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Thoughts from the Chair.

Dear Reader, at the moment three issues are preoccupying me as chair of ISPS UK.

One is the quite ambitious number of events we have in the pipeline. The Culture and Psychosis conference is ready to roll on 4 November, hotly followed by the workshop Psychotic Experiences in Groups (jointly with IGA) on November 19, and have three more conference events at various stages of planning. In Spring 2006 there will be a joint conference in London with Community Housing and Therapy on the theme of Psychosis and Spirituality. Next is an event being planned by clinical psychologists in ISPS UK in partnership with the Psychosocial Rehabilitation Special Interest Group of the BPS. The provisional theme ways of bridging the gap between psychoanalytic and cognitive behavioural/PSI approaches to psychosis. I’m delighted that ISPS UK now has close on 100 clinical psychology members. And finally we are actively exploring venues and dates for our next 2-day residential conference, with Bristol as the current favourite. Watch these spaces. 

The second is the efforts of the committee and its officers to develop a strategic plan for ISPS UK. While our conferences and local/interest group meetings seem to be good vehicles for promoting psychological treatments for the psychoses, and we have the Newsletter and email discussion group for mutual support and debate, the committee is at times aware of a need for a more strategic approach to achieving our aims. The question is how we got about developing this and at the same time keeping the show on the road. The present plan is for the committee to work on this in stages over the next 6-9 months, so hopefully I can share progress with the wider membership in the New Year. 

The third issue is the name debate. There has been quite a bit of discussion around this in the last six months or so, and John Casson has proposed a motion to vote on at the AGM. After much thought, I have decided to add a second proposal so that the AGM will have the opportunity to support one or both proposals (or neither). The question of whether – or when – to drop the term schizophrenia from our name goes to the heart of how you think change is achieved. There seems little disagreement in principle within ISPS, and probably more widely, that schizophrenia is (a) stigmatising and invalidating in ways that the term psychosis is not, and (b) a diagnostic category that is increasingly seen as a failed concept that is out of step with scientific research.  The question is whether dropping the term from our name will be a good thing because it will be a clear declaration of our views on this, or a bad thing - while the term is still in fairly wide use - because those labelled with it need the support of an organization like ours that argues for psychological treatment for schizophrenia. This is a question of strategy, and there is never a right or wrong answer. I’ll be interested to see how the voting goes.

Also at the AGM members will be asked to vote on certain changes to the constitution, which I hope will allow the committee to work more effectively and accountably in the future. I look forward to seeing you there if you can make it.

David Kennard - Chair

New editors

We are delighted to introduce the September issue of the ISPS UK newsletter. We have as an objective the promotion of networking and communication between the different sections (users, clinicians, social workers, etc) and establish meaningful dialogue.  Moreover, to present news and activities relevant to our organisation.  

We come in as editors at a point were many important issues are up for discussion as is highlighted by David Kennard’s letter as it appears in this edition.  The changes in the role of the nurses in the NHS and their implications for care management (and the power dynamics in multidisciplinary teams) are also important issues that generated discussion in the email list and newsletter!  In addition the debates on the name and its meaning for the international organisation and our local network dominate the email discussion.  This links not inexplicably with the constant discussion, battle for some, for the relevance and use of the diagnostic term of schizophrenia.  In this arena the presence of ISPS UK senior members in presentations such as the one described by Brian Martindale become very important. 

The newsletter has another aim. To provide evidence of innovative, quality work, which helps forward change in the way that people view psychological treatment of psychosis and schizophrenia, the subject of a BBC documentary generated many discussion threads and interest in the email discussion list.  We would have liked to have a reaction from our members since the film is planned to be examined in the Madrid conference in the context of “How can we work with the media to give an accurate impression of the therapeutic work that we do".  This issue treads on a delicate subject that might affect referrals of clients to psychotherapy.

Central to this edition is the book review of Mad in America by Robert Whitaker.  The book review comprises by two excellent reviews by Prof. Paul Bebbington and Janey Antoniou.  Together they provide an entelechy analysis of the book.  

We are very excited by the response we received in our first edition.  We would like to thank everybody who has contributed to this newsletter and hope that others will be encouraged to contribute articles or information for future issues.  Vasilli Magalios will be the person receiving articles so please send all contributions for the UK Newsletter to v_magalios@yahoo.co.uk.

Readers are invited to send, short lively contributions to all sections of the Newsletter, and to suggest new ones. Sections of the Newsletter include:  Conference/workshop reports, Book Reviews and reactions, News and info about forthcoming meetings and events, what’s going on in your part of the UK
The deadline for contributions to the next edition is Monday 5th December 2005.
Vasilli Magalios





Marianne Taylor
ISPSUK Newsletter co-editor



Assistant Administrator ISPS UK
Conference/Workshop Reviews 

ISPS UK at the Royal College of Psychiatrists

By Brian Martindale

The ISPS UK joined up with the General and Community Faculty of the Royal College of Psychiatrists to put on a symposium at its Annual General Meeting in Edinburgh in June. Previous such symposia were conducted in 2001 and 2003. 

On this occasion three distinguished ISPS colleagues gave very well received presentations on the theme "Psychological therapies and psychosis. 

What do they involve - what difference do they make?"  There were two hundred or more participants and the symposium was organized and chaired by Dr Brian Martindale. 

From the huge terrain that encompasses the field of the psychological therapies and psychosis, the presenters narrowed down to their particular areas of expertise.

Professor Johan Cullberg, a former president of ISPS and a Director of the Swedish Parachute Research Project into Early Interventions in Psychosis gave an outline of the main principles of the need-adapted approach to Psychosis and contrasted these with many of the traditional approaches and treatment settings. Need-adapted approaches often include a combination of dynamic and cognitive therapies as well as the centrality of family involvement.

He went on to summarise his research findings from more than 150 first episode cases treated in 17 centres in Sweden, comparing these both a retrospective cohort and a cohort treated in a top psychiatric service.

A number of encouraging results at 5 years were achieved, as well as favourable clinical outcomes, these were achieved with substantive lower levels of medication and the use of crisis community beds resulted in far less hospital use and overall residential costs (hospital and crisis homes) of about half of the cost of the traditional approaches. 

Grainne Fadden is on the ISPS UK committee and is a Consultant Psychologist and Manager of Meriden, a Region-wide Family Programme in the West Midlands.  This was joint winner of the NIMHE 2003 Positive Practice Awards (category of Modernising Mental Health Services) and Midland Regional Winner this year in the Social Care Category. Recently she has been involved with the Royal College in influencing organisational change to incorporate family work in services and chairs the NIMHE Psychosocial Interventions Implementation Group.

Grainne outlined the many issues that confront families where there is a member with psychosis and drew attention again to the extensive research going back decades that indicates that family interventions radically reduce relapse and readmission rates in psychosis. She highlighted the ongoing problem of services not organizing themselves to attend to family need and concern as well as not maximizing the resource potential within families. She welcomed the College initiatives of the last couple of years and spelled out ways in which psychiatrists can play their part in contributing to productive family involvement.

