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Letter from the Chair

Dear Colleagues,

This is probably the biggest Newsletter yet and this is due to both the reviews of an important book and also to the considerable number of activities now occurring under the ISPS UK umbrella.

As chair of the ISPS UK it is a considerable pleasure to see these initiatives happening in different parts of the country and involving different groups. Certainly I no longer feel I have to have my finger on the pulse all the time as the ISPS –UK members find their feet and set out their stalls.

I do hope that the vast majority of you will be able to come to our Residential Conference in Manchester in September and that a good number of you will be involved in presenting your work  on this most important theme. Please bring the conference to the attention of all your colleagues who are even vaguely interested in psychological approaches to psychosis. So far all our conferences seem to have been a success and focus on highly important issues that do not get a decent airing at other conferences. Our conferences are also enjoyable which is how work should be.

The issue contains a pretty sparky discussion on Richard Bentall’s book and the editors debated how much to intervene.  The themes of Bentall’s book and those mentioned in Lucas’s commentary are very important ISPS issues to debate and discuss. The problem is how to have these discussions that does not lead to participants digging deeper in their trenches. Bentall’s book will be very difficult for many psychiatrists to swallow, yet many of us will be quite sure that many aspects of what he concludes are extremely important when considering the very sorry state that many of our mental health services are in and the limited and sometimes damaging services people receive. I personally believe that psychoanalytic ideas about the unconscious aspects of individual, group and family relationships have a very great deal of explanatory value about how things come to be, whether we are talking about psychosis and / or the way that professionals and institutions find themselves behaving when confronted with greatly troubled people.  Contributions from this approach are relatively lacking in Bentall’s book. But he is not a psychoanalyst and he clearly brings many other talents to bear in his otherwise very thorough book. No one person will be an expert in all approaches in this complex business of human beings in trouble in their lives. So the question then arises as to how do we most usefully convey differences of opinion and other ideas in a way that has a chance of being heard and taken seriously. (I am referring to how can Bentall make a critique of psychiatry in a way that will be taken seriously by psychiatrists and how can  Lucas who knows a great deal about psychoanalysis and psychosis present those ideas to Bentall and other non-analysts in a way that has a chance of them being taken seriously). Well there are many of us in ISPS UK of different persuasions and I hope this issue will encourage others to have a quality discussion of some key ideas in these columns and through our excellent email discussion list.  

Finally, I would like you to take a look at my proposal on an information base of ISPS activity in the field of psychological interventions in the NHS. It is vital that ISPS UK be both a talking and discussing ‘shop’ but also a doing group. We are working in times which are increasingly favourable to psychological interventions and we must get involved in knowing how to activate the levers of change and supporting those who are doing so. 

Brian Martindale, Chair ISPS UK

From the Editors

This issue of the Newsletter carries forward a significant debate, sparked off (or re-ignited) by Richard Bentall’s major new book Madness Explained. In the last issue we published a highly enthusiastic review by Chris Burford and I will mention this debate further later in the Newsletter. 

Further contributions would of course be welcomed.

Another area of debate we address in this issue is Advance Statements/Directives. There has already been discussion on the email list and Janey Antoniou has written a helpful update on her research on new developments and what service users actually find most helpful.  

We would like to thank everybody who has contributed to this newsletter and hope that others will be encouraged to contribute articles or information for future issues. Please send all contributions for the UK newsletter to Annabel Thomas, e-mail isps@athomas99.freeserve.co.uk
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 e.g. about forthcoming meetings and events, what’s going on in your part of the UK
We would also like to build up sections on Research (your own or reactions to research papers); 

Service innovations; relevant personal experiences and commentaries on current affairs

The deadline for contributions to the next edition is 30th June 2004 for an early autumn  circulation.
David Kennard



Annabel Thomas

ISPS UK committee member

Organiser ISPS UK

Conference/Workshops Reviews 

Working with Psychosis in Groups

On 13 December there was a packed workshop with around 60 participants at the Institute of Group Analysis organised jointly with ISPS on working in groups with people suffering from psychosis. The speakers included Maria Canete, a group analyst conducting groups for people with psychosis in a day project, Joy Dalton and Judith Roberts who described using the arts medium in a day hospital, Imogen Reid who together with Jo Smith has developed a psycho-educational CBT (cognitive behaviour therapy) model of group work in Worcestershire, and last but very much not least, Sue Clements, Dave Lilford and David Middleton, from the Hull Hearing Voices Group, whose talk was on the dialogue between survivors and mental health workers. We also squeezed in (if you were there you will know this is not just speaking metaphorically) two small group sessions and a plenary with all the presenters. 

This was an innovative and inclusive day in several ways. It was the first collaboration between two organisations with different structures but clearly overlapping interests, IGA and ISPS that have both been around for some half a century. The presenters came from different parts of the country, used different therapeutic models, and brought both professional and service user perspectives. As one of the workshop convenors together with Bob Harris I know I was somewhat preoccupied with managing the logistics of the day, but my overall impression was of the rich mix of work we were all presented with and the desire to share experiences that flowed through the day. Personally I’d have liked it all again in slow motion to be able to take it in and reflect, but as ever the day wasn’t enough. 

