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Letter from the Chair

Dear Colleagues,

Welcome to the second ISPS UK Newsletter.

We are grateful to our colleagues on the committee for introducing  Steffan Davies, David Kennard and Adrian Falkov to us following Domenico di Ceglie and Geoff Pullen deciding to step down. Their presence has already been felt in a  very livley committee meeting and on the email discussion group. Biographies of new committee members follow.

We are sad to say goodbye to Domenico Di Ceglie who has been involved with the UK group since at least 1994 when he was part of the UK delegation who went successfully to Washington to 'bid' to hold the ISPS international conference in London in 1997. We are grateful for his contributions over the years and for all the speakers he found for the 1997 conference.

Thanks to Geoff Pullen who is retiring from the NHS. We hope his outstanding work with long-term sufferers of psychosis in the Eric Burden community will remain alive as a fine model of humane therapeutic milieu (see Steffan Davies’ biography for optimistic signs of this).

We have made headway in fulfilling our intentions of establishing good links with users. Three users met before our January committee meeting and then joined us. It was most fruitful and we look forward to their decisions on who will come onto the committee and widening the links.

We hope our charity application will soon be processed and we intend to hold committee elections in the late summer, probably a postal election. Provisional ideas have been voiced about further residential and day conferences – hopefully concrete announcements will appear in the next Newsletter.

In this edition, you will find:

· Some ideas from Antonia Svensson that we hope might stimulate you to write for the next Newsletter

· Biographies of new members and impressions of a new user representative

· Glenn Robert’s piece on the Reading Conference

· The Arbours 30+ Years by Joe Berke

· A Group CBT article by Alan Dovey and Terry McLeod

· Multi-family groups by Joy Dalton

· A book review of Beyond Madness by Steffan Davies

· A new page for ”networking”
Brian Martindale

Chair ISPS UK

From the editor

The ISPS UK newsletter has come into being partly due to our members’ comments on 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 others 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 response to an 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 13th May 2002.

Antonia Svensson

Organiser ISPS UK
Biographies of new committee members

Steffan Davies: a brief biography

In a varied postgraduate training I have gained Certificates of Completion of Postgraduate Training in General, Rehabilitation and Forensic Psychiatry. During this I spent a day and a half a week for a year at Francis Dixon Lodge (FDL) therapeutic community in Leicester. Although FDL is an open unit treating informal residents with chaotic personalities I became interested in the possibility of using therapeutic community principles in the treatment of people with mental illness. When I took up my consultant post at Rampton Hospital I inherited a project to develop a unit for patients with treatment resistant schizophrenia who had been relatively neglected in the past. We are, eighteen months later, beginning to develop the unit using TC principles modified both for use with the mentally ill but also by the environment we operate in namely a 450-bedded high security hospital. In the process of planning the unit we visited the Eric Burden Community (EBC), a TC operating as part of the rehabilitation service in Oxford. Geoff Pullen, the consultant at EBC has been very helpful in our development and was my predecessor on the ISPS committee. My research interests include long-term outcomes from psychiatric services and the organisation and functioning of forensic and rehabilitation services, I am also studying for an MBA at Nottingham Business School. 

Dr. Steffan Davies

Senior Lecturer in Forensic Psychiatry, Division of Forensic Mental Health, University of Leicester and Honorary Consultant Forensic Psychiatrist with a Special Interest in Rehabilitation, Rampton Hospital, Nottinghamshire Healthcare NHS Trust.

E-mail: drsteffand@aol.com

David Kennard: a brief biography

I did my clinical psychology training from 1967-70 and the qualifying course in group analysis from 1975-78. In between I also did some training in psychodrama and became involved with two therapeutic communities in Oxford, a psychiatric admission unit (Phoenix Unit) and one of the early concept based TCs for ex-addicts (Ley Community). I did quite a bit of research and developed measures of perceived change from the patient’s and the carer’s perspectives. In 1982 I moved to Rampton Hospital, where I co-led a mixed psychotherapy group, combined with being regional tutor for clinical psychology training. During the 1980s I was involved with the joint research group of the Institute of Group Analysis and Group Analytic Society on a project to identify what group analysts did in their groups, which led to the publication, with Jeff Roberts and David Winter, of A Workbook of Group-Analytic Interventions.  In 1992 I was appointed as the first clinical psychologist for 30 years at The Retreat, an independent Quaker psychiatric hospital in York, and director of the Tuke Centre for Psychotherapy and Counselling. From 1992-95 I convened a series of workshops and an introductory course in group analysis in St Petersburg. We evaluated the effectiveness of experiential group training though interpreters – work due to published this year. Currently I am involved in developing rehabilitation services at The Retreat for people with long histories of mental disorder and institutional care, and in creating research strategies to explore the essential components of therapeutic environments (building on the legacy of Moral Treatment first pioneered at The Retreat.) I am particularly interested in finding out what kind of group approaches help our residents to tolerate and benefit from engagement with others.

