has given him many sleepless nights and he would welcome the dialogue.  Finally, we would like to draw your attention to the very important conference 
programme that is ahead of us.  
We would like to thank the contributors and wish good read to all.

	Vasilios Magalios
	Marianne Taylor

	ISPSUK Newsletter co-editor
	Assistant Administrator ISPSUK


Conference/Workshop Reviews 

Report on ‘The James Naylor Foundation Annual Conference’
I attended two events arranged by "The James Naylor Foundation," a debate "Psychiatric drugs do more harm than good" in which the evidence in favour carried overwhelming conviction.  I also attended the conference "Successful healing of emotional distress."  Speakers included Peter Breggin of "Toxic Psychiatry", Dorothy Rowe the well known psychologist, and Dr Bob Johnson, whose latest publication "Unsafe at any dose" makes disturbing reading.  I have a close relative who has been on Clozaril for 4 1/2 years (without relapse) I understand that the established view is that clozaril is prescribed indefinitely.

Both the debate on 7th, and the Annual Conference of the James Naylor Foundation on 8th April, were full of challenging theories and thoughts about the use of psychiatric drugs. Peter Breggin and Joanna Moncrieff produced convincing arguments at the debate which won overwhelming support for the motion "Psychiatric drugs do more harm than good" The speaker from the Institute of Psychiatry and his colleague proved to be less able advocates.

Speakers at the Conference the following day "Successful healing of Emotional Distress" were Sir Richard Bowlby,( son of John) on the role of attachment, Dorothy Rowe on "Fear as the root of emotional distress," and Dr Peter Breggin on "Healing emotional distress without resort to psychiatric drugs". In the afternoon Bob Johnson spoke on personal perspectives from his work as psychiatrist at Parkhurst prison, in the Community, and from the Emotion Support Centre now established on the Isle of Wight; the book stalls provided plenty of further reading material from the speakers. 

"The prescription of drugs is saying to the patient "I can't do anything more for you." It dulls the patient's mind, but also the Dr's." 'The patient should be smothered (!) with support; He/she is fighting demons from the past. Therapists need to listen without preconceived ideas and yet to know what he is listening for.... to help him understand how the patient sees himself and his world. Reference was made to the fight, flight, and freeze response to fear /aggression. The therapist needs conviction that the psychosis is transient. (How difficult when we live with uncertainty.) 

I am not sure whether these quotes are from Dorothy Rowe or Peter Breggin, but I made a note of her book "Feeling the fear" at this point. She did speak about her theory that the fear of annihilation of identity is greater than the fear of death, (see her book on Beyond fear)

Bob Johnson spoke about the fear of an old reality presenting itself again, that psychiatric morbidity is caused (can we be so definite while acknowledging its importance?) by the adult making sense of the world using infantile survival strategies based on the infant's understanding that their parents provide a life support system. He seems to think that the patient needs to be enabled to say good-bye to the parent of infancy and this can be liberating to the adult, who doesn't need parents! Emotion and cognition are entwined, (reminding me that psychodynamic and CBT approaches are both relevant, (within the same therapy?)).  Another jotting; "Ideas fall apart but as they fall apart new ideas are created to enable the patient to survive what is happening..... It’s an ordinary experience, you can get through it"

The therapist needs to be able to find a safe place within himself, creating a safe place for his client, and may need to face professional annihilation, (This must have been Bob Johnson speaking). "All psychiatric treatment disables the brain and crushes the spirit," "neuroleptics lobotomise". ‘The patient needs to be offered a framework, because he doesn't know where to begin’, (This would be true of my relative); ‘…there is an area that he is not able to think about, that will push him over the cliff’. When my relative started lessening his dose of clozaril without medical consultation, he described an incident on a holiday when he had fear of literally falling over a cliff, and then said,” I’m relieved I've told you about it"). Bob Johnson described his theory of fears lying in a box with the thickness of concrete on top, with the fear of annihilation lurking by.

"Damaging as drugs are, the spirit is stronger;".... an alternative definition of schizophrenia could be 'people speaking lousy poetry'.  I hope I am right in saying that Bob Johnson now sees it as his mission to extend the "Emotion Support Centres” beyond the one already established on the Isle of Wight. How similar are these ideas to Loren Mosher's and to The Community Housing Trust?

I understand that the established view is that clozaril is prescribed indefinitely. I would appreciate hearing views of other ISPS members on "toxic psychiatry."  Also views on the  gradual withdrawal from clozaril, from  psychiatrists, psychologists,  therapists and others interested and willing to offer medical care and psychological support in 'facing the fear' (Bob Johnson). 

A Carer
An initial version of the contribution above stirred great interest and some fine responses in the email list. We would be happy for the Newsletter to become the stage for the dialogue to continue. Ed.
ISPS UK and Community Housing and Therapy: Psychosis and Spirituality: Continuity and Discontinuity

Upon arrival to the Society of Chemical Industry in Belgrave Square on a wet April morning there was a buzz of excitement and intrigue in the air. This was the first time Community Housing and Therapy (CHT) had held a conference in partnership with an organisation as prestigious as ISPS UK and the subject area, Psychosis and Spirituality was one that was already instigating discussion even before the first presentation.

Prior to Professor Sheila Hollins’ opening remarks, David Kennard the Chair of ISPS UK, introduced the day with a brief history of ISPS UK and its aims of prioritising psychological therapies for psychosis and the bringing together of services and approaches.  Professor Hollins, the President of the Royal College of Psychiatrists, a developmental psychologist by training, introduced the theme of spirituality and psychosis. Recalling an all too familiar experience for most of the attendees, Professor Hollins described the confusion that existed on a ward containing three Jesus. She introduced the notion that spirituality and religion can both be a contributory factor to mental illness but also a valuable element for recovery and rehabilitation. 

Spirituality and varieties of psychotic experience: what do we mean and why does it matter? - Dr Glenn Roberts, MD, Consultant in Psychiatric Rehabilitation and Recovery, Wonford House Hospital, Exeter.
A “half–baked”, “incomplete” idea was the basis for the presentation by Dr Glenn Roberts which he described as “the field notes from an existential journeyman”. With mainstream psychiatry having shed religion in the early 20th Century the Users Movement of the 21st Century was now insisting on its inclusion.  Dr Roberts argues that despite psychiatry in general being anti-religion and vice versa in many, if not all cases, the two are intrinsically linked. Being a Saint or a psychotic is perhaps just a matter of perception.

Continuity and Discontinuity: cognitive science and psychotherapeutic perspectives- Isabel Clarke, Consultant Clinical Psychologist, Psychological Therapies Lead, NHS Acute Inpatient Unit, Woodhaven. Introducing Hayes’ Third Wave Cognitive Therapy, Isabel Clarke described working with psychosis using the discontinuity model. 

There are two ways of operating in the world; the Everyday and the Transliminal (numinous). Our everyday constructs are based upon past experiences with any new experiences being filtered through our existing constructs. Numinous experiences, spiritual, mystical even magical experiences on the other hand operate beyond the construct system. Subsequently they need to be approached in a different manner to everyday experiences.

Practical Spirituality- Dr Susan Mitchell, Consultant Psychiatrist and Medical Director, The Retreat, York

Working from Quaker ideology The Retreat holds both spirituality and psychotherapy in high esteem. Dr Mitchell asked the question is spirituality as much a way of being as a way of acting?  Wittgenstein spoke of a “sense of totality” of the being. Can spirituality be separated from everyday life or is spirituality so ingrained in our being that it is not possible to separate them. 