However, there will be another chance. Such was the interest – we had to turn at least thirty people away – that we decided almost immediately to organise a follow up. We have decided to focus more on group work in inpatient settings, where many of us work or have involvement. The date is July 10th – see elsewhere in this issue for more information

David Kennard

A participant’s view

On the train home from the workshop I tried to think of the images that stayed with me and the words that described my experiences of the day, and I realised that amongst the positives there were some negatives that were mainly about atmosphere..... detached, navel-gazing and pleased with itself were some of the terms I found myself writing.   Now all of these could well describe me at times, but I wondered if others had perceived this in the group as well?

I think ISPS is one of the most supportive bodies I've found work-wise, and I thoroughly approved of the initiative to set up the workshop, so it feels churlish to be critical, but, although I found things of interest in each element of the day, as a whole I left unsatisfied.   I had a sense of the day being out of touch with the reality of the people we're trying to help, and I think this was represented in the placing of the Hull Hearing Voices group as the last presentation rather than the first.   I believe that, if this had been reversed, some of the vitality and anger it held might have provided a context within which the other theoretical studies would have seemed more relevant and meaningful.

There were signs in the large group plenary that this irritation was beginning to surface, but we couldn't, or wouldn't, deal with it – and this itself made me think more about the significance of where we place things, and whether a weekend is a good time to do our work.   It's difficult being close to psychosis, and so perhaps it's better to keep our involvement within limits rather than risk acting out by detaching emotionally from those we wish to care for.

Dave Middleton 

Community Housing and Therapy annual conference

Community Housing and Therapy (CHT) held it’s 6th Annual Conference on Friday 13th February 2004 at the Royal College of Psychiatrists. CHT is a charity, which runs Therapeutic Communities providing a group based psychotherapeutic approach to individuals experiencing severe and enduring Mental Health difficulties and homeless ex-service personnel. The conference title Workforce Development: Creativity vs Conformity promised lively debate around training requirements for Mental Health and related fields and the speakers were selected to cover a wide range of disciplines and opinion.

First to speak was Richard Banks, Head of Policy and Implementation, TOPSS England. Richard provided an informed presentation outlining regulation and strategic direction of workforce development in social care. He provided the conference with a contextual landscape and emphasised the importance of benchmarks for training in care. Dr. Liam Clarke, Principal Lecturer in the Faculty of Health at the University of Brighton led a discussion highlighting the subtle but important distinction between education and training with specific reference to Psychiatric Nurse Training. His paper allowed us to reflect on the question of whether “helpfulness” can be taught or whether this is an inherent characteristic that needs to be honed by education and questioning as opposed to rigid and structured mechanistic instruction. Bill McGowan, Senior Lecturer, also from the Faculty of Health at the University of Brighton, supported this view by identifying the numerous regulatory bodies and differing emphases of the major institutions involved in training nurses in psychiatry. The discordance between standards and expectations identified by each institution needs to be managed by course leaders and can reduce the effectiveness of the students’ education and subsequent practice. 

Alan Worthington, Director of the Peper Harow Foundation, a charity that represents therapeutic communities for psychologically and emotionally damaged children and adolescents, spoke about the development of the Diploma and Advanced Diploma in Psychosocial Care for children and young people. Alan highlighted the limitations of NVQ’s for staff working with emotional and psychological distress and commented on the need to provide more in depth training specifically in relation to reflective practice and in dealing with the emotional world of the carer as well as the cared for. Dr. Andrew McCulloch, Chief Executive of the Mental Health Foundation, used research and considerable knowledge of the mental health field to speak about the state of the current workforce, needs of clients, carers and others, and how the current approach to mental health does not match the requirements or look likely to deliver it’s promise as identified by the National Service Framework. He laid out a vision, which emphasised the need for widening the range of services and professional disciplines to provide a Mental Health system that would be “Fit for the Future”.

Dr. Brian Martindale a Psychoanalyst and Consultant Psychiatrist in Psychotherapy for West London Mental Health Trust and ISPS UK Chair as well as member of the board if the International Society for the Psychological Treatments of the Schizophrenias and other Psychoses (ISPS) delivered a paper that questioned the usefulness of standardised practice, with reference to Mental Health institutions. Brian provoked thought and discussion by raising the issue of anxiety in mental health practice leading to the potentially damaging practice of regulating specific responses to identified need as opposed to focusing on the anxiety and developing a flexible response to uncertainty. He identified that a systemic and reflective view of training should be adopted by organisations as opposed to reducing education to a series of competencies and instruction. Dr. Enrico Pedrali, Consultant Psychologist and Psychoanalytic Psychotherapist of the Italian Association of Therapeutic Communities, Milan concluded the speakers with a stimulating paper on the necessity of a specific form of training for those staff working within Therapeutic Communities. His paper supported the conference speakers in that he emphasised the importance of reflection and experiential self-learning and the ability to “be with” clients who experience severe levels of disturbance which is often projected on to staff members. He proposed that any training which was undertaken by staff in the mental health field and especially in Therapeutic Communities should be an education as opposed to training, open to questioning and uncertainty and suited to enable staff to be able to exist within the context of not knowing as opposed to having an answer. 

The final part of the conference was a lively panel debate chaired by David Kennard, Head of Psychology at The Retreat. Two issues that generated debate at the conference included the just released report on the death of David Bennett, and the continuing schism between those who see schizophrenia as so biological there’s no point in talking to the sufferer and those who question the evidence for any brain disease at all.  The conference concluded with the inaugural presentation to successful CHT staff of its Mental Health and Psychotherapy Diploma in Dialogical Group Therapy for Therapeutic Community Practitioners, accredited by Middlesex University in 2000.  CHT would like to thank all those involved in the planning, preparation and delivery of a vibrant and thought provoking day. 