David Kennard

Head of Psychological Services, 

The Retreat, Heslington Road, York, YO10 4PF

Work Tel.:
01904 633415

Work email:
dkennard@retreat-hospital.org
Home email:
d.kennard@virgin.net
Adrian Falkov: a brief biography
We hope this will be in the next newsletter.

ISPS UK committee meeting 9th January 2002 – my impressions

By Jan Holloway

I was very pleased to have the opportunity to attend the committee meeting of ISPS UK on 9th january 2002. It was helpful for myself and the other two service users to have a short meeting before the main meeting to discuss ideas and think about how to introduce the user perspective. 

The meeting itself was very interesting in its content and I am excited about future developments both within ISPS UK and for practice in mental health in a general sense. I felt very welcome in the meeting and valued the warmth, humour and humanity within it. I felt very inspired by this. I have some ideas arising from the meeting and from conversations with user colleagues about how to introduce a user perspective. I feel I can best do this personally by informal contact or possibly by using a model of user consultation that is very inclusive and does not necessarily rely on verbal communication alone. I also feel that the ideas of ISPS can be taken forward into practice by users requesting and promoting the psychological approaches with their service providers.

I would like to conclude by expressing my thanks to the committee for inviting me as a user and for creating an atmosphere which was not only safe but also enjoyable and stimulating.

Jan Holloway

User representative

ISPS UK committee

 ISPS UK Reading Conference Sept 2001

‘The therapeutic relationship in individuals and families affected by psychosis’

ISPS has carried an international torch for working ‘meaningfully’ with people suffering from psychosis for nearly 50 years. This, the second meeting of the UK chapter occurred between when 250 professionals, service users and carers participated in 50 presentations, seminars and workshops. ISPS UK has created a hospitable and broad church for those drawn into seeking to understand the mystery of psychotic experience and how to relieve the associated complex sufferings.  

This conference emphasised the primacy of therapeutic relationships, as the foundation, the vehicle and often the content of our treatment. It was a gathering constituency, an alliance of people from diverse backgrounds who are, at least in part, like minded.  

An antipsychotic gathering

Schizophrenia is a condition characterised by destructive fragmentations, intrusions and blurrings. The conference provided what is so rarely available in daily work: time for talking with one another, time to compare experiences and think. As such, it was both a model and method, and for this brief time we were able to practice what we preach, and effectively engage in an antipsychotic experience.

It was important for the ISPS UK that the President of the Royal College of Psychiatrists, John Cox was able to open the conference and to give such a genuine appreciation of the aims of ISPS and the theme of the conference.  Brian Martindale (chair of ISPS UK) in the opening paper illustrated that ‘treatment as usual’ in the UK is in a poor state.  Our colleagues and co-workers struggle to provide for people’s needs. He cited research indicating how much difference the availability of even non-directive counselling could make to mental states. Many professionals find themselves in an analogous position to ‘the old woman who lived in a shoe and had so many children that she didn’t know what to do’. 

Recovery and hard won trust

Cliff Prior, Chief Executive of the National Schizophrenia Fellowship, invited us to look beyond the therapeutic relationship to the emerging recovery ethos, and a redefinition of professionals as guides, navigators, and cartographers, working with those who are experts by experience.  The constituents of a therapeutic relationship are increasingly clear, in particular that it is sufficiently stable and enduring to win trust. Service users were described as valuing time, space and sensitivity. One crucial issue is the need for enough trust between the parties to explore what arises from illness and what services are responsible for.  This would require re-owning of projections and openness about both our limitations, and inadequate provision.

This also raised the issue of how to reconcile the situation many of us face in the UK with images of services in Stavanger when the reality for some working in the NHS is of wards described as 170% full, and where there are 14% vacant consultant posts.  We had many different reactions, frustration, defeat, disbelief and envy, but Brian Martindale also spoke of being humbled by these achievements, for here was a demonstration of what has been possible somewhere in the world, and which can raise a vision for the rest of us.

SOME POINTERS TO THE FUTURE:

The need to explore our terms of engagement

The conference gave a resounding endorsement to the primacy of the therapeutic relationship and the need to frequently reflect on what gets in the way of making and sustaining relationships with our patients.  Some see diagnosis as just such an obstacle, especially where this is simplistically seen as ‘labelling’. We are caught between a social constructionist critique of diagnosis and the need to give names to experiences that are meaningful and helpful.  We appear muddled, ambivalent and embarrassed with the term ‘schizophrenia’ with all its stigmatising associations, and dependency on hospitals and medicines.  I felt that Jan Olav Johannesson from Stavanger in Norway and  the President of the ISPS international body was the least embarrassed amongst us, but wondered if this was linked to him having a secure sense of what he now has to offer those he gives this diagnoses.  