Doug Turkington from Newcastle is a psychiatrist who spends half of his time researching cognitive interventions in psychosis. He is a founding fellow of the Academy of Cognitive Therapy and has researched a programme where psychiatric nurses offer CBT to patients in the community. He has published extensively in both early onset and longer duration of psychosis studies. His current research interests are connected with improving insight and compliance. He gave an excellent overview of a number of research projects of cognitive –behavioural therapies and psychosis, indicating most helpfully where the evidence is strongest for its effectiveness and those areas where further evaluation is indicated.

These talks led to a wide range of questions from an appreciative audience. The chair pointed out that the need-adapted approach involves a conceptual re-organisations of the underlying principles and organization of services, whereas CBT could be said to be seeing if this approach adds value to existing services. Family involvement covers a wide range of interventions and could either be their engagement could complement existing services or lead to a reconceptualisation of services and their focus. 

Brian Martindale

ISPS Northern Network Meeting 

13th May 2005 at the Newsam Centre, Seacroft Hospital, Leeds

This was the largest gathering yet of the Northern Network of ISPS.  Around 25 people attended the session.  The first speakers were Neil Courtman, Carer Education Development Worker for Leeds Mental Health Trust, and Lloyd Angus, Carer Development Worker, also LMHT, who explained about the existing PLUS (Psychosis Learning Understanding Support) course for carers of someone with psychosis, and the development a specific PLUS course for Black and Minority Ethnic (BME) carers.  The PLUS course is for 12 weeks, 2.5 hours per session delivered by 4 people: a health professional, a social worker or voluntary sector worker, a carer trainer and a screener. The content covers psycho-education including medication, what to expect from local services, problem solving, communication skills, mental health legislation and coping with negative symptoms, with the final session being the carers’ choice.  It was found that BME carers were under-represented in the PLUS group, many believing that the courses would be too academic. Going into the community with road shows and taster sessions enabled the identification and encouragement of BME carers to participate.  Following the course, carers identified greater confidence in speaking to professionals, improved understanding of psychosis and medication and knowledge of carers’ rights.  Booster sessions are run approximately 2 months after the last session to recap on the modules and share experiences.  A second BME PLUS course will be delivered in September 2005.

The second speaker was Errol Reid, Clinical Services Manager and Adult Psychotherapist for Leeds Mental Health Trust.  Errol had been unable to identify a strategic vision on psychotherapy for BME people, but went on to discuss the issues driving inequality in healthcare.  Although GPs can refer anyone to psychotherapy or psychology, in practice, the majority of referrals tend to be from the more affluent areas of North East and North West Leeds, rather than the poorer areas of south and east Leeds, where there are greater numbers of BME people. He stated that the more black faces there were visible among professionals, the more the BME community will feel supported in accessing services. Unfortunately, the Government has no set targets for BME therapists. Errol believes we all have a moral responsibility to the whole BME community for change.  The recent Choice document promotes person-centred care and that individuals will have more choice about treatment.  

In the discussion following the speakers, barriers to accessing services were identified.  Some carers had previous negative experiences of mental health services, others found it difficult to articulate their needs, felt belittled or had no response to their requests.  Many had great respect for professionals, so went along with their opinions even if disagreeing. It was decided that an ‘education’ course could be off-putting for many white carers as well as BME carers, and that potential carers would need reassurance.  

One participant cautioned that in our quest for widening treatment options we must not impose psychology on those cultures, which have their own way of coping with mental illness.  She reported rejection of psychological treatment by Maori people.  Also in New Zealand alternatives to the traditional recruitment methods were used.  The Maori community was asked to nominate the person who they believed would best be able to help them.  Similarly, the use of ‘graduate’ service users was discussed.  For example, clients already taking the drug clozapine could be employed to provide advice and support for others.

The next meeting will be at the Retreat, York on September 19th 2005, at 2 pm.  Steve Trenchard has agreed to facilitate a debate/discussion on the application of Psychosocial Interventions Training in practice.

Sara Holliday, RAP team, Selby and York PCT

Inpatient Psychological Practitioner Network (IPPN)

There seems to be few full time psychological practitioners from any discipline working within acute care settings, although the number offering some clinical time to clients and staff within this health care setting seems to be growing all the time. This renewed focus on offering psychological treatment and care to inpatients is well supported by service user and carer organizations (Mind, Rethink), the Department of Health (Mental Health Policy Implementation Guide: Adult Acute Inpatient Care Provision, 2002) and the Sainsbury Centre for Mental Health (The Search for Acute Solutions, 2002). 

History of the Network

In 2003, Catherine Allen, Consultant Clinical Psychologist, St. George’s Hospital Northumberland convened a small group of mental health professionals who provide psychological interventions within acute care settings. The aims of the meeting were to set up a Network that would provide peer support and educational input to those offering psychological interventions within inpatient settings. Meetings continue to be held in the North of England and members include a counselling psychologist, an occupational therapist who was also a family therapist, a nurse consultant and an assistant psychologist. 

The Network held their first National Study Day on 4th March 2005. Presentations included the National Agenda for improving Inpatient Care by Yvonne Stoddart, National Programme Manager NIMHE; Psychosocial Interventions and Psychology by Alison Brabban, NIMHE and Social Network Meetings in an Acute Psychiatric Setting by Alex Reed, Family Therapist. This study day was well attended and one delegate travelled all the way from Jersey. At this study day there seemed to be enough interest to form a Southern England Branch of the Network. Ché Rosebert, Clinical Psychologist South West London & St. George’s Mental Health Trust and John Hanna, Consultant Clinical Psychologist Camden & Islington Mental Health Trust volunteered to co-ordinate this branch of the Network. The first meeting of the Southern England Branch was held on 25th July 2005. Ché Rosebert and John Hanna both presented on the different ways they have developed psychology services within acute adult settings and the dynamics and dilemmas involved in this process. It was a fun meeting and again well attended, however this time all attendees were clinical, trainee or assistant psychologists. We hope that this branch of the network will also be multidisciplinary. 

Future of IPPN

Professionally the Network sits under the umbrella of the National Psychosocial Rehabilitation Special Interest Group that later on in the year is likely to become a Faculty of the Division of Clinical Psychology (DCP), British Psychological Society. The IPPN will continue to be open to all psychological practitioners, but non-DCP members would be unable to be committee members for the Network. The Network will continue to meet in York or Durham (for the Northern Branch) and London (for the Southern Branch) and in time we hope to have a website.