Sarah Paget

For more information about Community Housing and Therapy, you can visit www.cht.org
Book Reviews 

In this section an academic psychologist, Mary McMurran, and a Kleinian psychoanalyst, Richard Lucas, both give their reactions to the book, Madness Explained, by Richard Bentall, and they could hardly be more different. Such was the contrast between the three reviews that we invited Richard Bentall to respond.  

The issues raised by these articles are fundamental to our understanding of psychosis and to the way we approach the business of helping people who experience it in one form or another. How do we make sense of psychosis? Is there a continuum from normal experience, or is it a qualitatively different state of mind and brain? Is diagnosis a useful tool or a disaster? Is belief in the prevention of psychosis a realistic goal or an example of denial and idealisation?

Members of ISPS share a common impulse to understand better and do things better, and if there is anywhere that these issues can be debated fully and fairly it is within our organisation - in our meetings, in the pages of the Newsletter and on the ISPS email list. We invite you to respond to these reviews, and to Richard Bentall’s response. 

For good measure we also have a review by Chris Burford of another book that takes up one of the key questions about psychosis – why does it develop so often in or shortly after adolescence?  Harrop and Trower pose some provocative answers.

David Kennard, Editor

Reviews of ’Madness Explained: Psychosis and Human Nature by Richard Bentall

London: Allen Lane/Penguin.  June 2003.  656 pages ISBN: 0713992492  Hb £25.00

​​​​​​​​​​​​​​​​​​Reviewed by: Mary McMurran, Senior Research Fellow, Cardiff University School of Psychology

To give away the ending, Richard Bentall explains madness as a function of a variety of influences across the life span. Very briefly, biological vulnerabilities may interact with family functioning, such as attachment and communication styles, exacerbated in some cases by early traumas and the stresses of life, to encourage the development of attributions that are interpreted by outsiders as ‘mad’.  Mad ways of looking at the world and mad coping strategies elicit responses from others that serve to confirm mad ways of looking at the world.  So madness develops and is maintained. 

Although biology may be implicated, madness is not caused by a biological abnormality.  Rather, madness is the result of a series of biopsychosocial processes, and these processes are not abnormal: they are the same processes that apply in everyone’s development.  People who experience the symptoms of so-called mental illness are not qualitatively different to those who do not.  Indeed, many people do at times experience depression, mania, hallucinations, delusions, and paranoia.  Those who do not complain are not diagnosed as mentally ill, and those who are not diagnosed are rarely studied.    

The people that have been studied are generally those diagnosed according to current DSM and ICD criteria, which are based upon Kraeplin’s (1856 – 1926) view that there are a number of discrete mental illnesses with biological bases.  In Part 1 of this text, Bentall demolishes the Kraeplinian paradigm, using information from the history of medicine, anthropology, and genetics.  Mental illnesses (schizophrenia, depression, bipolar disorder) are neither categorical nor discrete: there is evidence that many people report symptoms, but only some are diagnosed, and that there is overlap between the symptoms of one disorder and another.  Furthermore, mental illnesses are not illnesses at all, if by this one means diseases with biological bases.  

Having demolished the construct of discrete, categorical, mental diseases, in Part 2 Bentall introduces his symptom-oriented approach.  We should abandon diagnoses such as schizophrenia and mood disorder, but we cannot abandon the experiences people report, and it is on these that Bentall focuses. He does this within the framework of normal biopsychosocial processes.  Bentall does not dismiss the effects of brain anatomy and brain functioning; he simply places these aspects in proper perspective -- neurobiology affects psychological functioning, and psychological functioning, in turn, affects neurobiological development and functioning.   

Part 3 is devoted to close examination of symptoms and psychological processes.  This scholarly section addresses depression, mania, delusional beliefs, paranoia, hallucinations, and communication difficulties.  This last symptom is considered a more accurate way of expressing ‘thought disorder’, which is inferred from a person’s speech and it may be the speech, rather than the thinking, that is disordered.  In explanation of these symptoms, Bentall brings in research on attributions, beliefs about self, self-esteem, circadian rhythms, source monitoring, theory of mind, and coping strategies.  A great deal of the research reported is his own original work, and an impressive portfolio it is too.  In this section, we are invited to consider the normal psychological process that may explain madness, and several flow diagrams are presented to clarify how various aspects are related.  

One example, to give a flavour of the sort of explanations that Bentall presents, is that for hallucinations.  We all ‘hear’ and ‘see’ things.  Hearing voices may not be too different from the inner speech that we use to commentate on our daily existence, and seeing things may not be too different from dreams and imaginings.  How do we recognise what is real and what is not? (Ever asked yourself, ‘Did I dream it or did it happen?’ or ‘Did I say that or just think it?’)  The ability to distinguish reality from imagination is a skill called ‘source monitoring’.  We identify reality by virtue of the plausibility of the event, the richness of our memory of the event, and the cognitive effort we put into the event.  Source monitoring can go wrong: errors of judgement can occur.  Psychological research can help identify the factors that contribute to errors of judgement, for example trying to suppress distressing thoughts.

In Part 4, Bentall addresses the co-occurrence of symptoms in what some people see as a diagnostic entity, the aetiology of symptoms, and external factors (e.g., family, stress, environment, trauma).  His concluding chapter looks briefly at treatment, with the logical consequences of a disease model – drugs – compared with the logical consequences of a biopsychosocial model – drugs have a place, but so too do cognitive-behavioural therapy, prevention, and even no treatment at all. It is worth pointing out that Bentall does not go into specific treatments in any detail.  