Revaluing the authority of personal experience

At present our professional journals seldom carry recognisable accounts of personal experience, apart from those of dead colleagues in the obituary columns.  It seems that a combination of respect for confidentiality, and pursuit of a form of Evidence Based Medicine which overvalues quantitative and undervalues qualitative evidence, has denuded our professional literature of its humanity.  This is in stark contrast with user-based journals like Open Mind, which carry provocative and evocative accounts, witnessing to the complexities of illness and recovery.   In rethinking recovery we have much to learn from our patients. In this respect Professor Stefan Priebe gave a valuable overview of research that may assist us in measuring features of both parties in the therapeutic alliance that may predicting outcome.

Shifting the balance of power

At our business meeting we debated and agreed an interim constitution, which, amongst other principles, upheld a wish to promote the integration of psychological treatments and arts therapies in treatment plans, and included a public health perspective by supporting the comprehensive treatment of all persons with schizophrenia(s), and other psychoses.

In the UK we now work in a climate where the National Service Framework requires the development of a psychologically sophisticated, committed and comprehensive service for people experiencing their first episode of psychosis in every district in the country.  This is a tremendous opportunity, and there is a need to get involved and influence service development.

Moving from compliance to cooperative alliance

Our logo, two hands touching, building bridges, stands as an icon of connection.  To act as a positive force for healing and recovery we need to constitute ourselves as a community of therapists and a therapeutic community, tolerant and understanding of our differences and inevitable conflicts but held together by some higher good than merely conducting our own therapy or asserting the claims of our preferred theory.  

We have had the opportunity to reflect on the primacy of relationship as the prerequisite for everything else.  The most obvious centre for us to gather around is the patient, his family and their experience in the move from compliance to seeking genuine ways of working in cooperative and creative alliance.

Glenn Roberts

MB ChB, FR Cpsych, MD

Consultant in Rehabilitation Psychiatry

North Devon District Hospital

Barnstaple, Devon, EX31 4JB

News from the World Psychiatric Association

Dr. Jan Olav Johannessen

President, ISPS

 Dear Dr. Johannessen, 

Congratulations! The International Society for the Psychological Treatments of Schizophrenias and other Psychoses (ISPS) is now an Affiliated Association of WPA.

At a recent meeting, the WPA Executive Committee reviewed the comments about your application received from all pertinent components of WPA. In line with this, the Executive Committee approved the admission of your Society to WPA as an ad-hoc Affiliated Association. The General Assembly in August 2002 will be asked to confirm your admission.

Welcome to our fold and to the opportunity of working together to upgrade psychiatry and mental health across the world. 

Looking forward to working closely with you, I remain

Cordially yours,

Prof. Juan E. Mezzich, 

Secretary General of the World Psychiatric Association

The Arbours 30+ Years

By Dr. Joseph Berke  


The Arbours was founded by myself and others in 1970, not long after Laing’s Kingsley Hall community closed.  We wanted to establish places where men and women in severe distress could live and be supported, but in a more contained and containing space than Kingsley Hall.

We thought about what to call our group. The first idea was ‘sukkah,’  a Hebrew word denoting the temporary dwelling places where the Jews lived in the desert after the Exodus from Egypt. In a kindred manner we thought our households could also function as temporary dwelling places for people passing through a period of mental or emotional turmoil.  But then we realised that the word ‘sukkah’ was a bit esoteric, and even worse, might be converted by unsympathetic wags into ‘sucker.’  So we opted for the name Arbours, a grouping of trees, which also denotes a place of shade and shelter. 

Our first household was the home of Morton and Vivien  Schatzman in Parliament Hill. They took people who had been or might otherwise be diagnosed a schizophrenic into their house and created a community which lasted until 1975. Soon afterwards  we rented a short life house in Norbury, SW16, and established a community which lasted over 15 years, until it moved near Alexandra Palace. The Norbury house was known as ‘the Siberia of the Arbours,’ because it seemed so far away from north London. Subsequently we established households in Brondesbury and Crouch End. 

However, I soon realised that the communities were generally not able to accept people in acute distress. So after  a year of meetings to discuss ‘crisis intervention.’ the Arbours rented a house in the spring of 1973 in Willesden to start new and different community. It had formal staff, a couple, the ‘resident therapists.’ who lived in the house for a period of two to three years. This was their home. In turn they invited others, who might otherwise be labelled or seen as ‘patients,’ to stay with them as ‘guests.’ The distinction is very important. The role of patient carries with it expectations of sickness, neediness, helplessness, dependency, abdication of personal responsibility, and so forth. But ‘guest’ denotes hospitality and mutuality. It helps individuals to shed a medical model of disability and replace it with an existential and psychodynamic understanding of suffering. 

