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Letter from the Chair

Dear Members,

This Newsletter emerges at an important transitional time for ISPS UK. By the time you receive it, the results of our first elections will probably be available, as an insert included with the mailing of the newsletter. I hope I am right to anticipate that we will find that we have a committee that represent the range of concerns of ISPS UK in the field of psychosis and one that will preserve energy and time to take on some of the further developmental tasks in front of us. The next Newsletter will contain information about the new committee members and appreciation of those who have served in recent years.  The new committee will meet for the first time on January 15th and elect a new chair.

I also anticipate that you will be reading this Newsletter at about the time of our first ever day conference in Nottingham. At this moment, it is very nearly fully subscribed, a testimony to the work of Dr Steffan Davies and also to the growing reputation of the ISPS UK and the choice of subject. In recent years there has been much disquiet about admission wards. I hope that the conference will offer us all a range of take home points that will allow us to contribute to improving the situation.  Those of you who saw the review of the ISPS book in the British Journal of Psychiatry will have noticed the perplexity of the reviewer as to the purpose of the possibility of long admissions in Stavanger. It does not seem to have occurred to him that it was an opportunity for the slow building of a solid therapeutic alliance that would take the patient through the coming years of therapy. (So different from the rapid turn over of relationships that patients encounter so often).  Incidentally, I recently met someone from Chile who described how nurses on a ward for patients with bipolar disorder only work half the day on the ward and the rest of the time they are in the community continuing their work and relationships with discharged patients.

Next year, there will almost certainly be a further ISPS UK day conference in London in June and there is keen talk of an ISPS UK film festival perhaps in the West of England (see email discussion inside).  

There is growing interest in the ISPS UK committee for a further residential conference and the running favourite for the topic is ‘ways of listening’.

In September the ISPS has its major international conference in Melbourne in September. You will have all received the invitation and call for papers. I do hope a good number of you will be able to attend and perhaps combine it with your summer holidays. Do not hesitate to submit an abstract before March. I think the local committee will be keen to help all who want to present to do so in one way or another. Melbourne has been one of the leading centres in reforming the practice of psychiatry and it should be a great conference. The ISPS committee has provisionally selected Madrid as the host city for ISPS 2006. 

Antonia will be working for us for an extra few hours with the aim of starting a focussed membership drive in 2003. If this is successful it will mean that there will be far more persons able to contribute to local events, to promote clinical discussion and teaching and to develop our subsections perhaps organised according to geography or to modality.

All in all it looks like 2003 will be an exciting year for ISPS UK and I wish you all a peaceful and restful Xmas before we get going with our ventures in the New Year.

Brian Martindale

Chair ISPS UK

From the editor

The ISPS UK newsletter came into being partly due to our members’ comments in the survey we carried out in 2001 to determine how members would like to see the UK network develop. The main aim is to enable members to share information and learn from each other’s experiences.  We have chosen to start the newsletter in paper format, rather than simply electronic, in order to be accessible to a wide range of people including users and carers. 

You may also wish to have a look at the ISPS website at www.isps.org where you can also download and print our ’What is ISPS UK?’ publicity leaflet at the site, which you can use to let your colleagues know about the benefits of joining the network.

I would like to encourage lots of you to send in articles for the next newsletter. Articles need only be short and can cover any topic which you think will be of interest to ISPS UK members. 

Here are some suggested topics for articles to help give you ideas;

-A commentary on a new research project / service innovation

-A commentary on relevant current affairs

-Feedback on a training course / conference you have recently attended

-A case study 

-Your comments on a research or clinical article you have read recently

-A book review

We would also welcome your own ideas for articles and information for our forthcoming events section.

I would like to thank everybody who has contributed to this newsletter and hope that many others will be inspired to contribute articles or information for future issues. Please send all contributions for the UK newsletter to A.Svensson@btinternet.com 

The deadline for contributions to the next edition is Monday 10th March 2003.

Antonia Svensson

Organiser ISPS UK
Psychoanalysis and Cognitive Behavioural Therapy - Rival Paradigms or Common Ground? Understanding and treating Delusions.  A Conference held in Oxford, 10th May 2002.

By Jacqueline Ferguson

Two years ago, APP members in Oxford organised a half-day conference around the theme "Psychoanalysis and Cognitive Behaviour Therapy: Rival Paradigms or Common Ground?"  It started a debate between these two therapeutic approaches and led to a second conference this year.  Both meetings have followed a format in which a main speaker from each theoretical background presented a paper which was then discussed, first by a speaker from the other viewpoint, and then by the conference.  The atmosphere has been friendly and respectful, trying to clarify areas of agreement and differences in theory and practice in order to understand what helps patients.

The theme of this year's conference was on the understanding and treatment of delusions.  Dr Douglas Turkington spoke from the perspective of a cognitive behavioural therapist, with Dr Brian Martindale as his discussant.  Professor Paul Williams gave the psychoanalytic view, his paper discussed by Dr David Fowler.  Dame Fiona Caldicott, in chairing and opening the conference spoke of the importance for patients and for the advancing of psychological treatments in the NHS, of such collaboration in place of rivalry, and how respect for differences in training and experience can be supported by knowledge of the theoretical basis for each other's approach.