The text of 512 pages is followed by a glossary of technical terms, chapter notes (mainly information about the references cited), and a comprehensive index, bringing the book to 640 pages.  At a price of £25 for the hardback, this is good value in terms of size!  It is also extraordinarily good value in terms of content.  The entire volume is a pleasure to read, thanks to Richard Bentall’s fluid style, his judicious use analogies to clarify the meaning of complex concepts (e.g., distinguishing an elephant from a rhinoceros in twilight in a safari park to illustrate source monitoring), biographical details (e.g., one psychiatrist was rumoured to have had sex with lion cubs!), case vignettes, and some personal information.  

As a psychologist, I was not as surprised by the debunking of the medical model as the author and cover notes suggested readers might be.  Indeed, I wondered why Mary Boyle’s significant work in this area was mentioned only in passing (Boyle, 1990, 2002).  A second problem I had was that, having revealed diagnoses as lacking in reliability and validity, having admitted that those diagnosed are a particularly selected sub-group of people who experience symptoms, and having advocated a symptom-oriented approach, Bentall then went on in part to examine research based on diagnosed groups.  Of course, the majority of published research is based upon diagnostic groups, and one would not wish to throw out the baby with the bath water; nevertheless, one wonders exactly what can be concluded from research that is based upon a fundamental flaw.  Finally, Bentall himself says that more research is needed, and this becomes clear as he draws together his evidence, particularly in Part 4, with the aim of providing a comprehensive theoretical approach.  


Overall, I was very pleased that I read this book.  As a clinical psychologist who does not work with people diagnosed as mentally ill, I am not up-to-the minute with thinking and research on so-called mental illnesses and this provided me with new perspectives on the topic.  Bentall’s multifactorial model that puts the ‘biological’ into perspective as part of a tripartite biological, psychological and social (biopsychosocial) complex is one that resonates with perspectives on other disorders.  Richard Bentall’s promotion of the study of unusual phenomena within mainstream psychology surely heralds further advances in the understanding and treatment of madness.  

Reference 

Boyle, M. (1990, 2002).  Schizophrenia: A scientific delusion?  London: Routledge.

Reviewed by: Dr Richard Lucas, St Ann’s Hospital, London 

I was asked to provide this review for the ISPS newsletter, from a psychoanalytic perspective, to balance the arranged review from the CBT perspective. The readership already has the benefit of Dr Chris Burford’s overview of the book in the last ISPS newsletter.

The response I bring is based on more than just as a practicing psychoanalyst, with a particular interest in the field of psychosis. It is also a response from a position as a consultant psychiatrist, with a background training in the classical traditions of British psychiatry at the Maudsley Hospital, followed by over twenty-five years experience of unrelenting work within the field of psychosis in a deprived area of North London. I say this, as Professor Bentall is particularly critical of the attitude of professional mental health staff towards patients presenting with psychotic states of mind.

With regard to the chosen title for his book, Bentall never explains what he means by the term madness, and whether it carries the same meaning for him as psychosis. The Oxford Dictionary does make a distinction. It gives several different ways we use the term madness, from insane to wildly foolish, excited, angry or light-hearted, while in contrast psychosis is described as a severe mental derangement, esp. when resulting in delusions and loss of contact with external reality. 

Bentall’s lack of distinguishing the major psychotic disorders from moments of temporary aberration, allows him to take a stance that mental healthcare services, by their approach of differentiation, dehumanise their patients and deny them a voice.

In his preface, he writes, “ Scientists, like ordinary folk and psychiatric patients, are flawed, emotional and excitable human beings who are sometimes wise and sometimes stupid, sometimes lovable and sometimes bloody irritating. By talking about my own experiences, both positive and negative, I have attempted to highlight an important theme of this book, which is the vanishingly small difference between them the ‘us’ who are sane and the ‘them’ who are not.” He later cites his own experience of being in a distressed state following the break up of his first marriage, as anecdotal evidence in support of this assertion.

He continues “ In these pages, I have tried to demonstrate that the differences between those that are diagnosed as suffering from a psychiatric disorder and those who are not amounts to not very much. This is an important insight because of its implication for psychiatric care. As I hope to demonstrate in a later publication, the dreadful state of our psychiatric services is not only a consequence of muddled thinking about the nature of psychiatric disorders, but also a consequence of the way in which psychiatric patients have been denied a voice by being treated as irrational and dangerous, like wild animals in a zoo.” This is a very strong criticism of those in the psychiatric services, who are having to work with patients in most difficult and challenging states of mind.

One might take issue with Bentall over this, and even suggest that the muddled thinking about the nature of psychiatric disorders may come from Bentall, rather than the psychiatric services. After all, he is only the latest in a long line of distinguished people, which include Laing and Fromm-Reichmann, who failed to differentiate psychotic processes from major psychotic disorders. The history of schizophrenia is redolent with a reluctance to accept the condition blaming it instead on the professional’s failure to accept eccentricity. When the asylums were closing, schizophrenia was viewed largely as the result of institutionalisation, and that community care would obviate the future need for beds. This line of thinking has contributed to the current acute bed shortages on the admission wards.

Still the belief predominates amongst many that one can make schizophrenia go away, and even prevent it ever developing through early intervention services. In his book, Bentall uncritically accepts prevention as a real possibility, citing in support of this McGorry’s work in Australia.