If you are interested in joining the IPPN please contact:

For the North of England:

Catherine Allen

Consultant Clinical Psychologist

catherine.allen@nmht.mhs.uk
For the South of England:

Ché Rosebert

Clinical Psychologist

che.rosebert@swlstg-tr.nhs.uk
Windsor Conference 2005, Association of Therapeutic Communities

The Windsor conference took place form the 30th August to the 2nd September with papers exploring the topic of Trauma.  The topic of Trauma, Psychosis and Group was tackled by Andreas von Wallenberg Pachaly, of Düsseldorf, Germany in his dense and creative presentation.  It discussed the role of traumatic events for the individual with a psychotic experience. Moreover, it drew attention to the importance of group work, modified group analytic therapeutic community model, as effective and creative way of working with psychosis.  This was particularly interesting with the joint ISPSUK/ IGA workshop coming up soon.  Another paper with interest to people working with psychosis was the paper/case study presented by Anna Tzotziou on her work on the Open Psychotherapeutic Centre in Athens, Greece.  The paper touched cultural differences in working with psychosis and the involvement of the family.

Throughout the conference discussions took place on staff experiencing trauma, in the wider definition of the word, from continuous work with clients with psychosis. This subject was not covered thoroughly and I would like to encourage people to comment on this.  

Vasilli Magalios

Book Reviews 

In search of reviewers for Mad in America
When Mad in America by Robert Whitaker was published in 2002 it was hailed in the New Scientist as ‘such an important book that every psychiatrist should be compelled to read at least the preface every year.’ Yet in the 3 years since then it has received little attention, and so far as I know has not been reviewed in any of the psychiatric journals or by any reviewer who would be regarded by most psychiatrists as providing an authoritative opinion. To be sure it has received quite extreme comments, ranging from David Healey: ‘Psychiatrists will hate it but few others could object to this devastating critique of the hypocrisy of the psychiatric establishment’ to E Fuller Torrey: ‘"Histrionic" is perhaps the kindest adjective that can be used to describe Robert Whitaker's new book on American psychiatry.’ But to date not a considered appreciation. 

So I set out, with help from Chris Burford and Glenn Roberts and Grainne Fadden to find a reviewer with a solid academic standing in mainstream psychiatry willing to take it on. It took a while – some were ‘too busy’ – but then we struck gold with Prof. Paul Bebbington, Head of the Department of Mental Health Sciences at one of London’s leading medical schools. As we might expect, he is neither all for nor all against the book, teasing apart the weaknesses in the arguments as well as the merits – but he concludes that it is a book psychiatrists should read because ‘we may not be completely convinced by Whitaker’s arguments but at least the effort to refute them will help to keep us honest.’ Alongside this review we were keen to have the reactions of a service user to the book’s take on the history of psychiatry and to its claim that large doses of antipsychotic medication worsen the long-term outcome for psychosis in comparison with countries unable to afford it. Janey Antoniou offers a thoughtfully robust response in her review, and an invitation to further dialogue.

David Kennard

Mad in America

Bad Science, Bad Medicine and the Enduring Mistreatment of the Mentally Ill: Robert Whitaker
Published by Perseus Books, 2003

Review by Paul Bebbington

This book is a splendid polemic and a splendid romp.  It takes on the history of psychiatry in the United States from the late 18th century to the present and presents it with a jaundiced eye.  The book is written with the pace of a novel, despite the enormous research on which it is based.  Much of the story, particularly the early parts, has already being told by historians such as Scull, Skultans and Porter.  Nevertheless Whitaker brings his own particular, American, slant to the tale.  

Like all polemics it is written tendentiously, in opposition to the favoured view. Thus Whittaker's use of evidence is exhaustive, but sometimes selective.  Nevertheless, it has the corresponding virtue that it demands answering, and, in the process, obliges us to reconsider our acceptance of prevailing opinion.  Like most polemicists, Whitaker certainly says what he is against, but not really what he is for.  He does not provide evidence for an alternative to the received position. He does have a model of psychosis, and perhaps one of treatment, but it mainly emerges by default.  It might have helped if he had elaborated his idea of the complex interplay of factors in the development of psychosis at an earlier stage.

Whittaker is especially concerned with the stories that scientists tell themselves about their work and the impact that these stories have in shaping what they believe and what they may believe.  These narratives have been particularly important in psychiatry, where they have had an often-maligned effect.  In his account of them, Whitaker emphasises particular influences: the effect of bad science, the influence of money and the drive for power and prestige among psychiatrists, and the capacity to dehumanise a portion of the populace. American psychiatry emerges as a social system with sometimes-perverse effects, effects that arose precisely from these influences.  It thus becomes a conservative force, regrouping, as it needs in order to maintain power. Just as the United States is hugely pre-eminent among nations, American psychiatry is by far the most powerful psychiatric establishment in the world.  What happens there matters.

For the European reviewer, Whitaker's book poses something of a problem.  The title indicates his preoccupation with the history of psychiatry in the United States, and so at one level it is an account of private grief.  How therefore should I, as a British psychiatrist, feel about what it reveals? To what extent are the events in the United States peculiar to psychiatry in that country? Clearly there are no grounds for smugness.  Many of the situations he recounts were already an embarrassment to any psychiatrist being trained, as I was, in the 1970s.  Even without the richly researched detail provided by Whitaker, it was hard at that time to avoid an awareness that psychiatry was made up of the history of treatments apparently discovered serendipitously and usually found to work, if at all, for conditions other than those for which they were originally introduced.  However, although Whitaker emphasises the introduction of these treatments in the United States, most were developed by gung ho Europeans: Sakel was Austrian, Meduna Hungarian, Cerletti and Bini Italian, and Moniz was Portuguese.  The interesting question is perhaps why the treatments were taken over so enthusiastically by the Americans.

The book at least starts on a warm note.  Benjamin Rush, although amiable and caring, was capable of using poorly tested physical treatments with his patients. However, the subsequent management of madness in the United States was for several decades largely in the hands of lay philanthropists with a background in Quakerism or Congregationalism.  This, the moral treatment movement, has always been a bit of a conundrum.  It seems so simple to make mad people better by being nice to them, by reasoning with them, and by providing them with life-enhancing activities.  It has such face validity, but one is always a little wary that a Panglossian account is being promulgated.  At so great a reach of time, outcomes are always hard to judge. However, some credence must be given to the consistency of the descriptions suggesting that people did indeed get better from psychotic illnesses under the moral treatment regime. The movement eventually failed, as Whitaker points out, because there was a takeover (perhaps a putsch) of the management of asylums in the United States by physicians at the same time that pressure on admission and fiscal retrenchment were having an effect on the resources allocated to individual patients.  The consequence was worse outcomes and a move towards biological, rather than psychological or psychosocial, accounts of severe psychiatric disorder. A further result was the idea that mad people were degenerate or substandard, and that treatments should be physical, an idea coherent with the strong showing of the eugenics movement in the US.

Whitaker recounts the long theme in the 20th century of dehumanising people with psychiatric disorders, that in some way they could be seen as subhuman.  Such dehumanisation is of course one of the broader paths to hell, via slavery and genocide. It allows society to put itself before the rights of the individual or at least some individuals: Kulaks, Jews, Gypsies, immigrants, prisoners and finally psychiatric patients.  It is strange that this should be the case in America, where the individual is so valued.  How did they get to the state where they could do such things to mental patients?