Each of the main speakers used detailed case material to illustrate their clinical approach, and the theoretical model and way of understanding delusions that underpins their work.  The discussants explored issues of theory and practice raised by the papers, and offered a perspective from their own clinical experience.  This led to a lively and constructive discussion.

There were several areas of agreement, for instance, that delusions, and potentially everything a patient says and does, have meaning.  There was shared recognition of the key role of the quality of the therapeutic relationship in a patient's recovery.  This includes the way that things are said, tone of voice and, as Brian Martindale said, the importance of the state of mind of the therapist in conveying to the patient, especially those who are most disturbed, a genuine commitment to seeing things through.

In exploring differences we looked not only at treatment methods and the underlying theoretical models, but also questions of where the focus of treatment lies.  There are areas of confusion, for instance, are we describing similar things but using different words?  Do we mean different things by words that we seem to use in common (such as 'unconscious', 'transference').  What happens when we try to describe what we do?  

Douglas Turkington described his work with a young man presenting with a florid acute first psychotic episode.  His treatment approach worked from the "outside - in", establishing contact with the patient and using cognitive techniques such as "normalising" and reality testing to help him question his delusional beliefs.  Despite the patient's initial escalating anxiety and systematisation of delusions, he persisted, and once the patient was more able to cope, used a systematic review of his life to formulate his idea of the patients core schizophrenogenic belief.  He outlined the model of schema vulnerability, in which this (unbearable) core belief is protected against by compensatory beliefs to form the delusional system.  Psychoanalytically oriented members of the audience questioned the use of such techniques in a vulnerable patient, and whether they might convey to the patient the sense that these beliefs really were too difficult to face.  In discussing this paper, Brian Martindale offered his idea of how psychoanalytic ideas about projective identification and envy might illuminate the patient's delusional ideas, and the sort of intervention he might offer based on this.  He spoke of his experience of how effective on occasion such an early intervention can be in relieving a patient of their psychosis.  A difference here then seems to be between "outside to in", and trying at a very early stage to address deepest levels of the patient's anxieties.

Paul Williams pointed out that in discussing such differences it is important to be clear about the different aims of the therapies - and, as we also saw, the different time frames of the work.  Cognitive Behaviour Therapy, especially in its schema-focused development, borrows ideas of psychoanalysis, which CBT therapists have used to develop a pragmatic model of therapy which aims to relieve patients' symptoms relatively quickly and to provide them with a framework of thinking which they can continue to use in the absence of the therapist, within a relatively short timescale.  This is a response to the pressures of need in the NHS, and has involved CBT therapists in working with disturbed patients to an extent that psychoanalysis has not done.  Douglas Turkington aims to use an efficient approach within NHS constraints, e.g. working with a patient within 20 sessions.  Brian Martindale on the other hand described the Scandinavian approach, with its commitment to maintenance of the relationship with the patient for five years or more of treatment.  

The schema-focus model makes use psychoanalytic ideas, including those of unconscious conflict and early vulnerability, but ultimately relies on the patient’s conscious experience of events and their feelings and attitudes.  Paul Williams emphasised how, by contrast, the psychoanalytic method uniquely focuses its attention on the patient's psychic reality, their internal object relationships and unconscious fantasy, and he too showed with clinical material how concepts of projective identification, identification with internal objects and conflicts for instance about murderous envy could lie at the core of a psychotic illness. Delusional ideas are an attempt by the ego to reshape reality in the face of its breach by unconscious material, resulting in a distortion of perception.  Psychic reality, Paul Williams said, can only be studied indirectly and by the psychoanalytic method of mutual reflection about the relationship, in the transference and counter-transference.  This distinguishes this method from other approaches which may use the positive transference, or be aware of the negative transference and counter-transference without working in this "triadic" way.

David Fowler, in response, while accepting the validity of psychoanalytic concepts, expressed reservation about use of these ideas as he understood them to be applied to understand a patient's illness.  In speaking of his own work with patients, he showed how he works at an emotional level and here another key area of agreement was highlighted, of the importance of mourning in achieving mental health.

What did we learn from each other?  Perhaps those of a psychoanalytic orientation learnt that Cognitive Behaviour Therapy practiced at this level is clearly not mere "technique" but a method applied with skill within the context of a strong therapeutic relationship and helps patients.  Perhaps the psychoanalysts demonstrated that there is truth in the idea that "there is nothing so practical as a good theory".  Peter Algunik reflected on the power of the concept of projective identification in helping staff to understand disturbing material on the wards as well as in individual therapy.  The importance of the therapeutic relationship was repeatedly returned to in the general discussion where people spoke of how much patients value and need this "befriending" aspect of their treatment and how important it is in making them better.  There was concern for the present state of the British NHS, which seems to have curtailed nurses' abilities to carry out their old befriending roles, as well as the ability of psychiatrists to offer the long-term commitment to relationship to their patients, which is vital for those with chronic illness.  Brian Martindale spoke of the importance of the concepts of emotional development of the mind which Paul Williams had described, in matters of public policy and prevention - not least in its implications for the children of patients with psychosis whose needs are often ignored.