Spiritual Emergencies and Psychotic Episodes- Laura Liverotti, Psychologist and Adult Psychotherapist, Senior Manager, Dainton House, Community Housing and Therapy, London

In a change of tack Laura Liverotti introduced a Eastern religion and philosophy into the spiritual mix. Looking at spiritual emergencies, the focus was on Hindu mythology and Buddhist philosophy with specific reference to kundalini awakenings and chakras.  With a starting point of Grof describing a spiritual emergency as a crisis in the evolution of the consciousness Laura Liverotti suggests that a situation of high stress can disrupt the growth and process of the consciousness to overwhelming and chaotic proportions. Drawing on R.D. Laing, and Lacanian concepts of psychosis Ms. Liverotti presented a fascinating insight into the comparisons of kundalini awakenings and psychosis.

With the plenary chaired by Dr Andrew Powell, (founding chair of the Spirituality and Psychiatry Special Interest Group at the Royal College of Psychiatrists) as with the presentations, there was not so much in the way of answers to these questions but yet more questions for the audience. What did come from the presentations is the acceptance of the validity of an individual’s experiences whether our own beliefs agree with it or not. If an experience is real to another who are we to say that it is not a valid experience what is important is to help the individual make sense of the experience and understand the meaning.  As we vacated the premises the sun had appeared not only shedding light on Belgrave Square but also casting shadows. Much as Dr Roberts had predicted in his abstract the day itself had shed light and shadow on the emotive issue of spirituality and psychosis.

Kevin Knotley, Deputy Manager -CHT Homebase

Book Review
Advanced Family Work for Schizophrenia: An Evidence Based Approach; (2005), p. 100, Gaskell (Royal College of Psychiatrists) By Julian Leff
From its origins this book had the potential to make a significant contribution to the field of Family Consultation – particularly in relation to severe Mental Illness. Its author has been, for over 30 years, one of the leading thinkers, practitioners and trainers in this arena and its concept targets, what has been in recent years, an increasingly important gap in the literature. I approached this book with a great deal of enthusiasm, but found it to be hugely disappointing.

Professor Leff’s papers, and those of colleagues at the Maudsley, have been seminal in the development of the Behavioural, Cognitive-Behavioural and Psycho-educational Family Therapies. Over the 30 years of his involvement these family interventions have developed enormously in reputation and respect and are now considered an essential component of treatment and recovery in Schizophrenia. The NICE guidelines for Schizophrenia in the UK and PORT recommendations in the USA both specify family intervention as a requirement of good practice, which achievements are, in no small part, informed by Professor Leff’s contributions. 

In recent years training in these forms of family therapy or intervention has expanded rapidly within the UK and elsewhere. The Meriden programme, headed by Grainne Fadden has, itself alone, trained, or overseen the training of, over 2000 mental health and social care staff in the last 8 years or so. There has, however, for a little while now been a recognition that those who are interested enough to pursue these trainings often need something more to take their understandings, skills and confidence another step further. 

In a recent audit of work undertaken by individuals who had completed the Meriden training, Dr Fadden found that an unacceptably high number were failing to utilize or develop their skills to the level anticipated – a situation confirmed anecdotally by myself and others in comparative situations. Although resistance from existing service cultures and lack of support were presented as primary reasons for this – there was a consistent report of limited confidence and the availability of few “appropriate” families. Because the time investment for these courses is comparatively brief the focus has tended to be on families who were highly motivated and with more “straight-forward” needs. Interested staff have needed access to trainings, books or articles to help them to think through how to respond to, support or work with families whose situations were more complex or challenging.  Whilst there has been a proliferation in titles describing family intervention in various contexts and with different client groups, my own experience as a trainer has been that students have wanted something else – different or more. These “behavioural family therapies” are taught using a very accessible, clear and logical process that explains interventions in a stepped and progressive manner. Few of the more recent texts offer this sense of clarity and guidance. Whilst they might be exciting, challenging and informative many people experience them as slightly too far on from the more directed experiences of their introduction to the field.

Similarly, although there has been a substantial rapprochement in recent years between the Behavioural and Systemic approaches to family intervention, and much greater mutual respect and learning, the Systemic literature, also, offers little help without additional tutorial or supervisory guidance. Its conceptual basis and language are often experienced as confusing; and the historical focus on a philosophical and value-basis is at some odds with the evidence-base of the behavioural approaches. So people need something that bridges the gap – that offers detailed, clear guidance, in an accessible language, with a strong evidence base for working with those families previously regarded as “too difficult”. This is exactly the remit that Professor Leff’s book sets out to address. 

It even starts really well in the approach that has been adopted. Of the very many people whose lives Professor Leff has influenced indirectly through his roles as a supervisor, trainer and consultant he has identified 19 families with varying, more complex needs – the challenges of cultural identity and diversity, the inter-relationships of physical and mental health difficulties, having more than one person in the family with a diagnosis of mental illness, and so on. He has approached each family’s story with a report of their history and presenting problems, his guidance to the therapist; sometimes at different points of consultation; and the consequences or outcomes of the work undertaken. 

This style feels very reminiscent of some of the texts written in the early days of the development of the Family Therapies. Those books often included extended transcripts of conversations with families which read like plays, engaging the reader in the lives of the families involved; drawing them into the stories; making them care; to want to know how things got resolved. Alongside the script of the conversation would be detailed explanations of the therapist’s thoughts, understandings and intentions. When I first became interested in the field and accessed these books, I often found that I literally couldn’t put them down.

It’s not unreasonable to say that this book is honest and brave. There are aspects that are illuminating and informative, particularly in relation to social commentary. There are passages that are enjoyable to read, and that begin to capture my imagination, but they are always too brief and short-lived. In this instance, unfortunately, a great concept, narrative style and enviable reputation are not enough.

Probably the most intrinsic problem with this book is the lack of any effective editorial control. The approach to its writing comes across as poorly thought through and lazy. It reads as if Professor Leff has presented his notes as they were written, however many years ago. The language is very loose in places and the tense of the narrative moves backwards and forwards between historical description to present-tense recommendations to historical review; all of which starts off as merely mildly irritating, but after reading 19 case discussions becomes immensely distracting.

More significantly the discussions of the contexts and recommendations of Professor Leff’s supervision are confused and lack detail. In relation to context, for instance, the supervision in which these clients’ needs were discussed seems to have been defined in relation to family work and yet a significant percentage of Professor Leff’s recommendations relate to individual needs and interventions – more along the line of “case-management” supervision. Don’t get me wrong – good supervision might be perfectly justified in addressing all of these issues and it might even be argued that there is an ethical imperative to do so. This approach, also, locates family work at the heart of the whole complex package of care – a central thesis rather than an after-thought or add-on – a position with which I am very much in support.  What is not clear, however, is whether the supervisees had opportunities elsewhere to address concerns that were less “family-oriented” and, if so, what efforts Professor Leff made to connect his recommendations with those received from others. Furthermore, descriptions of the actual recommendations offered suffer from a minimal commitment to providing any explanation or rationale and an almost complete absence of description as to how the suggested interventions might be delivered. Since this is the essential value of the remit promised its absence is fairly crucial. In addition, although the book is sub-titled – “an evidence-based approach” – there is actually little evidence or research reported and most of what is included relates to social context or the concomitant occurrence of other difficulties rather than the interventions pursued. 