Even more interesting is that this attitude towards patients seems to have lasted so consistently.  It led to the introduction of heroic and damaging physical treatments, in particular prefrontal leucotomy and insulin coma therapy, and to gross abuse of ECT.  Moreover, it allowed physicians, who almost certainly thought of themselves as good people, to do clearly unethical things.  Here, Whitaker does point out the complexity of the situation: there are always countervailing forces set against a dominant ideology.  Thus in the midst of treatments imposed recklessly without consent in America, two American psychiatrists, Ivy and Alexander, were responsible for setting out the ten point Nuremberg code for ethical human experimentation.  However Whitaker also makes clear this had limited effect on the probity of American psychiatric research in the subsequent 50 years. This included treating people without consent, but there was worse. For example, until the 1990s, the National Institute of Mental Health in the United States was still funding research aimed at testing the dopamine theory of psychosis by deliberately attempting to worsen psychotic symptoms through the chemical provocation of dopamine release in the brain.  These experiments relied on consent based on an inadequate provision of information. They also clearly breached the requirement that the benefit of the individual should take absolute precedence over benefit to society as a whole.

Whitaker also argues that a major contribution to the history of psychiatry has been bad and overweening science (and scientists).  A central problem was that neuroanatomy advanced far faster than cognitive science, and these two disciplines were certainly not linked by empirical research. The disadvantage of crass models of brain function, rather like crass models of the Middle East, is that they lead to crass interventions.  The alternative, of waiting for more subtle models that may indicate more subtle and directed treatments, invokes a delay that is hard for treatment enthusiasts to bear. And there were enthusiasts.

The appalling and charming Edgar Moniz seems to have been driven by the rather precise ambition to win the Nobel Prize (which, of course, he did).  He was nominated twice, before he ever embarked on prefrontal leucotomy. The sheer speed with which Moniz and Walter Freeman, his swashbuckling American follower, published their results is impressive. It is to the credit of American neuropsychiatry that it took several years of enthusiasm from relatively few surgeons and psychiatrists before the operation became commonplace. After which it took off, more so than in Europe. Freeman was very clear that the treatment of madness was furthered by procedures specifically intended to damage the brain.  He was a true enthusiast.  Whittaker provides a fascinating and macabre description of how he eventually hit the road, turning up at state mental hospitals and performing prefrontal leucotomy by puncturing the upper surface of both orbits simultaneously with ice picks held in each hand, a procedure that he managed to reduce to a very few minutes.  He would work so hard that his hands and arms would ache at the end of the day.

Whitaker's account of the use of neuroleptic drugs in psychiatry is illuminating. He is dismissive of their effectiveness, and of the trials that claimed to provide evidence for that effectiveness.  There is no doubt that, as he avers, the design of trials tended to favour the effectiveness of the drug being tested.  He points out that the rationale for the neuroleptic drugs changed repeatedly to suit prevailing views of brain function.  Their original introduction was supported by arguments that they provided a “chemical lobotomy”.  Subsequently they were justified on the grounds of their effects on brain dopamine, during which phase attempts were made to develop drugs that affected the dopamine system more specifically.  Finally the atypical neuroleptics were lauded because they are actually rather dirty drugs, affecting several brain systems simultaneously.  There is a sweet irony in the way the effectiveness of the older drugs came suddenly to be discounted when there appeared to be an improved replacement in the form of clozapine.  (There was a benign unintended effect to this in that it provided an opening for other therapies for psychosis as well, in particular CBT for psychosis). 

Whitaker is scathing about the abuses perpetrated by drug companies in their researching and marketing of the atypical neuroleptics. The huge change associated with the introduction of new medications that could be touted as a significant breakthrough was the level of financial opportunity. Drug companies were suddenly able to make enormous profits from psychiatric treatments, and that money could in turn be used for marketing. However, a further step-change occurred with new arrangements for the validating trials of novel pharmaceuticals in the United States in the 1980s. Before that, trials had been the province of academic psychiatry, usually based on grants from NIMH. Afterwards, independent profit-making organisations emerged very rapidly to mount drug trials on behalf of the pharmaceutical companies.  It became possible to suborn psychiatrists, not only by arranging marketing junkets, but by paying them large amounts of money to conduct trials and to front the promulgation of the research findings. Such practices are not of course the sole province of the US. All over the world, there have been psychiatrists willing to put their mouths where their money is. 

How well does Whitaker make his case?  His account is certainly a litany of foolishness and venality.  He certainly makes the case that treatment claims have been over-egged, and these days no-one would support the grotesque physical treatments introduced in the 1930s.  However what is not clear is whether he believes progress has been made.  He sometimes hints at this when he praises treatment programmes like that of Alanen in Finland.  Interestingly, the Alanen approach does involve the judicious use of neuroleptic medication, not their rejection.  It must be said that this complex intervention has never been adequately evaluated. 

I tend to be an optimist.  Psychiatric organizations are questioning and controlling the wilder excesses of marketing, journals are tightening up on conflicts of interest, and national governments are beginning to take responsibility for monitoring, auditing and guiding the practice of psychiatry. The APA now insist on full admission of funding before presentations at annual conferences. I also think that it would have been impossible for the fifty year use of neuroleptics to have happened without some beneficent change in outcomes for patients, even if it has been exaggerated, and even if at times treatment regimes were calculated to vitiate their benefits and to emphasise their bad effects. Moreover, we have at least moved from the non-blind non-trial to the double-blind controlled trial. The legion studies of drug effectiveness almost certainly support the judicious use of neuroleptic medication.  I regret that, because of the particular focus of drug trials, we lack evidence about the specific effects of these drugs in phenomenological terms, as this would enable them to be used more effectively.  I also think that non-drug therapies are being established through trials of good quality, and that treatment protocols will be enriched as a result.  It is of interest that United States is perhaps 10 years behind the Europeans in, for instance, the use of cognitive behaviour therapy for psychosis.

I think psychiatrists should read this book.  We may not be completely convinced by Whitaker’s arguments but at least the effort to refute them will help to keep us honest.

Paul Bebbington

Professor of Social and Community Psychiatry

Royal Free & University Collage Medical School

University College London
Review by Janey Antoniou
Only 7 percent of patients who weren’t medicated at the start of the study relapsed, compared to 45 percent who were placed on neuroleptics and then had their drugs withdrawn. (Prien [1971] quoted in Mad in America).

‘Where there are acute symptoms of schizophrenia, the GP should consider starting atypical anti-psychotic drugs at the earliest opportunity – before the individual is seen by the psychiatrist, if necessary’. (NICE Guideline for Schizophrenia [2002], England and Wales).

‘Mad in America’ traces the treatment of people who have a mental health problem over the course of the last three centuries.  Although it periodically mentions Europe, the main narrative specifically deals with people who have psychosis in the United States.  Since this includes the American social and scientific milieu, it is sometimes hard to see if it has much relevance to other parts of the world, especially during the second half of the twentieth century.   