The Arbours Crisis Centre, or Arbours Centre, was my special project and I have served as director since it started in 1973. Later the Arbours added a Training Programme in PsychoSocial psychotherapy, a psychotherapy service, and a professional organisation, the Association of Arbours Psychotherapists (AAP).

Initially all our facilities were under the aegis of the Arbours Housing Association, a legal entity which was supposed to help facilitate obtaining mortgage help. But it never did. In 1975 we established a second legal entity, the Arbours Association, a limited liability company which allowed us to sponsor communities, educational programmes and  provide psychotherapeutic services. 

The year 2001 has seen a further differentiation of these two groups.  Now the Arbours Housing Association solely sponsors the Crisis Centre and the Arbours Support Programme (attached to the Centre.) The Arbours Association (AA) sponsors the communities,  training programme and other activities.  I am no longer directly involved with AA activities.

So I shall concentrate in this short article on the work of the Arbours Centre.  To the best of my knowledge, it is the only facility of its kind in Britain and, sadly, the only facility in Britain where psychotic and quasi psychotic individuals can receive a predominantly psychological (as opposed to physical) treatment intervention. 

The Centre, since 1980 relocated to a large Edwardian house in Crouch End, consists of three separate but interrelated and interrelating systems. The milieu, the group and the team. The milieu is the whole Centre as an active interpersonal environment.  The group refers to the resident group of people at any one time: the three resident therapists and the six people staying at the Centre as their guests. House meetings take place four times during the week and they are meetings with all those resident in the Centre. The team includes the 'guest, a 'team leader', who is an experienced psychotherapist co-ordinating the intervention, a resident therapist, and whenever appropriate, a trainee. The continuity of care we provide in the Crisis Centre is vital to the containment of these patients. In addition, the different professional spaces, a multiplicity of supervision meetings, for example, weave an interpersonal matrix that holds and contains periods of intense disturbance that not only can arise in the guests, but in therapists who work with them as well. 

We like to use the term  ‘PsychoSocial’ to describe our work. This differs from other interventions which are called by the same name, but which really refer to a somewhat different approach. Thus, ‘psychosocial’ is often used synonymously with ‘an integrated medical, psychological and physical treatment regime,’ which may utilise psychotherapy, medication and hospitalisation. For us, PsychoSocial means an approach which is essentially psychodynamic (intrapsychically oriented) and social dynamic (interpersonally oriented). Or. as we point out to guests at the Arbours Centre, the healing ‘magic’ is in ‘relations.’ 

Melanie Klein laid the groundwork for understanding the psychotic experience by defining the psychic mechanisms that contribute to it. These include splitting, dissociation, projection and projective identification.  As a result the therapists at the Centre are able to understand and to tolerate the common occurrences when they become the focus of the guests projections and caught up in them.  

R. D. Laing and his colleagues, in the sixties, refined these concepts against a background of what he called ‘social phenomenology’, which was an attempt to create a science of subjectivity. He argued that only by considering the psychotic person in his own terms, can we, and ‘he’, come to grips with the psychotic experience, begin to understand it and find ways of coping with it. This work extended in many directions, from understanding the metaphorical content of psychotic thought, to demystifying ‘schizogenic’ transactions. Hence by effecting a change in the social field, one can change the mental, emotional or behavioural conditions each and every member of the field. This is what we have been able to demonstrate at the Arbours Centre. Even the most disturbed and disturbing guest can calm and become communicative in a social setting which is itself calm, containing and non aggressive.  

With the help of the recently published anthology, Beyond Madness: PsychoSocial Interventions in Psychosis  (Jessica Kingsley), the Centre hopes to demonstrate that integrated psychological and social interventions (PsychoSocial) with individuals with sudden or long-standing psychoses are an effective means of helping people in psychotic or quasi psychotic states. 

These interventions address a multiplicity of worlds, which cross generations, and extend through intra- and inter- psychic time and space. There may be no ‘cure.’  But if the men and women, on whose behalf we have acted, feel less dis-ordered and more empowered, and are able to navigate their social fields with their dignity and self-respect intact, then it should be considered a job well done.

In addition to the book The centre has established a website:  www.arbourscentre.org.uk  This provides an enormous amount of information.  Secondly we are printing  a new brochure. Write for a copy:  Arbours Centre, 41 Weston Park, London N8 9SY.  Thirdly, we welcome visitors on the first Wednesday morning of the month, or at other times if this is not convenient.  Call Nitya Lacroix at 8 340 8125 to arrange a visit. Finally, we invite professionals and professionals in training to do a placement at the Centre, or indeed work as a resident therapist. This is the best way to learn about our work. Again, call Nitya for further information about doing so.