I found this conference satisfying in that it represented for me a real effort to collaborate on a shared project and achieve some clarification of what we held in common, and of differences, as well as areas of confusion and frustration.  I hope the dialogue will continue.
Dr Jacqueline Ferguson

Consultant Psychiatrist in Psychotherapy 

South Bucks.

jacquiferguson@doctors.org.uk

Why change?  

By Peter Ruane

                            

                                                                                                       
Brian Martindale and Antonia Svensson asked if I would write something for the ISPS UK newsletter outlining the reasons for the change of name of the National Schizophrenia Fellowship (NSF) to Rethink. Rather than reinvent the wheel, and perhaps provide an explanation at variance with the one officially provided, I quote below the official statement provided by NSF, followed by a few comments of my own:

 
          'Changing the name of the National Schizophrenia Fellowship was never an end itself. Shakespeare long ago realised that “a rose by another word would smell as sweet.” NSF, ABC or XYZ, what matters is maximising the resources available to a voluntary organisation determined to improve the lives of people affected by all forms of severe mental illness, including schizophrenia. The job was to find a name and public face that reflected our strengths and drew people to us. There is no doubt that the overwhelming majority of people that come into contact with us as users of our services, carers, staff, funders and professionals respect and value what we do. However, we recognise that we are only reaching a minority of the people who could benefit from our work. We need to reach more people, reach those who need us earlier and make ourselves more widely known amongst the general public'. 

          'The world of mental health shown in medical textbooks is neatly drawn, with clear distinctions between differing forms of severe mental illness. In the real world, there are no such neat distinctions. It can take 18 months to receive care and treatment after developing schizophrenia, during which time lasting damage can be done. Half the people developing psychosis come into contact with mental health services for the first time as a user do so under a compulsory section. One in three people who try to access help get turned away. Someone in a florid manic depressive state can end up being treated for schizophrenia while people with a serious personality disorder can find themselves shunted between services that fail to recognise their real needs. People from some black and ethnic minorities are up to eight times as likely to be diagnosed with schizophrenia as white people – yet there is no scientific evidence at all to suggest black or white people are more susceptible to the illness. Black people are simply more susceptible to the diagnosis and the stresses leading to diagnosis. Reality is muddled, mixed up and often confusing'. 

          'A voluntary organisation trying to make sense of this complex world and to offer meaningful support to people within it needs to be adaptable, welcoming and visible. It is no use if people turn away from the front door just because they do not like the sign hanging over it. You do not have to have schizophrenia to benefit from contact with the National Schizophrenia Fellowship. But too many people, whether people with a severe mental illness, families, professionals or potential donors believed that we worked only with people with a formal diagnosis of schizophrenia. This is simply not the case'. 

          'An organisation wanting to make an impact also needs to be realistic about the difficulties, fears and challenges faced by people with a severe mental illness. Part of that reality in the 21st century has to be hope and optimism. A diagnosis of schizophrenia or any form of severe mental illness does not have to be a life sentence. It is possible to recover a meaningful and fulfilling life. The fact that so many people are unable to access the quality services, care, treatment and support needed to fulfill their potential is, perhaps, the greatest challenge facing everyone involved in mental health. A voluntary organisation providing services in the community, in hospital and campaigning for change locally and nationally has to reflect all these complexities, challenges and opportunities. For us, the name Rethink severe mental illness does just that'. 
 

Comments
· 'A rose by any other name smells just as sweet'.  Unfortunately, the word 'schizophrenia, aside from its proper medical use, carries too many perjorative connotations for the population at large. It is misused as part of everyday language and can by used as term of abuse. The experience of many carers' support groups shows that many individuals and families don't wish to be connected with an organisation which carries the dreaded 's-word' and will avoid contact with it despite forgoing the support on offer. Perhaps the word schizophrenia should be replaced generally by the term 'psychosis'

· 'You do not have to have schizophrenia to benefit from contact with NSF'.  True! Support for families affected by any form of severe mental illness is more or less the same since the effects upon the lives of sufferers and families are almost identical. We seek to extend membership to the wider market.

Peter Ruane
Chelmsford and Mid-Essex NSF Carers Support Group
E-mail: ruane.p@blueyonder.co.uk  

Tel: 01245 250375
 

The International Early Psychosis Association (IEPA) Conference, Copenhagen Sept 2002

By Brian Martindale

The IEPA is somewhat of a sibling organisation to the ISPS in that many of its members are interested in the psychological therapies of psychosis although its objectives do in fact cover the full biological /psychological social spectrum.