Most worrying of everything, however, is Professor Leff’s language in his description of the families’ struggles and the family support that is offered. In his work supporting the development of family approaches Professor Leff has been extremely vocal in his commitment to a non-blaming, non-judgemental stance with families. His research has strongly evidenced the potential damage that hostile or critical positions can have, both when expressed between family members, and towards families by professionals. And yet this book is saturated with critical and blaming statements made about the families or family members discussed. They are variously reported, amongst other things, as being antagonistic to services, intentionally blocking identified strategies, taking advantage of the relative who is unwell, hindering them from developing skills and sabotaging attempts to organise meetings. These interpretations of events and relationships; presented as facts rather than hypotheses or opinions; seem to me to be both highly critical and likely to be organising of punitive attitudes and interventions. In several of the situations discussed, where families were struggling and their interactional dynamics seemed to have become quite stuck, the supervisee was advised to discontinue family involvement, and, when the outcome of the consultation or therapy was less than satisfactory, blame appears to have been laid at the door of the family rather than the therapist or Professor Leff. 

It is evident from the language of the notes that some of the work reported took place as much as 15 or 20 years ago. Whilst this expressed hostility cannot be considered as OK, it is, to an extent, understandable in a temporal context. Unfortunately Professor Leff gives no information about these aspects of the “cases” and so the average reader will be unable to make those judgements.

I have other problems with the book, for instance the superficiality and narrow perspective with which issues of cultural diversity are addressed and the total failure to acknowledge the gender, ethnicity, or any other aspect of the person of the therapist.  These issues are, though, largely overshadowed by the points already made. 

My original intention in reviewing this book was simply to read it a few times and feedback my observations. However, concerned by the degree of my dissatisfaction with it, I decided to reconsider my approach. I reminded myself that I was a very experienced family therapist and a trainer of those for whom this book was more intended. Whilst there were aspects of the book that I might be uncomfortable with sharing with my students; some of the implied attitudes for example; I was perhaps not the best judge of whether this would be valued by those whose needs were being targeted. I, therefore, approached my colleagues in the PIER Early Psychosis Service in Leicestershire to solicit their thoughts. I asked them to read a chapter, or even just one case example, and feedback the following: - Did they enjoy it? How understandable and useful were the ideas? And, what attitudes or feelings did it leave them with? In this I was conscious of my own strong response to the book and so endeavoured, as much as is ever possible, to not express, or impose, my views on others who offered to read it. As is always the case some were too busy at that point to be able to help, but others were very motivated. Those who responded included care coordinators, a youth worker and a psychology assistant. Most had not completed the introductory family intervention training, although they all had experience of some contact with families. 

It is important to acknowledge that the responses were very varied. Some of my colleagues were very enthusiastic; others much less so. Those who were positive found the case discussions well presented and realistic; the format clear, concise and consistent; and the structure and language accessible. The examples described pointed out issues that the individual hadn’t considered previously, gave “food for thought” and encouraged personal reflection. They were left feeling really interested in the idea of family work and would definitely buy the book for themselves or recommend it to others. Those who didn’t like it were primarily uncomfortable with its academic superficiality. Criticisms were that it lacked detail or depth and gave the person no guidance or sense of how to take the ideas forward – no strategy or steps to follow. In addition it was felt that the examples described didn’t actually support a strong argument for the purpose or value of family intervention. There were, also, some concerns expressed regarding the insidious negative feelings with which the reader was left. One very clear observation was that a book developed as a training tool; as this avows itself to be; needs to be reflective of how it will be read or interpreted by others. It should pay extremely careful attention to language, concepts and philosophical consistencies and not leave the student trying to guess too much about the content. 

Significantly the greatest enthusiasm came from those colleagues least qualified and least experienced in the field. Experienced staff were far more critical, and no-one with any further training in family consultation or support was encouraging. 

All of this leads me to the conclusion that, although there are some worthy aspects to this book, and it will be enjoyed by many, I don’t feel that it meets the task for which it was set. Professor Leff’s earlier book – “Family Work for Schizophrenia : A Practical Guide” (Kuipers, Leff and Lam, 1992. Gaskell Press) is an integral text in any introduction to Family Intervention. Although a child of its time and needing some degree of contextualisation when introduced, it does exactly what it says on the label. I will continue to use it in my training. This book, however, I feel, is actually more dated and it will not be something that I recommend to my students.

In re-reading this review I feel a little like the small child pointing out the emperor’s nakedness. I am aware that some people might consider my “cries” to be arrogant or impertinent, and might take issue with aspects of what I’ve said. If you feel that way I am more than happy to enter into a dialogue about it either through the ISPS e-mail discussion group or through this newsletter. 

Finally, I would like to acknowledge that Professor Leff is a man who I admire and respect immensely. His legacy is unquestionable. I hope that this is not the last book that he writes.

Dan Pearson

Consultant Therapist

PIER Early Psychosis Service, Leicester, Leicestershire and Rutland.

A theoretical contribution

What can therapeutic community principles offer a psychosis rehabilitation service?

This paper was presented at a meeting of the ISPS Northern Network on 6 February 2006.

TCs have been associated with different sets of principles over the years (Kennard 1998), not all of them applying to every client group. To find those that work best for a particular client group, we need to distinguish between those features that are core or basic from those that are really more specific to a particular setting or population. And the question here is, can we identify TC principles that are of value in a rehabilitation service for psychosis?

Probably the best-known TC principles emerged from a study of the Henderson (Rapoport 1960):


Democratisation

Permissiveness

Reality Confrontation

Communalism

The Henderson is a TC for people with personality disorders and these principles do not necessarily apply to TCs for other groups. Take the combined principles of permissiveness – allowing a wide range of behaviours that might be distressing or deviant by ordinary standards - and reality confrontation – continuously presenting members with interpretations of their behaviour as others see it. This two-pronged approach can be very effective for people who lack social sensitivity and have a major difficulty in learning from experience. However they would be quite unhelpful and possible harmful for people who have an over-sensitive reaction to social situations, as is often the case for those experiencing psychosis, and especially paranoid delusions.  

David Clark (1999) adopted a very different set of principles for what he termed the ‘TC approach’ which was aimed at long term patients in the large mental hospitals in the 1950s and 60s, where many of them had lived for years, often for decades. Clark cited an influential report of the World Health Organisation which stated that, ‘the most important single factor in the efficacy of the treatment given in a mental hospital appears to be an intangible element which can only be described as its atmosphere’ and that ‘the creation of the atmosphere of a therapeutic community is in itself one of the most important types of treatment the psychiatric hospital can provide’. They did attempt to define some aspects of this intangible element and came up with 5 components:

Preservation of the patient’s individuality

The assumption that patients are trustworthy

That good behaviour must be encouraged

Patients must be assumed to retain the capacity for a considerable degree of responsibility and initiative

The need for activity and a proper working day.

It’s interesting that these have quite a lot in common with the forerunner of the TC approach: moral treatment, developed at The Retreat in late 18th and early 19th centuries. Recently some of us had a go at retrospectively identifying the principles underlying this approach (Borthwick et al 2001):

A concern for the human rights of people with severe and disabling mental health problems 

Personal respect for people with severe mental health problems
An emphasis on the healing power of everyday relationships
The importance of useful occupation
Emphasis on the social and physical environment 
A common sense approach rather than reliance on technology or ideology
A spiritual perspective 

We can see that these two sets of principles look very different from the Henderson principles, although I think there is some overlap. Democratisation – the principle that all staff and patients should share equally in decision-making – assumes the view that patients retain the capacity for a considerable degree of responsibility and initiative. There is also an overlap between the principle of Communalism – staff and patients sharing amenities, use of first names, free communication and intimate sets of relationships – and an emphasis on the healing power of everyday relationships. 