I found the book very readable and given the number of references quoted, it also seems to be very well researched.  However, I was aware I was feeling slightly uncomfortable when I’d finished it, as if I needed to go and check some of the references myself to see if I would have interpreted them in the same way.   Maybe this is in part because I’m a mental health service user living in Europe.

The basic premise of ‘Mad in America’ is that being nice to people with mental health problems is a Good Thing and antipsychotic medicine is always a Bad Thing.  And while I agree people should be given choices about how to manage their psychosis, taking medication (typical or atypical) should continue to be one of those choices.  I suppose the major flaw in treatment is that we have to make these choices at the time when we are least able (being psychotic), and relatives (carers) and professionals may mix up their own ‘best interests’ with those of the person affected.

I also question whether those who have taken anti-psychotics have permanent changes in their brain.  Perhaps after they have recovered from the rebound psychosis after stopping their medication and if they are not given more medication they may recover to the same degree those who have never been given anti-psychotics.  I would also query the explanation on why those in developing countries have a better prognosis than here in the West.

It is quite fascinating to follow the cycles of treatments for mental health problems through time.  People are moved into asylums and then back into the community.  They have treatments forced upon them or are asked to be a participant in managing their problems.  Those treatments are physical, chemical or social.  My interpretation of this is that people are idiosyncratic in their needs and there is no universal or general magic cure for psychosis.  And mental health service users are seen in the context of a society at a specific time, for example as ‘defectives’ in a society considering eugenics, or as ‘misunderstood’ in the more liberal Sixties and Seventies.

For me the most illuminating part of the book was that the drug companies in America buy in their own clinical trials (which are then, of course, designed to be positive about the medication being tested).  It explains to me why my mind and body’s reaction to the atypical anti-psychotics was similar to the older anti-psychotics I had already tried, something that has always puzzled me given the academic literature my psychiatrist provided for me before I was started on them.

Overall I feel that this book is an addition to the lack of communication between those who consider there is only a social explanation and cure for psychosis and those who would only consider a clinical one.  This is also shown by the two quotes at the top of the page.  I don’t like being very psychotic, it’s not very comfortable and I will personally do anything to make it go away as quickly as possible, even take high doses of medication.  But medication is not comfortable either.  Is there any middle ground?  And can there be a dialogue between therapists and clinicians?

Janey Antoniou
ISPSUK commitee member

Talking Heads – Cognitive behavioural therapy comes of age. 

Wellcome News Supplement, London The Wellcome Trust Publishing Group. pp 36

This is a well-designed, well-presented booklet from the Wellcome Foundation, available free of charge. It focuses on innovations in CBT. Part ghost-written, part authored by a CBT celebrity parade its many important topics cover the history of CBT (Rachman), Depression (Williams), Social Phobia (Clark), PTSD (Ehlers and a very good user self report), Schizophrenia (Tarrier, Garety), Borderline Personality Disorder (Arntz from Maastricht), Eating Disorders (Fairburn), Mother-and-Child Issues (Stein), Somatising Disorders (Wessely, Chalder), Chronic Pain (Pither) and a concluding chapter on the history of psychiatry (Berrios). 

The booklet reads well and the CBT-Therapist within me resonated pleasantly with the material. There was nothing unexpected in it that a reasonably up-to-date CB therapist would not know. Personally I found Mark Williams’s techniques for the prevention of relapse in depression interesting, partly because in some distant past life I had done some substantive reading in aspects of Buddhism, to find it credibly developed here into a therapeutic tool. I liked reading about the management of chronic pain because here was an integration of sorts of soma and psyche, in my experience still largely absent from British medicine if my more recent experience of a friend’s treatment in hospital is representative enough.

I particularly and most of all liked the way the reader was introduced to the psychotherapy of schizophrenia. The emphasis was for the therapist to have a detailed understanding of the person and their psychotic symptoms to enable effective intervention. That means the still prevalent psychiatric practice of diagnosis and drug treatment according the absence or presence of some category of symptom is replaced by a personalised understanding of each person’s symptomatology as part of his or her individualised treatment.

I read with interest how understanding our history helps understanding our practice in the chapter on the history of psychiatry, but found myself at a loss as to how this was to be applied to CBT or this particular presentation of it. It does not help that the historical facts are not always correctly presented. It is not the first time that I have come across the claim in reputable print that Aaron Beck is a psychologist. In fact he received his M.D. in psychiatry at Yale in 1946.

Generally the booklet does not address complexities or give advice where to tread with caution, nor does it mention any contra-indications of CBT, or situations where other approaches might be preferred (e.g. treatment-resistant depression, Leff et al., 2000). Except for two references for further reading on schizophrenia at the back there was absolutely nothing on working in a CBT-way with families. It appears to me that CBT has left the family (for those who did not know: BABCP, the only generic CBT-accrediting organisation, is leaving the UKCP because it seems politically more favourable to do so in the current political climate): ‘Coming of age’ in more than one sense? Yet in my limited clinical experience, CBT family therapy is one of the more effective ways of working with families and we could do with more of it.

The booklet thus is basically an equivalent of a good CBT marketing brochure and as that I recommend it. However, it leaves me with the rather sad question why things have to be done in this way?  Is it that most of us cannot hold more than one therapeutic modality in mind and therefore we need to know which is better by means of competitive evaluation? Or are we investing too much of our personal motivations, passions, beliefs and traumatic experiences into our preferred therapeutic modality? As a result our passion would then turn these experiences into bitterly fought competitive battles with the aid of the required scientific rigour of controlled (i.e. comparative) study designs, which then help us to carve up the therapy market? I would have preferred a booklet, especially from such an illustrious body, to be on innovations in the field of psychological therapies. There is not that much more material and this would have been a truly innovative publishing event, and more ethical.

Michael Göpfert

M.D., F.R.C.Psych, a practitioner of all major therapeutic modalities.

Reference:

Leff, J.; Vearnals, S.; Brewin, C. R.; Wolff, G.; Alexander, B.; Asen, E.; Dayson, D.; Jones, E.; Chisholm, D.; Everitt, B. (2000) The London Depression Intervention Trial. Randomised controlled trial of antidepressants v. couple therapy in the treatment and maintenance of people with depression living with a partner: clinical outcome and costs. BRITISH JOURNAL OF PSYCHIATRY VOL 177; AUG ; Pages: 95-100

ISPS UK Correspondence
Report on CHT’s ‘Therapeutic Camp 2005’

By Nick Wolff

Community Housing and Therapy undertook its third 5 day Therapeutic Camp during the last week of June 2005.  This was also its third visit to Shining Cliff, a youth hostel, situated in the heart of a Shining Cliff Wood, a site of special scientific interest, near Ambergate in Derbyshire.  The hostel has the advantage of only being accessible by foot, and so all participants have to carry all their belongings as well as supplies along a picturesque footpath, through the wood for about a mile.  The setting creates a sense of remoteness and is a sharp contrast to client’s usual surroundings.