Dr Joseph Berke

Arbours Centre
A Small Randomised Control Study of Group Therapy for Individuals with Schizophrenia

By Alan Dovey and Terry McLeod

In previous research it has been shown that distress arising from hearing voices was linked to the beliefs about voices, and not voice content alone. This study examined the effect of group cognitive behavioural therapy and the beliefs about power and control, and its effect on anxiety, depression and frequency of voices.

Method:

In a sample of twenty voice hearers, ten were randomly allocated to a structured hearing voices group, and ten underwent psychiatric treatment as normal. Baseline and post treatment assessments were undertaken for both groups using recognized assessment tools. The assessment tools used included Belief about Voices Questionnaire (BAVQ; Chadwick and Birchwood, 1994), Auditory Hallucinations Rating Scale (PSYRATS; Haddock et al 1999), Beck Depression Inventory (BDI; Beck, 1961), The Power Scale (Birchwood et al, 2000) and the Positive and Negative Symptom Scale (PANNS; Kay et al, 1987).

The experimental group consisted of an eight-week program of cognitive behavioural therapy (Appendix One) and was facilitated in two groups of five clients in order to increase feelings of safety and trust and also give clients the choice of morning or afternoon sessions. The eight weekly sessions ran for one and a half hours, with a break after the first 45 minutes for refreshments. 

The general aim was to provide a structure within which group members could disclose and discuss their experiences of voice hearing and to facilitate participant’s examination of their beliefs regarding the power of their voices. The rationale was to give group members the opportunity to meet other individuals who experience voices, and to share their experience with others in a safe and supportive environment. The group setting gave individuals the opportunity to try out coping strategies whilst experiencing their auditory hallucinations with the full support from other group members, whilst exploring alternative explanations for their voices. This led to opportunities to explore issues of control, thereby aiding individuals to elicit how much control the voices have on their lives.

The treatment protocol has been piloted and further developed, reviewed and refined over a period of time to reach its current format. The voices group protocol utilises coping strategy enhancement (Tarrier et al, 1993), power and control cognitive behavioural interventions, (Chadwick and Birchwood 1994), and the cognitive behavioural therapy work of Nelson (1997). The eight sessions were based upon a cognitive behavioural approach and each session had a specific structure and format of aims and objectives. The techniques of traditional cognitive therapy, Socratic questioning, reflection, summarising and “collaborative empiricism” were utilised.

There were two facilitators who adhered faithfully to the protocol to enhance fidelity and promote an overall consistent approach as far as possible throughout the group sessions.

The analysis compared outcome single parametric statistics, primarily ANOVA. The results showed a significant reduction in the frequency of voices, whereas no change was observed in the control group. It was also found that the group intervention led to a significant reduction in the perceived power of voices and again no change was observed in the control group. Interestingly, the actual mean scores for the experimental group significantly reduced, whereas it had increased in the control group over time. It was also found that the intervention led to a trend towards the reduction in the level of distress in the experimental group, whereas this trend was less in the control group. Similar results were found for the level of control over voices, however, there was significant reduction in the level of anxiety and depression for the experimental group.

There was also a large degree of qualitative analysis used in the study in the form of a feedback questionnaire. A majority of clients stated that they gained most benefit from the group because they met other individuals who had similar problems and also that they had the opportunity to explore coping strategies.

The results showed that the group approach was helpful in the treatment of auditory hallucinations in clients who have schizophrenia. There was a reduction in frequency of auditory hallucinations, a decrease in anxiety, and a slight decrease in depression. There was a significant reduction in the perceived power of the voice and an increase in the use of coping strategies.

The group facilitators also noticed a relationship between perceive power of the voice and perceived power of others. This provides further interest in the relationship between self-esteem and passive response to voice hearing. 

Another important outcome from the group was that there was a 0% drop-out rate. Nelson (1997) states that one of the major challenges when working with people with schizophrenia is to get them interested and engaged in the therapy. This positive outcome may have been the result of a number of factors, however, it highlights the need to explain the aim of the therapy and use a flexible approach throughout each session whilst maintaining fidelity to the protocol. It may also reflect the benefits of collaborative empiricism in maintaining engagement. 

The group also challenges the more historic view that individuals suffering from a severe mental illness cannot benefit from group therapy or may only be able to tolerate supportive group therapy. For instance, a majority of anxiety management groups are aimed towards individuals suffering from depression and anxiety even with the large amount of evidence supporting the stress vulnerability model of schizophrenia (Fowler, 1995). In order for mental health services to address the National Service Framework strategy, they must embrace psychological interventions for this vulnerable group of individuals through the development of effective (but flexible) protocols.