However the emphases on encouraging good or desirable behaviour, and on activity and occupation, are clearly different from Rapoport’s four principles. This difference may stem from two sources. Firstly different staff values - more egalitarian versus more paternalistic. And secondly the different needs of people with personality disorders and people with long-term psychoses. In moral treatment useful occupation was seen as a calming influence, as a basis for relating to others individually and in a group, and as a means of providing a sense of achievement, purpose and self respect – in other words many of the ingredients of recovering a more normal life.

John Cox, when he was Dean of R C Psych, attempted to relate TC principles to community psychiatry and the work of CMHTs (Cox 1998).  As with the TC approach and moral treatment he topped his list with ‘respect for persons’ and he then added the following:

Recognition that staff and users have in common their ability to be therapeutic

Realisation that a ‘containing’ environment is essential, and that leadership whether multiple or single is evident and acknowledged (He added that some community services are like sieves with no containment and no clear leadership)

Understanding the sociology of large and small groups, the ‘culture of enquiry’ and the reflection on living and learning, which is transmitted and maintained by core staff

I think that in these statements Cox has identified some TC principles that are core, in that they transcend any particular setting or client group. In particular he brings in the almost iconic phrases coined by the two best know pioneers of TCs in psychiatry, Tom Main and Maxwell Jones.

A ‘culture of enquiry' was used by Tom Main to refer to culture among the staff of 'honest enquiry into difficulty', ‘a conscious effort to identify and challenge dogmatic assertions or accepted wisdoms.’
A 'living learning situation’ was used by Max Jones to refer to the fact that everything that happens between members of a therapeutic community, in particular when a crisis occurs, can be used as a learning opportunity.
Cox’s ‘recognition that staff and users have in common their ability to be therapeutic’ is also basic to all TCs, and is perhaps the feature that most distinguishes them from traditional hierarchical models of treatment, where the therapy only comes from the experts. The importance of containment and clear leadership are principles that may apply to the system as a whole, including the needs of staff, than to the individual patient in the TC. But from a clinical point the need for a sense of emotional containment is especially relevant to the individual experiencing the confusion and distress of a psychotic episode. 

Where have we got to in our quest for TC principles that can be of value in a psychosis rehabilitation service? I think there are 4 clusters of principles that are relevant.

Cluster 1

· Personal respect

· Preservation of the person’s individuality

· Treating people as if they are trustworthy

These reflect a basic humanitarian attitude that says that we’re equal as human beings. This may be taking coals to Newcastle for any decent rehabilitation service, old lessons from the old asylums, but we may still need reminding about them. In my experience we, the staff, are always tempted to put our own or the institution’s convenience above need of the individual patient or indeed his/her family.

Cluster 2

· The value of activity, useful occupation and a structured day 

· Using everyday situations as a learning opportunity

· Recognising the therapeutic potential of everyday relationships 

The importance of structure, and of learning from everyday situations and relationships, is more problematic, as staff who struggle to work with people with mainly negative symptoms will know. Is it better to leave someone to withdraw into themselves until they are ready to engage, or to encourage active involvement through a structured day and through staff-patient and patient-patient relationships? 

The approach Community Housing and Therapy, an organisation that has developed TCs for people with long-term psychosis returning to the community from hospital, is of interest here. They have brought together elements of the TC approach with elements of the existential philosophy that inspired the anti-psychiatry movement of the 1960s. CHT uses the concepts of ‘dialogue’ and ‘dwelling’ to address the problem of the person’s active involvement – or lack of it – in their immediate physical and social environment (Tucker, 1998). Someone’s avoidance of involvement, or eruption of anger, or paranoid delusion, are seen as expressing an underlying question the person is asking about themselves or others, which it is the task of the staff member working with them to try to translate into ordinary language. Dialogue occurs when the person feels they are really being seen, understood and acknowledged by the other. Similarly the role of the staff is to help an individual to fully ‘dwell’, not merely exist, in their room: to choose colours, furnishings, decorations, arrange things, etc. They try to do this by working ‘alongside’ the person, doing things with them rather than to them. This requires qualities that come as second nature to some mental health workers but that others including me struggle with – patience, tact, perseverance, sensitivity.

Cluster 3

· Recognising the capacity of community members to be therapeutic for each other

· As much permissiveness as is consistent with a sense of safety and containment

· As much democratisation – assuming a capacity for responsibility and initiative - as the individual can use

These are perhaps the most challenging of the TC principles for the staff, as they involve giving up a degree of control and authority a d handing it over to the patients. Ward staff know that patients influence each other, and that sometimes this influence is unhelpful. A controlling response is to try to minimise interaction between patients, but a more creative response will be promote helpful and supportive interactions between patients. Anyone who has seen a patient who has been in the unit for a while explain to another why it is better to tell the staff if they are having a problem with their medication rather than just refuse to take it knows that this source of information is so much more effective than when it comes form a member of the staff. 

And as for those pillars of the TC, democratisation and permissiveness, I would say that timing, balance and judgement are needed in their use. Just as medication is adjusted according to need, so the amount of these principles that are helpful will depend on the current state of the ward. 

Cluster 4

· An emotionally containing environment

· Clear leadership 

· A culture of ‘honest enquiry into difficulty’

And finally for the service as a whole I believe TC principle are important. One of the major contributions the TC made to psychiatry was to recognise the importance of the staff in promoting or in undermining any therapeutic regime. If the staff feel emotionally contained and supported, are clear about where and how decisions are made and how they can be involved in decision-making, and if there is a culture of openness about problems, then there is a decent chance that the service they offer to their patients or clients will be similarly supportive and responsive to their needs. 

David Kennard 

Chair ISPS UK
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Notes from the Front Line

The experience of Racism from a white viewpoint. Reflections on the ‘ISPS UK Culture and Psychosis’ conference; 4th November 2005

I was particularly interested in the joint presentation by Lennox Thomas and Aida Alayarian, because I believe, like them, that the experience of being the object of prejudice and discrimination is often a precursor to psychological distress and psychiatric illness.  The tragic experiences of one generation are often passed on via unconscious processes within families.  And there is a parallel within the current furore against refugees and asylum seekers to the bigotry faced by black immigrants of a previous generation.

My attention was really grabbed by the issue of ‘culture and psychosis’ when I went to work as a psychiatric social worker at St. Ann’s in Tottenham in 1989.  There was an obvious and horrifying disproportion in the numbers of admissions for severe mental illness, both the acute crises and the states referred to as ‘serious and enduring’; a very large number of black men in their twenties and early thirties – who therefore had been born in the late fifties or early sixties – were routinely coming in as patients.  Having been an infant teacher twenty years earlier, I felt as though I were meeting the cousins of the children I had known then, in another neighbourhood.  And I felt I had some idea of what might have caused such massive psychological disruption.