From the name of the organisation it is clear that its focus is on early interventions and I am impressed with the international momentum that is gathering! This conference in Copenhagen had one thousand delegates. The overall atmosphere was one of excitement and enthusiasm stemming no doubt from awareness of that gathering momentum.  Most present at the conference hold a belief that the practice of psychiatry would change considerably for the better if the principles of early intervention were to be adopted.

 From a UK perspective, it only seems a blink in time away from the days when the UK government seemed to be giving us messages that were being concretely interpreted locally that we should focus all our efforts on the ENDURING mentally ill. What a surprise therefore to see a whole team from the UK at the conference (with UK government advisors very visible) spelling out the UK plans for nation wide service developments in early interventions.

Many of you will be familiar with these UK plans http://www.doh.gov.uk/pdfs/mentalhealthimplowgraphics.pdf
– But how moving to be part of a thousand enthusiastic international participants, many of whom are heavily involved in providing or researching early intervention services. Back at ‘my ranch’, I experience a great deal of scepticism and cynicism about early intervention.  This cynicism has two main strands. On the one hand there is the contingent that say that there is no good evidence base yet.  Though correct up until now, I think they are missing the point.  One only has to listen to users and carers or look at the state of our admission wards or the fact that more and more patients are admitted on section to realise that there is something radically wrong with the way we ‘choose’ to practice psychiatry. Perhaps some feel that they are forced to practise this way. 

How can one argue against the basic principles of early intervention on humanitarian grounds UNLESS those treatments are dangerous?  The principles of early intervention involve:

a) Trying to reduce the duration of untreated psychosis in the community by providing low stigma, user friendly services (the mean duration of untreated psychosis in our civilised society is well over one year – just imagine a relative of yours becoming psychotic and not getting any good treatment for over a year) 

b) Focussing on building a relationship that will endure as the priority 

c) Engaging families as soon as possible and attending to their concerns

d) Using the LOWEST doses of medication needed 

e) Using low stimulus, age appropriate environments when treatment in the home is not possible (rather than traditional ward environments)

f) Attending to the wide range of problems that the patient has – not only the positive symptoms

The other concern that I hear is that developing early intervention services will take away the best resources from other services that are already thin on the ground. I have much more sympathy with this last concern, and relates to my worry that our current government is creating more and more expectations without paying sufficient attention to the management of change. It is my view that, in spite of the NSF and National Plan containing a range of most laudable objectives, I find services and morale are deteriorating rather than improving – because change is generally being badly managed at all levels from government down.

Everyone will have taken away something different from a conference of this size and intensity. For me I enjoyed hearing most about some of the results from early intervention projects that are being implemented and researched in large parts of cities such as Copenhagen, Melbourne and the Parachute project in 17 centres in Sweden. These show it is possible to change practice significantly in large services and that patients benefit. For too long flagships services have depended on small centres centring on a few gifted persons.  

On a much smaller scale, I also found some of the prodromal work exciting. There seem to be quite reliable scales coming into use that can detect those who have a high risk of conversion to psychosis. I was impressed with our Manchester colleagues and especially a CBT therapist Paul French who in small randomised trial demonstrated significant benefits for the treatment group. This is important, not only in terms of prevention of conversion to psychosis, but because these youngsters are in big psychological trouble anyway with a host of symptoms and developmental disturbances.  Some persons hotly debate the ethics of intervening in prodromal states. I do not find this problematic providing the focus is on helping them with their current problems and not telling the patients treatment is being offered ‘because you have a high risk of psychosis’.

Some words of caution to end on: I have often felt that enthusiasm is often rather denigrated by research workers when they look for factors to explain patient benefits. However I have never found patients to be harmed by well-placed enthusiasm as long as it is not mainly a defensive quality that turns to cruelty when the treater is frustrated or as long as it is not interfering with hearing a patient’s hopelessness.  My caution is that I think the enthusiasm is mainly based on humanitarian feelings that there is something very primitive and often damaging in a great deal of psychiatry that is practised around the world. I do think that large groups speaking up for basic humanitarian values will be able to do a great deal of good (or more cynically do less harm). However only very few professionals in the mental health field have the training that I believe really equips them to work in a long-term therapeutic fashion with persons who are as damaged, as many persons are BEFORE they become psychotic. 

However much we can improve services at times of crisis and reduce the further harm that can be done at these times, I have little doubt that a great number of patients who receive early interventions are going to need skilled psychological work over a long period of time. I wish I could say that ISPS will become redundant as a result of the IEPA movement – but I am afraid depending on your perspective the good news or the bad news is – NO WAY.

Dr Brian Martindale

Consultant Psychiatrist in Psychotherapy and Chair of ISPS UK

E-mail: drbmartindale@blueyonder.co.uk

N.B. There has been remarkably little comment in the ISPS UK about early interventions – perhaps I could encourage some of you to make some comments on local projects.