In the first part of the book, Bentall reviews the limitations of applying a solely medical model to psychosis, with its preoccupations with classification, phenomenology and the biological approach. While one accepts his arguments over their limitations, the positive aspects to diagnosis and classification are not given consideration.

The fly leaf to the book asserts that Bentall’s subsequent advocacy for a “joined-up” understanding of psychiatric problems, that takes into account both biological and environmental factors, is a radically new way of thinking about madness. However, all those working in the field take both these aspects into account in their everyday approach to their patients.

In a book of over five hundred pages, with between one to two thousand references, there is a striking absence of references to seminal contributions from modern day analytic sources. For example in relation to the advocated “joined-up” approach, there is no reference to the decades of work in this area by Alanen and his co-workers in Scandinavia. They integrated biological and psycho-social issues within a programme tailored to the needs of the individual. Each patient also had access to individual analytic therapy from a supervised key worker. Alanen and his team also provided outcome research figures in relation to their “need adapted” approach, refuting the notion that psychoanalytic ideas are not measurable and as such remain non-scientific. 

Bentall emphasises that he approaches psychosis from the position of an experimental psychologist. For example, he describes how he has investigated the relationship between mania and depression, and the concept of the manic defence through exploring patients’ attitudes to presented words in the two states. This is called scientific and measurable in contrast to analytic viewpoints. In the context of the manic defence, he quotes Abraham’s early 1911 paper, but inexplicably makes no reference at all to Melanie Klein who introduced the concept of the manic defence.

Bentall adds some anecdotal details on Abraham, in which he informs us that he died of cancer. In fact, Abraham did not die of cancer but from a swallowed fish bone that impacted and resulted in a lung infection. He tragically died within a few weeks. He had a fine mind, was one of Freud’s closest followers and worked within the field of psychosis. His untimely death was a serious loss to support for the presence of analytic thinking in general psychiatry. Melanie Klein was his analysand and he encouraged her pioneering work with children.

Bentall entitles his chapter on mania “A Colourful Malady”, in support of which he quotes Virginia Woolf - “As an experience madness is terrific”. This invites the rejoinder, if madness was so terrific why did she have to kill herself? In fact mania is a very destructive and dangerous state of mind, as mental health professionals are only too well aware, with the statistics of 15% suicide rate linked with manic depression. A particularly vulnerable time for suicide is on coming down from mania, where one has destructively triumphed over internal objects that one depends on for survival. One needs to become familiar with the basic analytic concepts of the internal world, internal object relations and defence mechanisms to start to address the question of the purpose of the manic defence and why mania itself is so dangerous. 

Bentall leaves a fundamental question unanswered as to whether major psychotic disorders are to be regarded as having specific characteristics in their own right. While his stated aim is to reduce the difference between sanity and madness to insignificant proportions, he also quotes being introduced at a conference “As someone who has done more than most to move the dividing line between sanity and madness”. This would mean that he recognises a dividing line between major psychotic disorders and other psychological states of mind, which might be viewed as in contradiction to his wish to remove the difference.

From an analytic perspective, Bion made a clear differentiation of the mode of functioning of the psychotic and non-psychotic parts of the personality, and that the former dominates in major psychotic disorders. Bion’s approach would provide an answer to Bentall’s point about the need not to dehumanise the patient as a whole person, while still enabling one to address the presenting psychopathology. The patient can now be seen, from this perspective, as struggling with powerfully conflicting forces in his inner world.

While analytic contributions on psychosis continue to the end of the book to be regarded in a dismissive manner as somewhat fanciful and incapable of measurement, Bentall feels much more at ease with CBT approaches, where outcome results tend to be accepted at face value, without a deeper questioning about their meaning. For example “the normalisation technique” is described by Bentall as an approach to demystify psychotic experiences by pointing out the similarities between hallucinations or paranoia and more mundane states.

If Bentall thought in analytic terms, he might have considered that the patient who wished to accept the normalisation approach as having wanted to project his problems into an idealised object that would make them disappear. If he had been familiar with Bion’s clinical work in this area, he might also have considered a completely different way of approach to hallucinations, viewing them as projections of unacceptable feelings, and that if they go into an object they form delusions. Our task would then become to decipher the meaning to the delusion, rather than collude with a part of the patient that wants the projected feelings treated as insignificant and mundane. 

Bentall concludes with the view, “Why not help some psychotic patients just to accept that they are different from the rest of us? Fear of madness may be a much bigger problem than madness itself ”. The reviewer’s view would be that if our task, is to familiarise ourselves with the way the mind works in psychosis for the benefit of the patient, not to be fearful or try to minimise differences, this cannot be achieved without integration of analytic as well as cognitive thinking. 

Professor Bentall’s book is written in an engaging and stimulating style, thought provoking and wide ranging in its review of the subject. It will no doubt continue to foster much needed further debate in the difficult and challenging area of attitudes related to psychotic states of mind.

Dr Richard Lucas.

St Anns Hospital,

London N15.
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Response to reviews of ‘Madness explained’ by Richard Bentall

I must thank the editors of the ISPS newsletter for this opportunity to respond to the three reviews of my book that have appeared in its pages. Perhaps a good place to start, for the benefit of those readers who have not seen the book, will be to briefly summarise its contents.