I had some small personal experience of migration. I was born in this country, but my family emigrated to Canada when I was eleven.  Although in those days, to be English in Canada was to some extent a privileged state; I suffered the expectable miseries of an uprooted and self-conscious adolescent.  I came to London, which was not my hometown, in 1962 as the young wife of a man who had been a 1956 Hungarian refugee, hence was anxious about the first Commonwealth Immigrants’ Act (‘this miserable, shameful, shabby bill’, in the words of the late Hugh Gaitskell); however, we soon realised that this notorious series of statutes was not aimed at us, but was most blatantly designed to restrict the numbers of people of colour who could claim a homeland here.  Recalling the many black servicemen I had watched marching through Southampton on their way to face danger and possibly death on behalf of the Mother Country, I was embarrassed and shocked at this ingratitude.

Flat hunting brought further disappointment.  There were plenty of places to let, if you were willing to accept the ‘no colored’ signs.  One titled woman was willing to let her spare flat to us if we would guarantee that we would have no coloured visitors, and was baffled by our indignation.  Of course, black people were facing this bigotry when they tried to find places to live, so often ended up crowded together in the few areas open to them – substandard housing, mostly – and were then blamed for creating slums.

A popular television show of the time – and for a considerable time thereafter – was the ‘Black and White Minstrels’, which we sometimes sat through at my uncles’ house.  As I recall, white men ‘blacked up’, in the style of Al Jolson, and then sang and did skits in an exaggerated manner supposed to mimic that of real black people; and this was supposed to be funny and enjoyable.  Coming from Canada, which had already been influenced by the US civil rights movement, we were utterly aghast at this, and were considered very po-faced as a result. Into this social environment came people from the West Indies, mainly at first adults staking their claim as Commonwealth citizens while they still could They came to work and make a better life than they could hope for back home in post-colonial poverty, and they faced a terrible and disappointing struggle.

Many of course were young and single, but some of them, in the hurry to get under the net of the Act, had left behind children whom they had placed as best they could with relatives.

It was the consequences of this large-scale displacement of families that I was seeing in the 1960s, and encountering again in Tottenham.

For many people, of course, the migration was a success, despite the initial difficulties.  The family members that came here found work that suited them eventually; any children left behind were looked after lovingly; the family unit was reintegrated without trauma.  But the circumstances – somewhat as with those of refugees and asylum seekers now – might have been designed to cause trouble in any but the healthiest and most buoyant of families.  The rush that made it hard to think things through; disappointing work, or jobs that were dirty or downright dangerous, with long hours and poverty wages; unfamiliar systems for all the tasks and institutions of everyday life; a pervading sense of not being welcome; all of these attacked the wellbeing and hope of the adult immigrants.  As to the children left behind, there was endemic poverty, and often loneliness and uncertainty.  Sometimes the relatives were grudging to help; or they were old and tired and worried; some were actively cruel and abusive.

It often happened that by the time the new arrivals felt settled enough to send for their child or children, they had started a family in Britain, so that the ‘old’ children found themselves expected to accept and love younger siblings they had not met.  The younger ones in turn were faced with having to give due respect to older brothers and sisters who came out of poverty and deprivation, and a different school system, and who knew less than they did about how to cope with the life of young people here.

In one school I worked in, which had a large number of black children, both new arrivals and youngsters born here, the Head claimed laughingly ‘not to be able to tell them apart’. The children – especially boys – and their parents were treated as though they were dangerous interlopers.  Of course many teachers treated the children with consideration and concern and helped them develop as individuals, and welcomed parents respectfully; but in many schools and classrooms black children met with low expectations and little help, and their parents were made to feel very uncomfortable  And this was not a problem simply of prejudice on the part of individual teachers.  The educational psychologist Bernard Coard – who later went home to Grenada to participate in the Socialist government of Maurice Bishop, and was imprisoned by the US invasion force after the latter’s assassination – wrote up his research into the over-representation of black children in schools for the Educationally Subnormal, indicating a systemic racism that we still struggle to overcome.

The works of several young black writers – notably Andrea Levy – depict vividly the social pain I am trying vicariously to describe.

Psychoanalysis teaches us a great deal about what young children need for their psychological development.  Wilfred Bion suggests that the baby is born into a world of chaotic confusion and ‘nameless dread’, and needs to draw on all his mother’s emotional resources to begin to sort out his sensations.  Not only does he need tender and devoted physical care, he also needs help with the panic he experiences at the sudden loss of his familiar environment, the womb in which he has been warm and safe forever.  He needs a mother who can bear his distress, ‘digest’ it, and reassure him by her manner that he can survive this upset.  This process, which Bion calls ‘containment’, is vital to the development of a secure sense of self.

It is not only at the moment of birth, but throughout childhood that a parent is called upon to perform this vital emotional function.  Children need adults around them who can be trusted to help them bear painful feelings.  This is often not an easy task.  Winnicott, who did much work with parents and young children, indicated that a mother needs to be herself supported by others – he said her husband, but we could add friends and family – in order to be equal to the work of bringing up baby.

None of us can manage in the world entirely on our own.  We need the love and concern of other people; sometimes we need their practical help. We could depict our personal world, a bit crudely, as a series of concentric containers, with the self in the middle.  Around the growing child is his immediate family, his parents and siblings.  They are in turn supported, or not, by friends and the extended family.  Neighbours may be important, as are the neighbourhood facilities: school, nursery, shops, the doctor’s surgery, and the people who give them their human face.  Beyond these are the larger institutions with supra-local links, like the police and hospital services.  And the biggest container of all is the system of government, which impinges on us through laws, taxes, benefits etc, and is administered by people who may or may not be known to us.

If the system of containment I am describing works most of the time in a family’s favour, there is a powerful reinforcement of the efforts by the parents to raise their children in psychological health.

But consider the situation of a migrant family, away from relatives and old friends, possibly with hostile neighbours, in unwholesome housing and ruled by laws they had no part in making and may not understand.  The whole task of child rearing is then theirs and theirs alone, at a time when they may be feeling far from confident that survival is assured.  It is expecting the near superhuman if we think children can emerge from such a setting with sound emotional foundations.

A colleague at St Ann’s said “No white person can really know how it feels to go out on to the street with your kids in the morning and not know whether the first person you meet is going to curse you.”

It ought to be a surprise to the majority culture that so many of the immigrants of the fifties and sixties, faced as they were with raw bigotry in all areas of society, actually did manage to raise children who grew into healthy and productive adults.  It will be more than we deserve as a society if the current generation of children of refugee families, faced with inimical laws and the same societal prejudice that met West Indians forty years ago, do not in their turn face the tragedy of high levels of psychosis in young adulthood.

Patricia Land

Retired Social Worker and Psychoanalytic Psychotherapist

January 2006

An account of a client in psychiatric rehabilitation 

I have recently left a psychology post in Psychiatric Rehabilitation and have been reflecting on one particular client D, whose story seems to illuminate some of the links between psychological and medical approaches to psychosis.   Unlike many of our clients D did not appear to have cognitive deficits but she was ill enough to be placed in a medium support hostel offering 24-hour staff support and daily catering.   D suffered from hallucinations much of the time, which were torture for her.   She heard threatening voices most of the day and at night she experienced being interfered with and objects being removed from her room.   

D was born in Ghana.   Her father died when she was six months old and when she was four her mother sent her away, ostensibly for her education but D believes that her mother wanted to spend time with her new boyfriend.   D never saw many of her extended family, including her grandfather, again.   She did very well at school, twice skipping a year and then going on to grammar school but aged 14 she failed her exams and was demoted to the domestic science stream.  