Wilfred Bion and the Psychotic Adolescent
By Samuel M. Stein

Introduction

Wilfred Bion, extending the work of Freud and Klein, attempted to make sense of psychotic phenomena. He found contact with psychotic patients an emotional experience and said: "I walk into this room blindfold and I can feel a psychosis hitting up against my mind". Bion subsequently developed three important theorems: the concept of a non-psychotic part of the personality, the concrete nature of psychotic thinking and maternal reverie. 

"Reverie" and Containment

Theory: According to Bion, the container and the contained are linked together by a dynamic emotional tension. The contained evacuates unpleasure in order to get rid of it, and the container takes these evacuations in. This theoretical concept of container/contained underpins Bion's description of maternal reverie, which describes the mother's capacity to receive the infant's projections. This healthy interaction produces meaning and provides the basis for learning from experience.

An understanding mother is able to experience the feeling of dread that the baby is trying to deal with by projection without becoming too disorganised. She modifies the sense of impending disaster, which is later taken back by the infant in a form that it can tolerate. In this way, primitive emotions are projected into and contained by a container, the mother, whose task it is to detoxicate meaningless, incoherent, unrelated phenomena and transform them into a meaningful pattern suitable for employment by the infant.

Like the mother, the analyst is required to intuitively accept the patient's fears and, if these aspects are appropriately modified, then the altered elements can be safely re-introjected by the patient, allowing separation and individuation to take place.

Application to In-Patient Treatment: Containment within in-patient settings is provided in emotional and material ways. The building provides security, warmth, food and a safe environment, free from external dangers. Clinic are usually staffed twenty-four hours a day, with staff readily available to meet the patients' day-to-day needs. Daily therapeutic programmes provide regularity and structure, which add a sense of containment. In addition, patients deemed accessible to psychotherapeutic work are often allocated to individual therapists for the duration of their stay. This work is carefully supervised, and weekly large group meetings for the staff invariably take place. The aim is to provide a multi-layered form of containment of psychotic anxieties in both patients and staff. This provides an experience of "being held" that replicates reverie and good-enough mothering within the clinical setting.

The Nature of Psychotic Thinking
Theory: Psychosis, according to Bion, is comprised of a mass of apparently unrelated facts. The psychotic's personality can therefore be seen as a mosaic of improvised fragments which cannot be articulated as thoughts. The psychotic part of the personality thus uses splitting and projective identification as a way of destroying understanding. Hallucinations and delusions then hold promise of instantaneous solutions to problems presented by unwanted emotions.

The psychotic patient deals with his life experiences as things or concrete objects. This leads to difficulty in symbol formation, and in the development of mature thought and abstract concepts, resulting in a mental life populated by inanimate objects. The psychotic patient employs concrete images as units of thought and needs the actual thing-in-itself to be present as he cannot manipulate words and thoughts to do work in the absence of the object. In analysis, psychotic patients may try to forcibly push split-off parts of themselves into the analyst, who may be required to respond in a concrete and exact manner.

Application to In-Patient Treatment: In-patient clinics working with psychotic adolescents attach meaning to disturbed and disturbing behaviour. Rather than dismissing feelings or thoughts as psychotic, every attempt is made to understand the underlying psychological processes. This approach, which is practical rather than interpretative, is an attempt to replace impulsive actions by a capacity to think and reflect. It is often applied in concrete ways that are amenable to patients with psychotic thought processes through cognitive therapy, behavioural therapy and the externalising techniques of family therapy. This allows the patient to access his internal world without analysis of deep-seated conflicts which he is unable to approach by means of abstract and symbolic forms of thinking. The clinic as a whole may even be treated by the psychotic patient as a mere extension of his unconscious world, creating a complex web of interactions among patients and staff. 

The Non-Psychotic Part of the Personality

Theory: Bion believed that even the most disturbed patient can show flashes of non-psychotic mental life that are otherwise lost to sight. This non-psychotic part of the personality uses repression as a means of evading consciousness, whereas the psychotic part of the personality employs projective identification to rid itself of unwanted feelings. This splitting and fragmentation of the ego, and its expulsion into other objects, is the central factor in differentiating the psychotic from the non-psychotic part of the personality. 

In psychotherapy of the psychotic patient, interpretations should therefore be addressed to the non-psychotic part of the personality even though there may be little evidence for the existence of such a part. Whilst it may not be possible to alter the psychotic part of the patient's personality, psychotherapy may prove able to strengthen the non-psychotic part of the personality so that, by means of conscious and rational thought, it can exert a greater degree of control over those aspects of the personality governed by unconscious, fragmented and distorted psychological processes.

Application to In-Patient Treatment: The in-patient treatment of psychotic adolescents can hand back responsibility for both thoughts and actions to the non-psychotic part of the personality, which is given significant decision-making opportunities in the planning and orchestration of treatment. The psychotic patient can be provided with a sense of being in control of their own psychological processes through individual and group therapy. Even in the face of difficult behaviour, attempts should be made to develop a relationship with that part of the patient's personality which is capable of rational thought, and every attempt should be made to develop a deeper understanding of unconscious motivations, defences and impulses. The ultimate aim is to provide opportunities through which patients can learn from experience as an alternative to acting out. 