Mr Alan Dovey





Mr Terry McLeod

Clinical Lecturer University of Birmingham

Clinical Practitioner

MSc, RMN, DPSN





MA, BSc, RMN

E-mail: alan@adovey.fsnet.co.uk



Northern Birmingham Mental Health Trust
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Appendix One:
Group Therapy Protocol

Overall Aim:


The aim is to raise issues of power and control whilst eliciting group support in improving mastery over voices.

Session One Aim:
All participants to have a full understanding of the structure of the voices group as well as their responsibility and the responsibility of the facilitators of the group.

Session Two Aim:
All participants to have an awareness of common features of voices and share these features with other members of the group.

Session Three Aim:
Participants to examine the effects of their experiences upon their lives in a safe and structured manner.

Session Four Aim:
Participants to share real life experiences and ways to cope appropriately with these experiences.

Session five Aim:
To examine the beliefs about the voices power relationship with the individual, and to examine assumptions made by the voices ability to control the voice hearer, and accurately predict the future.

Session Six Aim:
To increase coping strategies with the aid of group support.

Session Seven Aim:
To practice coping strategies within the group setting.

Session Eight Aim:
Further development of coping strategies and consolidation.

* Objectives of each session available by contacting A Dovey or T McLeod.

Multi-family groups

By Joy Dalton

Introduction 

Over 20 years ago Julian Leff and Christine Vaughn (1) researched the impact of expressed emotion on families which included a member with a diagnosis of schizophrenia.  They found that the effect of what they characterised “high expressed emotion” on the relapse rate of schizophrenia was equivalent to the effect of being on or off medication.  In other words, reducing high levels of expressed emotion had the same effect on reducing relapsed rates as did the taking of regular medication.

This extremely exciting finding has been slow to be developed and find its way into everyday working of mental health services.  However, it was taken up in terms of single family interventions, which attempted to modify family interactions, for example with regard to critical comments, expressed emotion and the time spent together.

A model of psycho-education for families was developed by Ian Falloon (2).  He evolved a problem- solving format. 

In America, Carol Anderson (3) and William McFarlane (4 & 4a) looked at a psycho-educational model, which brought families together into a multifamily group.  They felt this had the added value of socialisation and support between families, the empowering of families and patients by the process of mutual problem - solving, peer support for patients and an effective model of providing families and patients with information about their illness.  The philosophy was to view the illness as the problem and the family patient and professionals as a coalition to work out ways of fighting the illness.  

The process has three phases:

(i) Joining.  This means meeting with the patient individually and the families on their own and key professionals to set out some ground rules, talk about the illness and to introduce the idea of the group. 

(ii) Education.  This takes the form of a day workshop in which information is given, very much in a classroom atmosphere, by key professionals including the RMO, giving information about what is known about the aetiology and manifestations of the illness, treatment approaches, the principles of warning signs and relapse prevention and the group process.

(iii) The Multifamily Group Process.  This is a problem solving format which involves a group of patients together with their supporters (family and others close to them) meeting together with their key professionals on a fortnightly or monthly basis.  The group has a set format of socialisation, going round to catch up on events, problem identification and then a brain storming problem solving session.  This is followed  by a discussion of the pros and cons of the various solutions to the problem, the selection of a preferred solution and a discussion of how it is to be implemented.  The group ends with an evaluation of previous problem solutions tried and finally a short time of socialisation amongst the families.

There is a strong interface between this process and our current CPA implementation.  The joining process includes the identification of individuals’ warning signs and a discussion of possible relapse prevention as well as firming up the relationship between the care co-ordinator and the patient and family.  The education process clearly mirrors some of what should be happening in the CPA process now and the group provides a way of effectively gaining information about carers needs, the contribution that they make towards the well-being of the patient, identification of early warning signs and the implementation of risk prevention.  A major aim of the group is to empower users and carers.

Evidence

McFarlane’s (4 & 4a) evidence is that relapse rates are markedly reduced in the groups that he has run.  There was also a reduction in family morbidity together with an improvement in treatment compliance and engagement with the services.  There is also evidence that this approach has resulted in improved retention of staff and staff satisfaction.  Whilst there has been methodological criticism of this work, it is an area that would appear to warrant further investigation within the context of British psychiatry.

Training

We were fortunate enough to be able to organise two training days in London with Dr. McFarlane and his group in November 2001.  Colleagues from Camden & Islington, Ealing and Haringey mental health services attended and the training was very enthusiastically received.  In particular it was very exciting for the multiprofessional group including doctors, nurses, occupational therapists, social workers and family therapists all to be training together.  

The training included lectures on the theoretical and practical perspectives of multifamily groupwork followed by a series of role playing exercises learning the techniques involved.

There were several very striking responses to this training.  Staff, both from the inpatient units and the CMHTs, who can often feel overwhelmed by the demands made upon them, felt extremely enthusiastic about this approach.  They felt that they could take on the techniques and that it fitted well with current practice.  They very much appreciated the truly multiprofessional format of work and the opportunity to work collaboratively with users and carers.