Ten clients and five staff took part.  Travel was by mini-bus and in order to allow space for luggage, four train tickets were also used.  There was a sharp contrast this year from the two previous ‘camp’s’.  There had been an air of euphoria last time, with the feeling that all tried equally hard to make the most of the opportunity.  This year, we were accompanied by many of the difficulties experienced by clients in the course of the ordinary ups and downs of the life of a Therapeutic Community.  These included the lure of the ‘Pub’, absence from the daily Community Meeting, acting out feelings of wanting to be sick, (ie to vomit), for long periods.  Acting bizarrely in public, had to be contended with and naturally caused distress to the others on the trip.  We concluded that we were experiencing a more ‘real’ state this year.

It may be difficult to say, (at this stage), from the clients point of view, as to what benefits were gained from the overall experience, if you take out the pleasure of participation in the activities.  However, if one of the main principles of this type of experiential learning is to engender a state of disequilibrium, then the staff at least, (who were all quite experienced as therapists), can give testimony to being quite affected.  One of the lessons learnt has been the necessity of contingency plans for different clients or for the Group as a whole to help respond to incidents.  More clearly stated rules at the outset governing matters like the ‘Pub’ or use of the hostel radio, are essential, in order to help prepare clients for the focus and nature of the ‘Camp’ experience.

As often happens, in Therapeutic Communities there is a tendency to be aware of what is apparently going wrong.  So just for the record: two more clients than last year attended the Camp, one missed her train, but managed to negotiate with Rail staff to board the next one, and so still arrived in good time.  We climbed rocks, abseiled, canoed and capsized but survived, walked together on the Derbyshire Moors, cycled 14 miles together, a lot of it in the rain and had a good lunch together in the proverbial Pub after a few games of pool and darts.  

For the future there clearly needs to be quite a few changes. The hostel at Shining Cliff is perfect but it may be time to try a simpler venture with a smaller group.  One client has already asked if she’d be allowed to go again, and I believe it is a ‘Project’, well worth exploring further.

Nick Wolff – July 2005 

CHT - Therapist

ISPS UK News Items 

Dancing out the darkness 

A review of ‘Dedication to the Seven’, by Louise Pembroke 

Glenn Roberts

It is not every day that you receive a letter because someone’s ‘Angel voice’ told them to send it to you’, but this was, in part, how I was introduced to Louise Pembroke’s remarkable dance ‘Dedication to the Seven’.  I had no idea what to expect but found a simply staged but beautifully recorded DVD of Louise dancing, dancing for and about her voices.  

Now I know next to nothing about dance, but was captivated, and found this an original and evocated experience that drew me into contemplating ‘hearing voices’ in a quite different way.

Louise is known to many as a mental health activist, and past chair of both Survivors Speak Out and the National Self Harm Network.  The accompanying booklet has a forward from Marius Romme and Sandra Escher have known Louise for some years, and are able to reflect on how, ‘when we met her …it was an overwhelming experience of voices and snakes that dominated her completely.’ but, ‘In her dance Louise show how the relationship with her anxiety provoking voices and snakes has changed’.  Louise helpfully sets her work in a personal context, ‘My dance is about my experience of living with what is labelled as ‘psychosis’, specifically hearing voices and seeing visions’, and that whereas, ‘Psychiatry views this phenomenon as ‘mental illness’ my understanding of my voices is that they are spirits.  It has taken me years to learn to live with them with support. I had to accept them, make a relationship with them, understand what they meant to me and develop strategies for coping.’ 
 It seems to me that, for those problems that are unnameable to simply being cut out, thrown off, or one way and another disposed of, the issue of what kind of relationship ‘I’ have with ‘it’ determines a great deal. And maybe here is the distinctive contribution of the expressive arts, for in expressing it, giving it shape and form, externalising it, embodying it in some other way it becomes something out there with which I can have a relationship.  I wondered if this is what determines the difference between psychology and psychopathology.  The defining feature of psychopathology being not so much the mere experience of certain mental states, but that these experiences are overwhelming – there is no ‘I’ separate from ‘it’, I am eclipsed by it, and no accommodation, no relationship is possible.

To me her dance appears as a mature fruiting of this relationship, expressed in a genre that is her own, submerged for many years and now rediscovered.  For me it upholds the need we all have to learn to dance and dance well with our demons, if we are to find our footing in life.

And then there is the dance itself.  Seven voices in 15 minutes, shaped, formed, contained, expressed, held, rehearsed, considered, refined, and available, as both exploration and embodiment. I wonder if the arts carry some catalytic capacity to enable a kind of alchemical transformation to occur through which waste becomes wealth, and the hostage the host?

The gestural iconography of madness contains many uncoordinated stumblings and wild threatening lunges, with the ever present risk of the person either running away on indeed towards you.  Here, from Louise’s opening explanation of symbolism, to the quiet and satisfying conclusion, is a quite different set of images and a quite different evocation of the inner world of madness.

In discussing these matters with Louise, she is clearly pleased that another reviewer ‘got it’ in considering that whereas the voices are under her artistic control during the dance, it may not be the case within her daily life.  Louise agrees.  Whatever it is has not ‘gone away’, it is still present, but accommodated rather than rampant.  I found myself wondering if this transformational process is what’s involved for any and all of us in becoming an ‘expert by experience’.  Expertise is not just a matter of having suffered and endured, but arises through rendering unmanageable experience in some accessible form that no longer overwhelms the person, and which they can make available to others.  Our relationship with it becomes something we can share.

Louise story pivots, like many who write of their journey in recovery, around finding those who believed in her and who respected her understanding of her voices, which is very different to requiring them to agree with you.  She also includes a sadly familiar comment that this was, ‘something psychiatry never offered’.  She is heartened to see creative arts increasingly available in mental health settings as a means of expression, explanation, and education – so am I.  

Many struggle with the contemporary redefinition of ‘recovery’ as ‘not cure’ but a means of living and living well, with and beyond symptomatology, they question the legitimacy of such a radical redefinition of such an everyday word.  But it is just such a redefinition, not just semantically, but experientially, that turns madness into, something quite different.  Does Louise thus present us with creative expression as an antipsychotic? She offers an example of not only getting back on your feet and regaining balance after profoundly disturbing experiences, but that it may be possible to rediscover the capacity for dance.  In creating her dance she is the choreographer rather than the marionette, if that is not empowerment I do not know what is.  It reminded me of a comment attributed to Dali that, ‘The only difference between Dali and a Madman is that Dali is not mad’, for as we know, he was a painter.

I hope and suspect that times are changing.  This intriguing ‘invitation to a dance’ has a subtle potency to undermine presuppositions and entrenched positions, without being experienced as an attack to defend against. It is a contribution that invites us to see something familiar quite differently, a new opportunity to listen, and see, and understand - not just her voices, but one another too.  
As a psychiatrist I hope the days in which our value is measured in antidepressant, anxioltic, and antipsychotic potency are nearly over.  For me this creative path is complementary to medical approaches, it shows another way to overcome sufferings, what can be made with them.  If simple medical remedies help then good, if not, or only partly, then we need to learn how to work with, depression, anxiety and madness, and maybe even to learn to dance.
I hope so, and maybe Louise does too, for after all, her angel voice suggested sending it to me, and now I’m writing this...