Conclusion

For Wilfred Bion, it was important to treat psychosis with the same respect awarded to neurosis, dreams and other mental phenomena. To achieve this, therapists must become reconciled to the feeling of continuously breaking down to the patient's level of understanding, and then working with the patient to build things up again. This feeling is the price which both therapist and patient have to pay for growth. 

Dr Samuel M. Stein

Consultant in Child, Adolescent and Family Psychiatry

Honorary Senior Lecturer, University College London

Films on psychosis… 

Excerpts from the ISPS UK e-mail discussion group, October 2002.
Does anyone know of any good movies related to our field?

Brian Martindale

--------------------------------------------------------------------------------

A Beautiful Mind is out on video.  I know of one outreach team who has shown it to service users.

What would happen on an acute ward??

Chris Burford

------------------------------------------------------------------
Dear Chris,

Although I thought 'A Beautiful Mind' a great film, better I thought than the book, which does outline the difficulties in his personality much better, the book did not give the realism the film did to a particular perspective i.e. Although it was poetic licence to have the vision of the imaginary friend, not outlined in the book, the film did pay more credence to the idea of an internal world in a way that people might understand.

I had briefly thought of the idea of patients and relatives seeing it, but I think it a bit too much to stimulate fantasies of a Nobel prize being accessible. However, it is useful to outline when first describing prognosis, the variables to show that having the illness is not all negative. (I often say that there are many successful people who have had schizophrenia, and quote a few examples that are public or ones that I know of, taking care and being obvious that it is not through confidential sources).

But your email has stimulated me to comment on my pre-occupation with the film 'One flew over the cuckoo's nest.' I keep thinking I would like to write something now on that film, a 'return to the cuckoo's nest.' I think it a classic that is worth re-visiting. Having a memory of seeing it in the context of anti-psychiatry, I watched it again more recently and was more taken with the idea of how it demonstrates what influence 'severe and dangerous personality disorder' can have on an acute ward. The Jack Nicholson's character's influence on what might have been a pathologically institutionalised ward led to (1) a suicide, (the young boy humiliated by nurse Ratchet in her attempts to control him when chaos prevailed), (2) the stirring up of a hypomanic to an uncontrollable state (Danny de Vito I think), (3) a murder (when the Indian character murdered Jack Nicholson out of an act of 'friendship', without really knowing the outcome of his treatment) and (4) a murderer on the loose (the Indian guy escaping).

The film, at the time, stimulated an anti-authoritarian stance, popular then and maybe now, but working as a Psychiatrist, I have to deal with the admissions of personality disordered patients who link up with the most anti-social characteristics of both staff and patients (note Jack's corruption of the black ward orderly who allowed the chaos to progress).

However, I think the problem in putting forward this view is that too few really understand the hostility and destructiveness that prevails in psychiatric illness and personality disorder and the problems of mixing the two.

Should we, as psychiatrists, promote the optimistic ideas of prognosis, or outline the destructiveness of the illnesses, or the underlying personality of the ill person who is anti-help? This is where I think that the ideal is to take the perspective for the individual. (Would that we had the time). For example, the cuckoo's nest has a perspective that can be used educationally for staff, to show how group therapies can become destructive. You may gather that as the years have gone by I have been a little less disapproving of Nurse Ratchett, who had the impossible task of being the manager and bringing order at the same time as trying her bit to introduce group therapy with no training or supervision. A fantasy of mine no doubt, but in keeping with some of the dynamics I have seen in the introduction of untrained and unsupervised group psychotherapy. When I get around to it, I hope to look at the various group therapies/community meetings which are taking place on my ward. Never mind the fact that I think Nurse Ratchet was encumbered with a weak Consultant Psychiatrist, with too little rigour in his diagnosis, he had lots of sympathy for the individual, (Jack Nicholson character) but not addressing the individual's responsibility.

I think these films are more useful for staff to challenge their assumptions, particularly those who get too caught up in the medical model as a defence against thinking about 'real life'. Regarding the validity of the cuckoo's nest film, I was interested in my mother's response when it first came out. She had worked as a psychiatrist in Long Island in the 1950's, a little bored by the film because it just portrayed what work was like! In those days psychiatrists did not have to manage such problems, and did not have the training, perhaps observing what was going on but seeing their role as purely medical. I think we need to be more vigorous in, for example, our moral perspective, with clearer ideas on where we think responsibility lies. We have moved from the parental, potentially corrupting, approach of the medical model, which leads to institutionalisation, to one in which we need to be clear about our therapeutic influence.

I think these films are more important for staff than for patients.

Siobhan O'Connor

------------------------------------------------------------------

May I just add my penny's worth:

I have only read the book and was taken by the notion of the Nash theorem which postulates a mathematical formulation of interest to all group and family oriented professionals, namely that of balance between the various beliefs of individual members who may be in conflict. 