When she was 16 a man offered to employ D as a nanny, claiming to have a wife and child in the UK but once here he insisted on sex with D who barricaded herself in her room.   She escaped to stay with a cousin and then trained as a nurse.   D loved the work and planned to combine her career with marriage and family.   Her daughter was born when D was 30 and that was when D had her first breakdown.   However she did well on medication and returned to work with the help of childcare.   As D remembers it she then felt so well that she stopped taking the medication and relapsed, never to get well again.  

D appears to have been made vulnerable to a breakdown by early losses, possible early child sexual abuse and later sexual assault as a teenager.   She lost her father at six months old and lost some of her mother’s attention at the same time as the mother was interested in finding a new husband.   She was separated from her mother at four years old and has no memory of any discussion of this so that the experience of being sent away was sudden and traumatic.   

These early events left D feeling that the world was an unsafe place, where things and people can disappear without warning.   She experienced people coming in and taking things from her room or moving things around.   When more disturbed she complained of lost babies and siblings.   She experienced men interfering with her sexually and sometimes barricaded herself in her room, as she did aged 16.   D was particularly frightened of people who should be looking after her, feeling that they could not be trusted, reflecting her ambivalent experience of her mother.   She alternated between expressing sadness at the separation from her mother, blaming her for the separation and feeling that if she had been a better child her mother would have kept her.    

D also suffered many losses as an adult; she was separated from her family and country and, after becoming ill, lost her career, her marriage and her home.   D did not seem to mourn these losses but experienced them in a psychotic form, often blaming other people for taking things from her and feeling that the staff took her medication because they, who were ill like her, had jobs while she did not.   She tried to make up for the deprivation by buying beyond her means, especially from catalogues, often landing herself in debt.   

On saying goodbye to D I felt that the system had let her down.   Like many of our clients D’s experience of rehabilitation services has delivered repetitions of her early traumas.   D was deprived of care, often very suddenly, as a child and one of the features of psychiatric services is that staff tend to move around, often with very little warning.   When I first met her she was trying to come to terms with the loss of an OT, feeling that this once-loved carer had transmuted into a dangerous person.   D felt particularly uncomfortable with the male hostel staff and clients and, as there are many patients with histories like D perhaps female-only hostels should be more available.   

The saddest thought is that it is possible that D might have stayed well if the new Early Intervention in Psychosis Service had existed when she was young.   It seems that she made a full recovery after the first breakdown but then, like many of our clients, felt so well that she stopped her medication.   At that stage she might have held on to her career and marriage but since the relapse, despite careful management, she has never been free of hallucinations.     

D tried hard in therapy and was able, for short periods of time, to consider the possibility that the voices were not real.   At these moments I felt as though I was in the presence of a sad and thoughtful adult.   At other times, when she was less in touch with reality and more in touch with the voices, being with D was like being in the presence of a distressed child.   Her final verdict was that she still believed that the voices were real although she would have liked to think that they were “my doing” as that would mean that she could trust the people around her. 

Maxine Sacks

Clinical Psychologist

ISPS UK News Items 

Invite to Psychodynamic and Psychosis Interest Group (North East)

The Psychodynamics and Psychosis Interest Group (North East) is very pleased to become a local network group within ISPS (UK). We are a multidisciplinary forum for professionals who wish to share and develop their understanding of working with people with psychotic experiences. Our meetings are open to any professional with an interest in psychodynamics and psychosis. We are in our second year, and our meetings have so far focussed on clinical presentations, and discussions of interesting papers.  Our upcoming meetings are:

· 9.30-11am Fri 8th Sept at Psychology Dept, Shotley Bridge Hospital: Discussion of the paper “Cohabitation and the negative therapeutic reaction.” by Joscelyn Richards, in Psychoanalytic Psychotherapy, 1993, vol 7, no3, pp223-239.

· 3-4.30pm Wed 6th Dec at Claremont House, Newcastle upon Tyne: Sue Wallace, Group Analyst, to present “Bringing the unconscious back into social approaches to the development of psychological distress.”


If you would like to attend any of the above meetings, or find out further information, please contact: Angela Kennedy, Lead Consultant Clinical Psychologist, at Shotley Bridge Hospital, Consett at angela.kennedy@cddps.nhs.uk or Richard Duggins, Specialist Registrar in Psychotherapy, Claremont House, Newcastle upon Tyne at Richard.Duggins@nmht.nhs.uk
We look forward to hearing from you.


[image: image2]
ISPS UK Committee 

ISPS UK Committee and Associate Committee Members

Elected members:

David Kennard (Chair), dkennard@ntlworld.com; Psychology and Groups

Sheila Grandison (Hon. Secretary), sheila@barendt74.fsnet.co.uk; Arts Therapies 

John Gale,jg@cht.org.uk ; Institutional Member 
Janey Antoniou, janey.antoniou@ukonline.co.uk; Service User and Trainer

Trish Barry, trishbarry515@hotmail.com; Social Work 

Chris Burford, cburford@gn.apc.org; General Psychiatry and e-mail list 

Gráinne Fadden, grainne.fadden@bsmht.nhs.uk, Psychology and Family 

Brian Martindale, Brian.Martindale@stw.nhs.uk; Psychiatry 

Co-options: 

Mark Hardcastle, Mark.Hardcastle@wshsc.nhs.uk; Nursing 

Keith Coupland, Keith@furlong.demon.uk  Nursing. 

Dan Pearson, daniel.j.pearson@talk21.com; Families

Vasilli Magalios, v_magalios@yahoo.co.uk ISPSUK Newsletter co-editor

David Lilford, team@survivors.co.uk, User Groups 

Tim Calton, tim.calton@nottingham.ac.uk, Psychiatry and research  

ISPS UK Associates
Group Work and Psychology 

Kathy Taylor, ktaylor_psy@yahoo.co.uk
Garry Brownbridge, gbrownbridge@retreat-hospital.org
Alison Brabban, abrabban@btopenworld.com, Clinical Psychology/CBT

Arts Therapies

Katie Clayton,   Katie64@aol.com
Users and Families

Peter Ruane, ruane.p@blueyonder.co.uk
Judith Varley, juv@liverpool.ac.uk
Jen Kilyon, kilyon@blueyonder.co.uk, Carers Groups associate
Social Work

Pat Land, nolandpat@hotmail.com
Sections & Contacts

Family Section

Dan Pearson e-mail: daniel.j.pearson@talk21.com
Social Work Section

Trish Barry e-mail: trishbarry515@hotmail.com
Nurses Section
Keith Coupland e-mail: keith@furlong.demon.co.uk  or 

Mark Hardcastle e-mail: Mark.Hardcastle@wshsc.nhs.uk
Arts Therapies Section
Sheila Grandison e-mail: sheila.grandison@elcmht.nhs.uk
General Psychiatry Section

Chris Burford: e-mail: cburford@gn.apc.org
ISPS Northern Network

Susan Mitchell email: smitchell@retreat-hospital.org
Psychodynamic and Psychosis Interest Group

Richard Duggins: e-mail: richard.duggins@nmht.nhs.uk
Midlands Network

Tim Calton: e-mail: tim.calton@nottingham.ac.uk
Forthcoming events 

3rd October 2006, Birmingham
3rd UK National Early Intervention in Psychosis Conference
Special international Guest speaker 

Professor Patrick McGorry, EPPIC EI, Melbourne,Australia

Speakers include: Eric Davis, SW RDC  EI lead, David Shiers and Jo Smith, national NIMHE/Rethink EI programme leads, Alison Brannan, Jan Olav Johannesen and many others.