Louise has already been booked to present this work at the forthcoming AGM of the Royal College of Psychiatrists and there is a possibility that she may perform it at next year’s ISPS UK conference too.

A DVD of ‘Dedication to the Seven’ and accompanying booklet will shortly be available from MIND Publications, Granta House, 15-19, London, E15 4BQ, approximate cost £12.

Glenn Roberts

Consultant in Rehabilitation and Recovery

Wonford House Hospital, Exeter

Health and Social Care Awards go to projects developed by two members of ISPS UK. By David Kennard

I am delighted to be able to pass on news about two regional winners of the 2005 Health and Social Care Awards 2005, which were announced on July 6th.  

They include projects developed by two members of ISPS UK. Meriden, the West Midlands Family Programme pioneered by Grainne Fadden, was the winner of the Social Care Award in the Midlands. On the Edge, the innovative theatre production aimed at schools and colleges created by Glenn Roberts and John Somers, was the winner of the Mental Health Award in the South. 

I have been to presentations about both the projects and think the awards are richly deserved.  If you want to know more about them you can go to http://www.healthandsocialcareawards.org/Page_Show.aspx?Id=384 

and www.meridenfamilyprogramme.com
For those who don't know about the awards, this is from the Awards website: 

'The annual Health and Social Care Awards are the most important opportunity within the NHS and social care to identify, recognise and reward excellence in the provision of care at the frontline. 

They were formed in 2001 to continue three previous schemes - the Nye Bevan Awards, the Social Care Awards, and the NHS Equality Awards.  Now in their fifth year, the Awards offer NHS and social care staff the chance to highlight all that is best about the work they are doing each and every day.

The Awards are also the chance to share good ideas with each other and to show the public, patients, users and the media the outstanding achievements of often-unsung heroes.'

Congratulations to Grainne and Glenn from all of us in ISPS-UK. Both now go forward to the National Award finals, which are held in London on December 13th.

David Kennard

Looked After Children

There is a saying "life is something that happens while you are making other plans" and that seems to sum what’s been going on since the last report to the newsletter. The plan was to be active developing the social work section but life events have cut across the best laid plans. News of the forthcoming conference on 'Culture & Psychosis' has been circulated to a number of social work colleagues. Pat Land, psychoanalytic psychotherapist and social worker, associate member of ISPS and I have met to discuss a written article for the social work journals as a way of reaching mainstream field social workers, particularly those who are ASW's and mental health social workers and child and adolescent social workers.

Professionally I have been involved in trying to promote the health of 'Looked After Children' and have been struck by the disadvantages they face with regard to their physical and mental health and education. 'Looked After' is the term introduced by the Department of Health (1989) to encompass all children in the care of the Local Authority, and includes those in foster care or residential homes and those who remain with their parents but are subject to care orders. It has been calculated that there were 58,900 looked after children in England at 31st March 2001. 55% of these were boys and 43% were under the age of 10 years (Department of Health, 2001). 'Looked after children especially those in residential care are identified as a group whose mental health needs are known to be greater than those of the general population of the same age' (Utting et al, 1997). McCann at al (1996) examined the psychiatric disorders of adolescents looked after by local authorities in England between the ages of 13 to 17 years in the care of the Oxfordshire local authority. The most prevalent diagnosis of adolescents in care was conduct disorder (28%), and overanxious disorder (26%). 23% were found to have a major depressive illness, with 8% diagnosed as having unspecified functional psychosis. A group of children ISPS needs to be concerned about in developing and expanding its remit. Social workers views of the mental health needs of looked after children were that 80% required treatment from a child mental health professional, and only 28% received a service. The reasons given for not referring to child and adolescent mental heath teams were, placement instability, insufficient child mental health resources and inadequate local authority funding.

In recognition of the needs of looked after children the Department of Health (2004) produced a comprehensive guidance document 'Promoting the Health of Looked After Children'. This guidance sets out the framework for the delivery of services from Health and Social Services to more effectively promote the health and well-being of children and young people in the care system. It can be found on:

www.doh.gov.uk/lookedafterchildren/promotinghealth.hmt www.doh.gov./qualityprotects/index.htm.

The legislative framework reflects the principles of the UN Convention on the Rights of the Child, Children Act 1989, NHS Plan and National Service Framework for children (2004). The National Service Framework for children has at its heart a fundamental change to thinking about health and social care services. The intention behind the National Service Framework for children is to achieve a cultural change which results in services which are designed and delivered around the needs of children and not around the needs of organisations. For further information go to: 

www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/ChildrenServices/fs/en

I am hopeful ISPS may be able to attract professionals from all of the multidisciplinary groups to focus on the child and adolescent mental health services involved in prevention of the psychoses.

Trish Barry
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Culture and Psychosis 

ISPS UK one-day conference

Friday 4th November 2005

ORT House Conference Centre, London NW1

The conference is organised by the International Society for the Psychological Treatments of Schizophrenia and other Psychoses (UK). It will be of interest to all mental health professionals involved with treating psychosis across different cultures and look to have a better understanding of the inter-cultural aspects to psychosis.  Given that people who experience psychosis are embedded in a matrix of social and cultural contexts the conference will seek to explore the interplay of psychosocial, cultural and psychological origins of distress.  The conference will provide professionals with an opportunity to reflect on the complexity and interpenetrating effects of all the forces that contribute to the maintenance or relief of suffering with the aim of achieving a better understanding of assessment, diagnosing and care planning.  It will also provide a unique opportunity to hear the perspectives of users, carers and participants from all of the multi-disciplinary professions within the voluntary and statutory sectors and from research within academic institutions.  The conference will consist of a mixture of Plenary Speakers and Workshop presenters. 

ISPS UK are pleased to announce that the Speakers will include:-

Dr. Sushrut Jadhav, Hon Consultant Psychiatrist,

Psychiatric Intensive Care Unit, St Pancras Hospital, London; Senior Lecturer, UCL

Professor Roland Littlewood, Professor of Anthropology and Psychiatry, UCL

Mr Albert Persaud, Policy Advisor at the Department of Health 

Dr. Mary Tilki, Chair of the Federation of Irish Societies; Lecturer, School of Health and Social Sciences, Middlesex University

Cost: £90.00 for ISPS UK Members                          £110.00 for Non-Members.

A limited number of bursary places will be available. 

The Conference will be appropriate for CPD.