Beyond that, and more importantly: Has anyone noted that this is more than the story of a person: It includes the reality of who one has relationships with, how one becomes a father, what happens with one's capacity to grow into that role and fulfil it, when suffering from mental illness and before the mental illness manifests itself; how it can affect non-ill mothers in their role, and most importantly, the child. Although this was kept peripheral to the "hero's" story, it seems very important and might provide a wholly different way of looking at a course of life and which interventions may make an impact on it.

Michael Gopfert

--------------------------------------------------------------------------------

Following up the ISPS interest on integrating the arts within our professional discussions, the annual residential meeting of the Royal College of Psychiatrists Rehabilitation and Social Psychiatry Section (Bournemouth Nov 14 /15) have chosen to screen an abridged version of A Beautiful Mind (with popcorn!) prior to our conference dinner, and with an introduction taking in both the biography, and the comments and context that the film emerged into - many of which have previously appeared on this listing - worth noting that the DVD also includes an interview with John Nash and footage of his acceptance speech for his Noble Prize.  Much of the discussion to date has pivoted around how 'true' to the book the film was, in particular the discrepancies around homosexual relationships and neuroleptic medication.  However I've been struck by the complex, and reciprocal relationship between lived life and its representation through various arts - it was extraordinary to see Nash, and his wife, receive acknowledgement at the Oscar awards for the film, and to now see a portrait of Russell Crowe on the Jacket of the Biography of Nash.

Glenn Roberts

--------------------------------------------------------------------------------

Glenn, 

While I enjoyed A Beautiful Mind, I thought it had other problems regarding viewing by a general audience. 

First, it continues to reinforce the myth between madness and genius (the flip side of the madness/evil coin). The vast majority of persons with schizophrenia are neither “sensitive geniuses” nor “crazed lunatics”. And, increasingly we are learning more about the cognitive deficits associated with (even remitted) schizophrenia. 

Second, Nash's symptomatology as portrayed in the movie is extremely unusual: visual hallucinations, extensive delusional systems, imagined "friends" that persist for years, etc. etc. Some of this was Hollywood license, but it has little to do with the usual clinical pictures we encounter.  

Third, such extreme symptomatology rarely coexists with any sort of marital relationship.

In the long run, I wonder if romanticizing mental illness isn't related to its stigmatization.

Joel Kanter

Silver Spring, Maryland, USA

------------------------------------------------------------------
I've recently come across an interesting film based on 3 people with complex religious / delusional belief systems: 'Those who are Jesus' (www.paradogs.org.uk) - echoes of Rokeach's (1964) and Three Christs of Yspilanti.

What about an ISPS film festival? 

There's plenty to choose from: 

Depictions of psychosis, psychiatrists / psychotherapists, and films used in education / anti stigma - particularly with respect to first episode.

Glenn Roberts

--------------------------------------------------------------------------------

Glenn Roberts and others are interested in turning the idea of an ISPS film festival into reality – perhaps a two-day event next autumn in the Bristol area. If you are interested in getting involved in organising the event please contact Glenn at glennann@lineone.net
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Beautiful Minds Can Be Recovered

By Courtenay M Harding

     BOSTON — The film "A Beautiful Mind," about the Nobel Prize-winning mathematician John F. Nash Jr., portrays his recovery from schizophrenia as hard-won, awe-inspiring and unusual. What most Americans and even many psychiatrists do not realize is that many people with schizophrenia — perhaps more than half — do significantly improve or recover. That is, they can function socially, work, relate well to others and live in the larger community. Many can be symptom-free without medication. They improve without fanfare and frequently without much help from the mental health system. Many recover because of sheer persistence at fighting to get better, combined with family or community support. Though some shake off the illness in two to five years, others improve much more slowly. Yet people have recovered even after 30 or 40 years with schizophrenia. The question is, why haven't we set up systems of care that encourage many more people with schizophrenia to reclaim their lives?

We have known what to do and how to do it since the mid-1950s. George Brooks, clinical director of a Vermont hospital, was using thorazine, then a new drug, to treat patients formerly dismissed as hopeless. He found that for many, the medication was not enough to allow them to leave the hospital. Collaborating with patients, he developed a comprehensive and flexible program of psychosocial rehabilitation. The hospital staff helped patients develop social and work skills, cope with daily living and regain confidence. After a few months in this program, many of the patients who hadn't responded to medication alone were well enough to go back to their communities. The hospital also built a community system to help patients after they were discharged.

These results were lasting. In the 1980's, when the patients who had been through this program in the 50's were contacted for a University of Vermont study, 62 percent to 68 percent were found to be significantly improved from their original condition or to have completely recovered. The most amazing finding was that 45 percent of all those in Dr. Brooks's program no longer had signs or symptoms of any mental illness three decades later.