Seminar and workshop topics include: Delivering early intervention to rural communities, working with siblings, working with black and minority ethic groups, raising awareness in schools, tackling stigma. The conference will also present latest research international good practice from the experiences of EU practitioners, service users and carers, closing with a poster display showcasing EI services in the UK.

Venue: International Convention Centre Birmingham, UK

For further information and registration visit www.iepa.org.au
Contact IEPA Conference Managers, Parkville, Australia

Tel: 0061 3 93422837 email secretariat@iepa.org.au 

For informal enquiries earlyintervention@rethink.org
4-6th October 2006, Birmingham

5th International Conference on Early Psychosis

It is nearly ten years since the International Early Psychosis Association (IEPA) was formed. Our field has grown and strengthened exponentially over this time. Break-through work has appeared in all areas of early psychosis, in the early detection of psychosis, the identification of social risk factors, understanding of neuro-development and gene-environment interactions, to name but a few. We have also seen greater clarity in the nature of phase-specific interventions and in specialised services. 'Early intervention' is now a new paradigm of care!

We know so much more than we did ten years ago, bringing great benefit to young people with psychosis. So, where do we go from here?

This is the theme of our Conference this year

Beyond the Crossroads

Speakers include: Prof Louis Appleby, Professor Peter Jones, Dr Matcheri Keshavan, Professor Paul Harrison, Professor Patrick McGorry, Professor Jim van Os, Professor Barbara Comblatt, Dr Delbert Robinson, Dr René Kahn, Professor Max Birchwood, and others in experts unplugged sessions.
The conference has been structured around key themes and it will have a number of debates on crucial topics to enable all to take stock of the many advances that have occurred and to set clear signposts for future research, treatment and service provision. 

This Conference will be a landmark in the development of our field. A pre-Conference meeting is also to be held in conjunction with the leaders of the UK service reforms in early intervention services to share ideas and expertise in specialised services for early psychosis

Venue: International Convention Centre Birmingham, UK

Contact IEPA Conference Managers
Tel: 0061 3 93422837 email secretariat@iepa.org.au and on the web www.iepa.org.au
ISPS UK and Division of Clinical Psychology of the 
British Psychological Society
present

'Working with Emotion in Psychosis'

Wednesday, 1st November 2006
British Psychological Society, London EC2A 4UE
Focusing on the twin perspectives of cognitive and psychodynamic models for staff working with psychosis

This is a joint conference between ISPS UK and the new Psychosis and Complex Mental Health Faculty of the BPS. There will be a short AGM of the Faculty held during the day for members who want to attend.
With the development of psychological interventions for psychosis, there has recently been an increased interest in the importance of the understanding of emotion in psychosis. The conference organisers feel that this refocusing, on the previously neglected area of emotion, is allowing the developments made in CBT for psychosis to begin to address an area that has long been thought about in psychodynamic approaches to psychosis. We hope that this conference will be an opportunity to discover new theory/practice links between models and reflect about how we work with emotion in psychosis. The conference speakers are experienced in work with psychosis in the NHS and will bring their clinical expertise with their theory base in a way we hope will allow interesting and stimulating ideas about working with emotion to emerge. 

Confirmed speakers/participants:


Dr Andrew Gumley

Senior Lecturer in Clinical Psychology and University Programme Director for the Doctorate in Clinical Psychology training programme, University of Glasgow. He is Honorary Consultant Clinical Psychologist at ESTEEM: North Glasgow First Episode Psychosis Service.

Dr Anne Goodwin

Consultant Clinical Psychologist in Rehabilitation, Nottinghamshire Healthcare NHS Trust. Anne has a long-standing interest in the application of psychodynamic theory in routine clinical work with psychosis.

Dr Brian Martindale (Conference Chair)

Consultant Psychiatrist in Early Onset Psychosis in Newcastle and Psychoanalyst. Brian is also the founder of ISPS-UK and its previous Chair  

Further speakers- confirmed details to follow soon

Book the date in your diary now. For further details and application forms see website, email group and future newsletters.  Registration Fees: ISPS UK/Faculty Members £70

Non-Members £95.  A limited number of complimentary and bursary places are available for User/Carers and Students.   www.isps.org/uk   email:isps@athomas99.freeserve.co.uk    

Conference organisers: Kathy Taylor and Alf Gillham

Conference Planning group: Alf Gillham, Kathy Taylor, Anne Goodwin, Alison Brabban, Garry Brownbridge, David Kennard
Arts Therapies Symposium on Psychosis
Autumn 2006

A one-day workshop in London is being planned by Sheila Grandison and colleagues on the arts therapies and psychosis for presenting both qualitative and quantitative evidence on working between non-verbal, sensory and verbal levels of communication in the arts therapies.  
Contact Sheila Grandison for further information. sheila.grandison@elcmht.nhs.uk
Meriden the West Midlands Family Programme

‘Working with Families – Developing Caring Partnerships’

Conference 19-20 March 2007

At The Holiday Inn, Stratford-upon-Avon, England

The Meriden Family Work Programme is pleased to announce the 2007 conference, “Working with Families; Developing Caring Partnerships”. The conference will address some familiar topics in the field of family work, while introducing some exciting new themes through a range of international speakers and workshops. The conference will be of interest to service users, family members and all of those interested in providing, receiving, commissioning or purchasing mental health care.

International speakers include – 

*Prof. Christine Barrowclough *Prof. Paul Bebbington *Prof. Saul Becker *Prof. Elizabeth Kuipers *Prof. Ian Falloon, Italy *Mr Cliff Prior, CBE *Dr Gráinne Fadden *Prof. Max Birchwood *Prof. Julian Leff *Dr Alan Cooklin *Prof. Dale Johnson & Mrs Diane Froggatt, WFSAD *Prof. Sheila Hollins, RCP *Dr Bill McFarlane, USA *Prof. Antony Sheehan, DOH *Dr Jo Smith & Dr David Shiers, NIMHE/Rethink UK *Dr Vanessa Pinfold *Sharon Scott Mulder & Brenda Wentzell, Canada  

To register your interest for this exciting conference or for information on the submission of abstracts for conference workshops contact:

Conference Line, 5, Leopold Road, Wimbledon, London, SW19 7BB or

E-mail: meridenconference@conferenceline.co.uk
To keep updated on the conference development visit the Meriden Programme website at,

www.meridenfamilyprogramme.com
We are pleased to announce the

2007 ISPS UK RESIDENTIAL CONFERENCE

Psychosis:  Experiencing   Understanding   Recovering

University of Bath 26-27 March 2007

Keynote Speakers

Peter Chadwick (UK)

Johan Cullberg (Sweden)

Douglas Gill (UK)

Courtenay Harding (USA)

Glynn Harrison (UK)

The aim of the conference is to draw together three processes that are central to contemporary approaches to psychosis.

· respecting and exploring the experience of psychosis, through verbal and non-verbal forms of self-expression, e.g. art, dance, etc.

· integrating different attempts to understand the causes of psychosis as a truly bio-psycho-social phenomenon
· developing the skills, attitudes, values and creativity that hold hope of recovery from symptoms and disabilities for all
The conference will be relevant to all mental health professionals interested in psychological approaches to psychosis: psychiatrists, nurses, psychologists, arts therapists, occupational therapists, social workers, family workers, as well as service users, carers, service managers and commissioners.