Next Steps

We now hope to launch some pilot multifamily groups to test out the approach in local CMHTs and to evaluate the effectiveness of the groups.  

One is bound to ask why evidence based approaches of a psychological nature can take many years to gain ground and be implemented whereas often new drug treatments are embraced with alacrity and enthusiasm.  As practitioners interested in psychological approaches we need to act to inform colleagues about exciting developments in these approaches and to introduce them into our working environments.  There is currently new interest in making changes in inpatient and CMHT settings, particularly with regard to broadening the range of interventions available.  This is therefore an ideal opportunity to promote psychological therapies of all persuasions in general psychiatry.

Dr. Joy Dalton, MB BS DPM FRCPsych,

Consultant Psychiatrist.

Camden & Islington Mental Health NHS Trust
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 BOOK REVIEW By Steffan Davies

Beyond Madness: Psychosocial Interventions in Psychosis

Edited by: Joseph Berke, Margaret Fagan, George Mak-Pearce, Stella Pierides-Muller and Robert Hinshelwood. Jessica Kingsley Publishers, Dec. 2001.

 
Beyond Madness is the seventh in the Therapeutic Communities series published by Jessica Kingsley Publishers. It deals predominantly with the work of the Arbours Crisis Centre in London. The editors are all psychoanalytic psychotherapists with extensive experience of working at Arbours and Joseph Berke is the founder and director. 

The book is divided in to four sections: Historical and Theoretical Perspectives; Methodology; Narratives; Authority and Money. The editors provide a general introduction, short introductions to each section and a conclusion. There is also a Foreword by Bob Hinshelwood and an Epilogue by Brian Martindale. Personally I found the use of these introductions very helpful both as a reader and reviewer.

Historical and Theoretical Perspectives describes some of the essential tasks undertaken at Arbours, reviews medical and psychodynamic concepts of ‘madness’, introduces international comparisons and discusses the cultural context of madness.

Methodology describes in some detail the organisation and it’s work. The Arbours Crisis Centre consists of three units each with six ‘guests’. Guests come to Arbours with a variety of problems and crises. The authors do not generally use psychiatric diagnoses, preferring a psychoanalytic understanding, but in ICD-10 terminology most would be seen as suffering from schizophrenia or emotionally unstable personality disorders. One of the features of their approach is the use of resident therapists who live for extended periods in the Crisis Centres. They are supported by a team leader and, at times assisted by trainees or students on placements. Some therapists have psychology, nursing or social work backgrounds and other professionals such as art therapists and psychiatrists are involved. Therapy is predominantly psychodynamic psychotherapy that takes place in a milieu informed by therapeutic community principles; art therapy is another important component. Being on prescribed medication is not a bar to being a guest but medication is often reduced and stopped under psychiatric supervision. Joseph Berke discusses three inter-related systems operating at Arbours: the milieu, the team and the group. The resident therapists and guests are central to all systems. The group encompasses the formal house meetings and the milieu the overall therapeutic environment. The team comprises the guest, their resident therapist and a team leader. Therapy takes place in group settings with individual contacts being informal. The package as a whole comprises the PsychoSocial treatment, not to be confused with psychosocial interventions comprising psychoeducational and cognitive elements becoming more widespread in general and forensic psychiatric services. Guests spend upto a year at Arbours and often progress to individual psychoanalytic psychotherapy after they leave. Arbours are a charity but the NHS and / or social services fund most placements.

Narratives contains a number of case studies illustrating aspects of the work of the Crisis Centres. Authority and Money addresses some of the issues of authority in therapeutic settings particularly therapeutic communities and some of the financial arguments for investing in ‘expensive’ treatments that may have longer terms benefits.

Beyond Madness is a very interesting and timely book and a welcome addition to the Therapeutic Communities Series that has been lacking in material on treating psychosis. The book is written from a psychoanalytic perspective that may be difficult to access initially for some readers. Starting with some of the fascinating narrative chapters may be helpful. I was struck by the use of resident therapists, very powerful agents of change.  Resident therapists are very alien to the current climate of the NHS that seems intent on distancing patients and professionals with ever increasing bureaucracy, regulation and paperwork. How would a resident therapist comply with the EU working time directive? Some chapters were however very easily applied to day to day clinical work in the NHS, for example discussions about containing anxiety, the importance of boundaries and supervision. There is very little about the numbers of guests the Arbours has invited in over the years, how many successfully complete their stay and how they manage in their lives afterwards. 