Today, most of the 2.5 million Americans with schizophrenia do not get the kind of care that worked so well in Vermont. Instead, they are treated in community mental health centers that provide medication — which works to reduce painful symptoms in about 60 percent of cases — and little else. There is rarely enough money for truly effective rehabilitation programs that help people manage their lives.

Unfortunately, psychiatrists and others who care for the mentally ill are often trained from textbooks written at the turn of the last century — the most notable by two European doctors: Emil Kraepelin in Germany and Eugen Bleuler in Switzerland. These books state flatly that improvement and recovery are not to be expected. Kraepelin worked in back wards that simply warehoused patients, including some in the final stages of syphilis who were wrongly diagnosed with schizophrenia. Bleuler, initially more optimistic, revised his prognoses downward after studying only hospitalized patients — samples of convenience — rather than including patients who were ultimately discharged.

The American Psychiatric Association's newest Diagnostic and Statistical Manual — D.S.M.-IV, published in 1994 — repeats this old pessimism. Reinforcing this gloomy view are the crowded day rooms and shelters and large public mental-health caseloads.

Also working against effective treatment are destructive social forces like prejudice, discrimination and poverty, as well as overzealous cost containment in public and private insurance coverage. Public dialogue is mostly about ensuring that people take their medication, with little said about providing ways to return to productive lives. We promote a self-fulfilling prophecy of a downward course and then throw up our hands and blame the ill person, or the illness itself, as not remediable.

In addition to the Vermont study, nine other contemporary research studies from across the world have all found that over decades, the number of those improving and even

recovering from schizophrenia gets larger and larger. These long-term, in-depth studies followed people for decades, whether or not they remained in treatment, and found that 46 percent to 68 percent showed significant improvement or had recovered. Earlier research had been short-term and had looked only at patients in treatment.

Although there are many pathways to recovery, several factors stand out. They include a home, a job, friends and integration in the community. They also include hope, relearned optimism and self-sufficiency.

Treatment based on the hope of recovery has had periodic support. In 1961 a report of the American Medical Association, the American Psychiatric Association, the American Academy of Neurology and the Justice Department said, "The fallacies of total insanity, hopelessness and incurability should be attacked and the prospects of recovery and improvement though modern concepts of treatment and rehabilitation emphasized." In 1984, the National Institute of Mental Health recommended community support programs that try to bolster patients' sense of personal dignity and encourage self-determination, peer support and the involvement of families and communities. Now there are renewed calls for recovery-oriented treatment. They should be heeded. We need major shifts in actual practice.

Can all patients make the improvement of a John Nash? No. Schizophrenia is not one disease with one cause and one treatment. But we, as a society, should recognize a moral imperative to listen to what science has told us since 1955 and what patients told us long before. Many mentally ill people have the capacity to lead productive lives in full citizenship. We should have the courage to provide that opportunity for them.

Courtenay M. Harding is a senior director of the Center for Psychiatric Rehabilitation at Boston University's Sargent College of Health and Rehabilitation Sciences.
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	ISPS UK Analytic Section

Clinical meetings for 2003 at the Institute of Psychoanalysis will include presentations by;

Dr Leslie Sohn, on work with Broadmoor patients 

Dr David Bell 

Dr Siobhan O’Connor
Dr Richard Lucas, on the use of analytic work in the NHS 

Dr Brian Martindale, on individual work with a patient with schizophrenia

Provisional dates are March 17th, May 19th, July 14th, Sept. 22nd,  

Oct. 13th and Nov. 3rd. Further details will follow soon.




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
And finally …

Forthcoming events

Working with Families, Giving People their Lives Back – Stratford-upon-Avon

17th – 18th March 2003

This conference will bring together people from around the world to share their expertise in implementing evidence-based approaches. Whilst there is a central theme of family work, the conference will be of interest to a wide range of people attempting to implement psychosocial approaches to care within a recovery framework. 

Conference themes include Early Psychosis; Integration of different approaches to family work; Training and competency of staff to deliver psychosocial interventions; Family work in forensic settings; Family work in Primary Care; How Government policy can support change and much more.

International speakers include: Prof Ian Falloon; Dr Elizabeth Kuipers; Mr Cliff Prior CBE; Prof Max Birchwood; Prof Julian Leff; Prof Charlie Brooker; Dr Gráinne Fadden; Prof Jose-Miguel Caldas de Almeida, WHO

For more information contact: Conference Line, 5 Leopold Road, Wimbledon, SW19 7BB.

Tel: 0208 944 5050 / E-mail: families@conferenceline.co.uk

ISPS Conference - Melbourne Australia 2003

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

22 - 25 September 2003

For more information contact: ISPS 2003, Locked bag 10, Parkville, VIC 3052, Australia.

Fax: +61 3 9342 2941

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 UK committee

Brian Martindale (chair), Chris Burford, Steffan Davies, Gráinne Fadden, Catherine Gamble, Sheila Grandison, Jan Holloway, David Kennard, Kenroy Mannix, Samuel Stein, Paul Williams

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.
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