ISPS UK conferences are well known for their lively, engaging programmes and ambience, especially our biennial 2-day events. The themes of the conference will be explored through a range of formats, including lectures, workshops, debates, poster sessions, performances and exhibitions.

To register your interest for further information contact Annabel Thomas, ISPS UK Conference Organizer, PO Box 707, Gerrards Cross, Bucks. SL9 0XS; Tel/Fax: 01494 580101 email:  isps@athomas99.freeserve.co.uk.

See main flier for further details or check our website at www.isps.org/uk
ISPS UK 

First Announcement

Making your in-patient settings therapeutic

A Day Conference for

Ward Managers

Psychiatrists

Nurses,

Psychologists,

Arts and occupational therapists

Occupational therapists

Family members and those with user experience

Friday December 1st, 2006, Royal Station Hotel, Newcastle

· There is widespread concern about the state of mental health in-patient facilities.

· What is wrong and what can be done to make them therapeutic?

· Organised by ISPS UK with 10 years of memorable conferences. 

· Come away buzzing with ideas for your working environment. 

· Relevant to adult, forensic and other residential settings.

KEY NOTE SPEECH:  Yvonne Stoddart

Director, National Acute Inpatient Mental Health Project Care Services Improvement Partnership (CSIP)

THE PRINCIPLES AND HOW TO IMPLEMENT THEM. 

Louise Relton - Service User Involvement Facilitator, Lenny Fagin - Consultant Psychiatrist, Angela Kennedy - Lead Consultant Clinical Psychologist, Steve Trenchard - Nursing Director, The Retreat,

THE ROYAL COLLEGE IN-PATIENT ACCREDITATION SCHEME

Maureen McGeorge Royal College In Patient Accreditation Scheme, Dr John Hanna - Inpatient Psychological Practitioner Network, BPS, Gary O’Hare - Nursing Director, Northumberland, Tyne and Wear NHS Trust. Michael Ashman -Service User Development Worker
WORKSHOPS:  

a) Users and Carer Experience (June and Ray Wainright)

b) Can we make secure wards for women therapeutic? (Dr Sarah Davenport and Fiona Jones)

c)  Small therapeutic housing as alternatives to in-patient care. (Tim Newbold)

d)  Engaging families in in-patient settings  (Dr Alex Reed) 

e)  Non-verbal in-patient therapy  (Mandy McCoull)

ISPS UK North Conference organising committee Brian Martindale (chair), David Kennard, Alison Brabban, Steve Trenchard

COST: ISPS UK MEMBERS £85.00 NON-MEMBERS £95.00 (SPECIAL OFFER OF £20.00 TO JOIN ISPS UK). A limited number of subsidised places are available, please enquire.

To obtain an booking form contact: gill@dissingtonhall.co.uk or ring Gill Brown 01661 886063

Advertisement
Tuesday 20th June 2006

Arbours Crisis Centre Presents 2006 Nina Coltart Memorial Lecture

Venue the Institute of Psycho-Analysis

“From Mind to Self to Soul”

Prof. Stanley Schneider

Training and Supervising Psychoanalyst – Israel Psychoanalytic Society

Professor and Chairman - Programme for Advanced Studies in Integrative Psychotherapy

(Hebrew University)

Dr. Joseph Berke

Individual and Family Psychotherapist

Director - Arbours Crisis Centre

Chaired by

Prof. Robert Hinshelwood 

Professor – Centre for Psychoanalytic Studies

Psychoanalyst – British Psychoanalytical Society

Admission by tickets only: Please send cheque/postal order for £12 payable to:

The Arbours Crisis Centre, 41 Weston Park, London, N8 9SY, Tel: 020 8340 8125

Advertisement

THE ARDEN SCHOOL OF THEATRE, MANCHESTER

are proud to announce the premiere production of

Voices and Visions

a Five Act Play by John Casson

 directed by Helen Parry

Thursday 6th, Friday 7th, Saturday 8th July 2006

Evenings 7.30 p.m.; Saturday matinee 2.00 p.m.

Tickets from Amurray@ccm.ac.uk   0161 279 7257

Extracts from a review by Rev. Dr. Roger Grainger

“John Casson’s remarkable play shows us six people, four of them psychiatric patients who ‘hear voices’, the other two a dramatherapist and her co-worker. This cast of characters is expanded to include other members of staff and family members… To read ‘Voices and Visions’ is to find oneself deeply involved in the lives of its characters… Casson’s aim is to allow his people to invite us into their own reality, and its message concerns that reality… If this reality appears to us to be more changeable than our own, less restricted by firm ideas about what can or cannot be real, then we are at least getting the author’s point without his having to spell it out to us. Thus the play talks to us about ourselves – which of course is the way that dramatherapy itself works. 

The multi-dimensional approach… the brilliant juxtaposition of realism and metaphor, dream and reality, strikes home, catching official sanity off-guard, exposing us to dimensions of our own identity that we prefer to keep unrecognised… This play is not about sanity and madness in conflict, but about sanity-in-madness and madness-in-sanity, communicated here by ambiguities which somehow succeed in making the picture more rather than less realistic and its message harder to resist. 

John Casson himself points out that, “So far as I am aware it is the only play that shows scenes of individual and group therapy using Art Therapy, Dramatherapy and Psychodrama.” These scenes are in fact crucial to the play’s meaning and impact. The three (group) dramatherapy sessions occupy key positions: at Act III Sc.2, the pivotal point in the action, and at the beginning and end of Act IV, where the forward movement instituted by the first session gains impetus, to climax in an intensely powerful and moving psychodrama which has the effect of preparing the way for the final confrontation with the forces of depersonalisation that gives the whole play its tragic dimension. The central agon of the play is the struggle for personhood within a depersonalising environment which includes past trauma and medical assumptions and procedures in the present – a confrontation ultimately resolved in the final scene.

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 or Annabel Thomas (see below).

ISPS UK contact details:

Annabel Thomas, UK Administrator can be reached by email on isps@athomas99.freeserve.co.uk  Her postal address is ISPS UK Organiser, P O Box 707, Gerrards Cross, Bucks SL9 0XS.  Tel/Fax 01494 580101.  Should you feel that an event that you are involved in would be of interest to our members please contact Annabel for further details on advertising in our Newsletter.
The ISPS UK website is at www.isps.org/uk
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.
And a reminder – next closing date for Newsletter articles is

18th August 2006

Readers are invited to send, short, lively contributions to all sections of the Newsletter, and to suggest new ones. Sections of the Newsletter include:  Conference/workshop reports, Book Reviews and reactions, News and info about forthcoming meetings and events, what’s going on in your part of the UK. Please contact � HYPERLINK "mailto:v_magalios@yahoo.co.uk" ��v_magalios@yahoo.co.uk� and � HYPERLINK "mailto:marianne@ispsadmin.co.uk" ��marianne@ispsadmin.co.uk�





Contributions for the September issue are welcomed until 18th August 2006.





Annabel Thomas, ISPSUK Administrator would like to draw everybody’s attention to the ISPS UK data protection policy





Data Protection Act:


ISPS UK will only use its membership database for the purpose of informing members about ISPS and related activities.  ISPS UK will not copy, sell or disclose information in its database to any organisation outside ISPS without seeking written permission from the member(s) concerned.
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