The main aim of ‘Madness explained’ is to do exactly what it says on the cover: explain madness. I attempt to do this in a series of steps. First, I identify three assumptions made by nineteenth century psychiatrists – especially Emil Kraepelin - which are still widely accepted today: (i) that there is a clear dividing line between sanity and madness; (ii) that there are discrete categories of psychiatric illness; and (iii) that these illnesses are best understood as brain diseases. I argue that these assumptions constitute a paradigm – an often-unacknowledged framework that structures the practices of clinicians and the research strategies of scientific investigators. Second, I marshal together a wealth of evidence that shows that these assumptions are false and, therefore, that the Kraepelinian paradigm must be rejected. Finally, and in the main body of the book, I present what I hope is a fairly well worked out alternative to the paradigm which is based on the abandonment of these assumptions and which draws together biological and psychological data. I do this first by attempting an empirically testable psychological explanation of each of the main types of complaint experienced by severely ill patients (depression, delusions, hallucinations, and thought disorder), and then by attempting to show how, in the lifetime of the individual, the relevant psychological processes are influenced by biological and environmental factors. To take but one example, I present evidence that auditory hallucinations result from a breakdown of ‘source monitoring’ (the ability to discriminate whether the source of sensations in internal or external) and suggest reasons why source monitoring skills might be affected by traumatic experiences, hence explaining the observed associations between hallucinations and trauma. The main thrust of this argument is that it is entirely possible to construct plausible scientific accounts of the difficulties of psychiatric patients without any resort to diagnostic categories whatsoever; once each complaint has been explained in this way, there are no disease entities such as ‘schizophrenia’ or ‘bipolar disorder’ that remain behind also awaiting an explanation. In short, my approach might be described as Cartesian (but certainly not dualistic) in the sense that I begin by abandoning all assumptions that cannot be justified and then attempt to build a new approach to psychopathology from first principles and experimental data. 

Chris Burford’s review is embarrassingly generous, so I am not quite sure how to respond to it. His optimism that the book will help to bring about a paradigm shift in psychiatry is encouraging but it remains to be seen whether my arguments will be convincing enough to a sufficient number of mental health professionals to bring about such a shift. As Chris rightly points out, these arguments are by no means all my own; rather they are the product of many minds working towards the same end over the last decade or so – not only psychologists but also some psychiatrists and psychiatric nurses. I was simply fortunate to be provided with the time and (thanks to an invitation from Penguin) the opportunity to bring these ideas together under one cover. Also, as Chris points about, the project of rethinking the nature of psychiatric disorder from first principles is far from complete (‘Madness explained’ says nothing about anxiety problems or those peculiar patterns of behaviour that are currently categorised under the heading of ‘personality disorder’). There is plenty of work left to do.

Mary McMurran’s review is also very positive and I can agree to some extent with her two main criticisms. First, as she notes, I have been forced to rely heavily on research based on the very diagnostic categories I reject simply because of the absence of research focused specifically on complaints. For example, there is very little work addressing the genetics, neurology or environmental origins of hallucinations or delusions. However, despite this difficulty I have been able to infer complaint-specific developmental pathways from some of the evidence that is available. To take a specific case, nearly all of the evidence on the effects of victimisation on risk of psychosis has focused on patients who are classified as suffering from either ‘schizophrenia’or positive symptoms and I have reported these studies accordingly. However, I have noted that a paranoid presentation is often evident in such patients, and have used the very few studies that have specifically focused on paranoid delusions to support my (tentative) claim of a specific link between victimisation and persecutory ideas. Similarly, most studies on the effects of trauma have simply concluded that there is an elevated risk of positive or Schniederian symptoms, but I have been able to cite a few studies (including one of my own) suggesting a specific link between trauma and hallucinations.

Mary’s second criticism is that I have not cited Mary Boyle’s 1990 book ‘Schizophrenia: A scientific delusion’ enough. I can agree with her that Boyle’s book was groundbreaking in its attempt to deconstruct the schizophrenia concept, and the first section of ‘Madness explained’ attempts to follow a very similar path. I have certainly cited Boyle wherever I have reiterated one of her main arguments (for example, her suggestion that many of Kraepelin’s patients may have been suffering from encephalitis lethargica) and hope that I have nowhere taken credit for ideas that were originally hers. (To put this matter in context, I should point out that my first article critical of the schizophrenia concept appeared in 1988.) However, I differ from Boyle on the alternatives to the Kraepelinian framework. Boyle writes from a social constructionist perspective, which I am uncomfortable with for reasons I briefly explain in Chapter 6 of my book. In fact, Boyle doesn’t attempt to present an alternative to the Kraepelinian paradigm, and seems to be sceptical about the possibility of a science of psychopathology.