Beyond Madness is an important book addressing parts of what are hopefully expanding fields, namely psychoanalytic and therapeutic community approaches to psychosis. Whilst it is difficult to see the Arbours model used in the statutory sector there are many ideas and principles that will be of interest to clinicians. Hopefully there will be further developments in the charity sector stimulated by this book. More information and figures on guests progress would be of interest and help the reader decide where the Arbours approach fits in to the expanding field of psychological interventions in psychosis.

Dr Steffan Davies

Senior Lecturer and Honorary Consultant in Forensic Psychiatry  

University of Leicester and Nottinghamshire Healthcare NHS Trust

Networking…

Arts Therapies

If you are an art, music, drama or dance movement therapist, or a colleague interested in the arts therapies, and would like to meet in early 2002 to discuss what we might do within the ISPS UK to develop, take forward and influence others in the arts therapies' approach to understanding and working with psychosis, please contact:

Sheila Grandison

ISPS UK Committee Member

e-mail: sheila@barendt74.fsnet.co.uk

tel:    020 8586 5085

Do you work in therapeutic groups?

I have agreed, on behalf of the ISPS-UK committee, to try to link up with other people using groups as one way of working with people with schizophrenia or their carers. Myself I'm a clinical psychologist and group analyst beginning to venture anew into this area. I'd be very interested to hear from you in response to these three questions:

· In what setting to you see people in groups, e.g. out-patients, day-hospital, acute admission, long stay, rehabilitation, other?

· What type of group approach do you use? - e.g. group-analytic, social skills, psychodrama, etc.

· What kind of help or support do you feel you are most lacking?

I'm hoping to get responses though various channels, including this one, and then sharing the responses and ways to take things forward in a useful way.

You can write to me at The Retreat, Heslington Road, York YO10 5BN or email me at dkennard@retreat-hospital.org

David Kennard

ISPS UK Committee Member

Regular meetings planned by the ISPS Analytic Section

Before Christmas, a small group of ISPS members with an interest in analytic thinking met at The Institute of Psychoanalysis in Maida Vale, London, to discuss informally how best to develop the ISPS Analytic Section. The group comprised a variety of mental health professionals; what drew them together was an interest in exploring further analytic ideas in relation to the treatment of psychotic illnesses. The discussion centred around how such a group might usefully contribute to the ISPS and help each other. It decided that it should me 4 or 5 times a year and that the meetings should have a clinical focus: in practice this means that an individual or small group of individuals would make a clinical presentation which would then be discussed. A selected theoretical or clinical paper would be circulated before each meeting so that participants have the opportunity to read relevant literature that will help to illuminate the presentation. 

By proceeding in this way it is hoped to create a focused, rigorous forum within the ISPS that properly represents analytic thinking. The first clinical presentation will be from Brian Martindale, presenting clinical material from ongoing NHS work in order to promote fresh discussion about the place of contemporary psychoanalytic work with families, and will take place on February 25th at 8.30pm. The venue for this year will be the Institute of Psychoanalysis. There will be a presentation by members of the Arbours on May 13th.

Any ISPS member is welcome to attend. Please contact Paul Williams on 020 8346 1989 (williams@dial.pipex.com) or Brian Martindale on 020 8255 0181 (drbmartindale@blueyonder.co.uk) who will provide full details. If you would like to present at one of the meetings, feel free to contact them to discuss it. For your diary, the dates of the Analytic Section meetings are February 25th, May 13th, July 8th, September 23rd and November 18th.

Paul Williams 
ISPS UK Committee Member

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

APP Regional Event -Psychoanalysis and Cognitive Behavioural Therapy: Rival Paradigm or Common Ground? Understanding and treating delusions

10th May 2002, St Catherines College Oxford

ISPS UK members will be speaking (Doug Turkington, Brian Martindale, David Fowler and Paul Williams)

Contact Annabel Thomas, APP conference secretary, PO 707, Gerards Cross, Bucks SL9 OXS

Tel: 01494 581 539 Fax: 01494 581 539

E-mail: app@athomas99.freeserve.co.uk

Bodies in therapy: exploring the somatic relationship

18th and 19th May 2002

This short course is intended for Dance Movement Therapists, Integrative Arts Therapists and other professionals working with bodily response to client material. The sessions will include experiential work and discussion.

For more information contact Val Huet, Short Courses Co-ordinator, Unit of Psychotherapeutic Studies, PACE, Goldsmiths College, London, SE14 6NW.

IEPA – the International Early Psychosis Association

25 – 28 September 2002 

IEPA is holding a major conference in Copenhagen. For more information contact: icep2002@ics.dk or see www.ics.dk 

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: 

Jaliyla Malik, 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, Sarah Davenport, Steffan Davies, Gráinne Fadden, Adrian Falkov, David Fowler, Catherine Gamble, Sheila Grandison, Jan Holloway, David Kennard, Kenroy Mannix, Frank Margison, 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.