A full programme and Booking form will be available shortly and will be mailed to all ISPS UK members.  It will also be available on the web-site www.isps.org
For further details, please contact Annabel Thomas, ISPS UK Administrator 

Tel: 01494 580101. e.mail isps@athomas99.freeserve.co.uk

ISPS UK Committee News

ISPS UK Committee and Associate Committee Members

Main Committee:

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

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

John Gale (Hon. Treasurer), johngale_uk@yahoo.co.uk, Institutional Member 

Janey Antoniou, janey@antoniou.clara.co.uk; 

Trish Barry trishbarry515@hotmail.com; Social Work 

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

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

Brian Martindale, drbmartindale@blueyonder.co.uk; Psychiatry and 

Siobhan O’Connor, siobhan12@btinternet.com, Psychiatry and Psychodynamics

Co-options: 

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

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

Dan Pearson: daniel.j.pearson@talk21.com; Families and Carers

Alison Brabban abrabban@btopenworld.com, Clinical Psychology/CBT

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

Annabel Thomas can also pass messages to relevant members of the committee or use our email discussion group by contacting Chris Burford at cburford@gn.apc.org
Please feel free to contact the colleagues on the committee that you think best represent the areas you are interested in. They will be keen to support you as far as they are able.  

ISPS UK Associates

Group Work and Psychology 

Ken Bledin   ken.bledin@candi.nhs.uk
Kathy Taylor   ktaylor_psy@yahoo.co.uk
Arts Therapy

Katie Clayton   Katie64@aol.com
User Groups

David Lilford  team@survivors.co.uk
Peter Ruane   ruane.p@blueyonder.co.uk
Judith Varley  juv@liverpool.ac.uk
Social Work

Pat Land  nolandpat@hotmail.com
Section News

Carers and Family Section

If you are interested in linking in with colleagues in the Carers and Family Section, please contact 

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

Social Work Section
If you are interested in linking in with colleagues in the Social Work Section, please contact 

Trish Barry: e-mail trishbarry515@hotmail.com
Nurses Section
If you have a view on these suggestions or would like to make a suggestion yourself, please contact 

Keith Coupland: e-mail keith@furlong.demon.co.uk  or 

Mark Hardcastle: e-mail Mark.Hardcastle@wshsc.nhs.uk
Analytic Section

If you are interested in joining the Analytic Section and attending their meetings, please contact   

Siobhan O’Connor: e.mail siobhan12@btinternet.com
Arts Therapies Section

If you are interested in linking in with colleagues in the Arts Therapies, please contact 

Sheila Grandison, Art Therapist, East London & The City Mental Health NHS Trust

Hon. Sec. ISPS UK:  e-mail:  sheila.grandison@elcmht.nhs.uk
.General Psychiatry Section

General and acute psychiatry is under a lot of pressure but there are ideas about changing our work fast.  ISPS with its very broad multi-disciplinary base and varied treatment approaches could be useful.  Firstly general and acute psychiatrists need to define their problems and how ISPS might best be able to help us.  Anyone interested in being involved with the work of this Section should contact 

Chris Burford: e-mail cburford@gn.apc.org
Forthcoming events 

	ISPS UK Analytic Section

Clinical meetings will be held in 2005 at the Institute of Psychoanalysis

Tuesday 11th October 2005

Dr Jessica Kirker

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

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

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

If you are interested in attending please contact:

Siobhan O’Connor, siobhan12@btinternet.com


FRIDAY 4TH NOVEMBER 2005

ISPS UK Conference: “Culture and Psychosis”

ORT House Conference Centre, London NW1

Plenary speakers include: Sushrut Jadhav, Roland Littlewood, Albert Persaud, and Mary Tilki.

The conference will consist of a mixture of Plenary Speakers and Workshop presenters. 

For a more detailed write-up please see the News section above.   Please see the ISPS web-site now for registration and programme details available.  

For further details, please contact Annabel Thomas, ISPS UK Administrator 

Tel: 01494 580101. e.mail isps@athomas99.freeserve.co.uk

SATURDAY 19TH NOVEMBER 2005

Joint ISPS UK and IGA Workshop: “Psychotic experiences in groups”. 

Keynote speaker: Salomon Resnik

Contact Sue Stevenson at the IGA sue@igalondon.org.uk or visit the IGA website at www.groupanalysis.org 

13-16TH JUNE 2006, MADRID, SPAIN
15th ISPS International Symposium, Global Views & Integrated Therapies

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

Manuel González de Chávez

Chairman of Organizing Committée

ISPS MADRID 2006


Mailing of the 1st Announcement and call for papers: May – June 2005




Mailing of the 2nd Announcement and call for papers: September – October 2005
 

Deadline for Symposium, Forum, Workshop abstracts submission: 15th March 2005


Deadline for other abstracts submission (papers and posters) : 15th December 2005
For Abstracts Submission,  use always  online submission form.  in  ISPS MADRID 2006 web page (www.ispsmadrid2006.com  )

4-6TH OCTOBER 2006, BIRMINGHAM

5th International Conference on Early Psychosis

Contact IEPA Conference Managers, Parkville, Australia

Tel: 0061 3 93422837  e.mail secretariat@iepa.org.au
Early SPRING 2006, LONDON

ISPS UK and CHT, Spirituality and Psychosis
ISPS UK in conjunction with Community Housing and Therapy are planning an exciting one-day conference on Spirituality and Psychosis.  The conference will be of interest to users, family carers, and clinicians alike.  Details will be posted in the website in due course.  Watch this space for more information.  

Networking…
Psychodynamics in Psychosis Interest Group 

A small but enthusiastic bunch of clinicians are planning on getting together occasionally to look at psychodynamic theory and its potential usefulness and application to working with people within the mental health system who have psychotic difficulties.

Initially our meetings will alternate between Shotley Bridge Hospital and Newcastle upon Tyne

If anyone is interested then contact: Angela Kennedy, Lead Consultant Clinical Psychologist, Shotley Bridge Hospital angela.kennedy@cddps.nhs.uk
or 

Richard Duggins, SpR in Psychotherapy, Newcastle upon Tyne richard.duggins@nmht.nhs.uk
Hope to meet you soon!

ISPS UK email group

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

Please contact Marianne Taylor for an application form: 

Marianne Taylor, Administrative Assistant ISPS UK, 

P O Box 843, Uxbridge, Middx UB8 9BG

      Email: Marianne@ispsadmin.co.uk 

Advertisement 

A New Therapeutic Method

The Communicube is a 21st century multipurpose communication tool.

The Communicube is a transparent, open, five level structure: a creative tool

of great potential in assessment and therapy.
Visit our website:  www.communicube .co.uk to buy on line:
A Communicube or Communiwell can be viewed on our website.

Our new training Video or DVD.

Visit our website:

www.communicube.co.uk
Communicube Ltd

Ivy Mill, Crown Street,

Failsworth,

Manchester, M35 9BD

Email: info@communicube.co.uk
ISPS UK contact details:

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

Should you feel that an event that you are involved in would be of interest to our members please contact Annabel Thomas for further details on advertising in our Newsletter Tel: 01494 580101

The ISPS website is at www.isps.org 
One of the strengths of ISPS UK is the bringing together of a wide range of views, however the views expressed by authors in this newsletter are not necessarily shared by ISPS UK as a whole.

…….a reminder – next closing date for Newsletter article is Monday 5th December 2005.
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