In contrast to Chris Burford and Mary McMurran, Richard Lucas, really doesn’t like ‘Madness explained’. It seems to offend the assumptions he has acquired about madness from his practice of psychoanalysis, his “training in the classical traditions of British psychiatry at the Maudsley Hospital” and “over twenty-five years experience of unrelenting work within the field of psychosis”. In his eagerness to find fault, he often cites me out of context. The quotations he gives are from the preface and flyleaf rather than the body of the text. The purpose of describing my own experience of distress following the break-up of my marriage was not, as he suggests, to provide evidence of the continuity between madness and sanity (which exists in abundance, see below), but to destigmatize by example the whole business of psychological distress and seeking psychological help (I go on to mention in positive terms the help I received from a psychodynamic therapist). Appropriately, this episode is described in the chapter on depression. It is true that, in the chapter on mania, I describe some experiments on the manic defence that involve exploring patients’ attitudes to presented words in different mental states but, in his haste to make this work seem trivial, Richard neglects all the many other kinds of investigations conducted by myself and others that are also described. It is also true that I quote Virginia Woolf as saying, “As an experience madness is terrific”, but Richard’s rejoinder (that mania is destructive and associated with a high suicide rate) is not really a rejoinder at all, as I spend the first part of the chapter making exactly these points. (I quoted Woolf because, as Richard knows, many patients find the initial phase of mania pleasant, only to be overwhelmed by feelings of panic and dysphoria later). Richard also takes me to task for misrepresenting the manner of the death of Karl Abraham, but I got my account from Ernest [Jones, 1962 #1681] (p 568 of the Penguin version for those who would like to check). Of course, it is possible that Jones got it wrong but, as he knew most of the important people in the early psychoanalystic movement, he is usually considered a reliable source.

Once these kinds of misunderstandings are stripped aside, Richard seems to have two major objections to the book. First, he takes me to task for failing, “to differentiate psychotic processes from major psychotic disorders”, which apparently places me “in a long line of distinguished people, which include Laing and Fromm-Reichmann”. That there is a qualitative difference between psychosis and normal functioning is simply taken for granted by Richard, and he feels no need to cite evidence in support of this claim. In contrast, I support my argument for a continuity with a wide range of research from epidemiology (psychotic experiences are frequently reported in community studies), personality theory (psychometric data points to a continuity), cross-cultural studies (different societies draw the boundary between madness and sanity in different places), psychological studies (otherwise healthy people who score highly on schizotypy measures perform similarly to patients on a variety of measures) and even genetics (significant results were obtained in the Danish-American adoption studies only when a schizophrenia spectrum concept was introduced, and not when ‘cases’ of schizophrenia were analysed). In total, more than a hundred pages of the book are devoted to this kind of evidence. Richard seems to think that there is some kind of logical contradiction between the idea of a continuity and the suggestion that we can negotiate changes in where the boundary between madness and sanity are drawn, but in this he is simply confused. As I explain in my book, for practical purposes we can place a boundary across a continuum wherever we like (for example, we can arbitrarily draw a line between safe motoring at 40 miles per hour or less, and dangerous driving at greater speeds, and then reduce the speed limit when we discover that there have been a lot of accidents on a particular section of road.) 

In this context, Richard asserts that my review of the literature on diagnosis is unbalanced because, “the positive aspects to diagnosis and classification are not given consideration”, but he somehow forgets to say what those positive aspects are. I do not think there are any. Certainly, as I detail in my book, a psychiatric diagnosis does not tell the clinician anything useful about the patient (two patients with the same diagnosis can have completely different symptoms), predict what will happen in the future (every possible outcome imaginable is achieved by some schizophrenia patients) or provide a guide to what kind of treatment will be most effective (drug response is not predictable from diagnosis). The process of diagnosis, on the other hand, does seem to short-cut the thinking powers of many clinicians (one of my research assistants was recently told by a psychiatrist that there was no point in studying the psychology of negative symptoms because schizophrenia is clearly a biological disorder) and is sometimes harmful to patients (I have twice witnessed apparently well-meaning doctors tell their patients that they suffer from the brain disease ‘schizophrenia’ from which they cannot expect to recover).

Richard’s second main complaint is that I have given insufficient weight to the contributions made by psychoanalysts, particularly the Klienians. While I can agree with him that I should have cited the work of Alanen, I would point out that I have cited other psychoanalytic theories and hypotheses when I have thought that they are well supported by evidence (I am enthusiastic about attachment theory and the notion of a manic defence, for example). Richard makes it clear in his review that he believes his kind of psychoanalytic understanding of psychosis to be superior to any other kind of psychological account of madness but, in the absence of strong data, this claim is untenable. The specific examples he gives of sophisticated analytic thinking, allegedly absent from ‘Madness explained’ are unconvincing. For example, his suggestion that the ‘normalization approach’ used by cognitive-behaviour therapists is a way of colluding with the patient’s wish to, “project his problems into an idealised object that would make them disappear”, sounds more like a prejudice than an observation. While I am careful not to claim that cognitive-behaviour therapy is a panacea for psychosis, at least it is an approach that is being rigorously tested in randomised controlled trials – an ethical requirement if a treatment is to be made widely available (Alanen’s work was not a RCT). Indeed, the efforts of CBT researchers to test their interventions has been very important in stimulating the recent resurgence of interest in the psychological treatment of psychosis.

The overall tone of Richard’s comments seems to reflect the deep pessimism and complacency that is typical of much psychiatric practice in the UK. I am criticised for believing, “that one can make schizophrenia go away” (actually, I say that psychosis can’t always be made to go away and that one alternative to the traditional approach might be to help people to live with their unusual experiences) and for “uncritically [accepting] prevention as a real possibility” (work on prevention is in its infancy but shows promise; we will never know whether prevention is practically possible without further research and the alternative to this is presumably to sit on one’s backside and accept human suffering as inevitable). His response to my call for clinicians to take into account both environmental and biological aspects of madness – an assertion that “all those working in the field take both these aspects into account in their everyday approach to their patients” – beggars belief. In many hospitals the NICE guidelines have yet to see the light of day. Most patients get a few minutes with their psychiatrist every week, some of whom cannot even do the pharmacological aspect of their work properly (prescribing antipsychotics in ill-advised combinations and above evidence-based dose recommendations is commonplace), and, for the most part, nurses linger in their office without engaging in any meaningful interactions with their patients. And, let us be absolutely clear that the traditional approach does deny patients a voice – research, which is cited in the final chapter of the book, shows that both formal and informal coercion are increasingly common features of modern psychiatric care.

I begin ‘Madness explained’ by suggesting that, “Most mental health professionals are hard working, caring, and thoroughly frustrated at their inability to do better for their patients,” and that, “the main problem faced by modern psychiatric services is not one of personnel or resources (although these may be important) but one of ideas”. Richard’s review shows that, whatever the strengths and weaknesses of my book, in this respect I was surely correct.

Richard Bentall

March, 2004

Review "Why does Schizophrenia Develop at Late Adolescence?"

Why does Schizophrenia Develop at Late Adolescence? A
cognitive-developmental approach to psychosis. By Chris Harrop and Peter
Trower, 2003, John Wiley, Chichester, England
ISBN 0-470-84878-2 (pbk - hbk also available)
 

Reviewed by Chris Burford


This slim and attractively designed volume takes on one of the biggest mysteries of psychosis: the timing of the onset of an illness that mainstream psychiatrists continue to believe is biological.

Chris Harrop and Peter Trower are Lecturer and Senior Lecturer respectively in the School of
Psychology at the University of Birmingham, and have substantial clinical experience of providing a psychology service to adolescents in the Birmingham area.  In addition Peter Trower has considerable experience with Rational Emotive Therapy. Their book draws on continental European existential philosophical traditions, particularly of Sartre, about when we are the perceiving subject and when the object of attention, to propose a theory and a therapy of psychosis in which the perception of one’s Self in relation to others is the central concept.


Section 1 discusses different views of what "schizophrenia" is. In 20 pages it presents an impressive survey of the evidence against psychosis being a biologically determined condition. In common with Richard Bentall’s ‘Madness Explained’, reviewed elsewhere in this Newsletter, the authors show that examples of psychological states interacting with structural states in the brain, are not at all rare, and question the idea of "schizophrenia" being pure and separate from the range of other
psychoses.

In discussing why the peak presentation of psychosis is in late adolescence (82% of cases of schizophrenia in the WHO survey occurring between 15 and 35) research data is presented that some of the most common prodromal symptoms of schizophrenia are common adolescent experiences. Of their two hypotheses, the first fitted the great majority of their patients: "Some people with a psychosis are not very independent, and have an idealised, less elaborate view of their parents and others." The second hypothesis is: "Some individuals with a psychosis have gone
part way towards an adult, autonomous view of their parents, but cannot relate to their peers and end up stranded in a social and psychological 'no man's land'. The authors discuss why it might be difficult for some people to individuate from their parents and why some people are "blocked". The
explanations explored here are in the idiom of social psychology about parents and peers rather than in a psychodynamic idiom, but clearly are discussing issues that could also be seen as “object related” processes.


Section 2 poses the hypothesis that a sense of Self is central to humans and the progress of the adolescent to adulthood. It gives test exercises to reflect on ones own experiences and draws
theoretically on writers such as Rogers and the ego-psychologist Kohut. The bit I found most challenging was the theoretical exploration of psychological experiences from the standpoint of the existential analysis of the self as subject and object. This potentially links up further back in historical development with some of the continental dialectical assumptions that Freud draws on, and which were later elaborated as "object-relations". The authors propose a dynamic process of intra-personal cycles and inter-personal cycles.  Probably worth re-reading.


Section 3 presents an in-depth naturalistic study of these fundamental dynamics in a sample of 21 people derived from 35 consecutive referrals from psychiatrists and other mental health workers in three NHS trusts in the Midlands of the UK.  There is detailed information about methodology for researchers who want to replicate or vary the approach. 


(An appendix gives details of the "Self and Other Scale" (eg "When I am alone I feel the need to contact someone" or "Sometimes I only feel like me when I am alone"), for which norms have been developed with Birmingham University students, and for a wider age range for one version of the scale. Compared to the students I was apparently somewhat more secure but considerably more alienated.)

Because the subjects had few relationships outside family and mental health services (as is often the case) the material concentrates on conflicts within the family. However there is a whole chapter on
peer and romantic conflicts which demonstrate the author's theoretical position. They argue that "The study shows very clearly that the client's cognitions are not bizarre and incomprehensible".

The last section has a large number of therapeutic suggestions to help clients with different problems ranging from the "Bad Me anxiety episode", to "the empty self feeling", to "controlling the parameters of interaction". Chapter titles include 'character-based' training, overcoming interpersonal blocks to self-construction, and overcoming symptoms, including voices.

In only 222 pages the book succeeds in posing a credible theory for the core riddle of psychosis, which continues to elude the biological determinists. Therapeutically it provides a range of
approaches to working with people with psychosis and adolescent problems. These include tips for the therapist about recognising the adolescent still within oneself.


Its model is dynamic without being psychodynamic. It helps the whole range of issues of concern to the client to be available for discussion in relatively transparent way, even if the theoretical paradigm is philosophically intricate. The book could be lent freely to any intelligent young client who wanted to explore, and to families struggling to distinguish what is adolescence and what is
psychosis. Such transparency is itself an achievement for a time of life often marked by inter-generational conflict.


This book is modest and humane in tone, despite its ambitious title. It locates itself persuasively in the converging spectrum of psychological approaches to psychosis in making its claim that the struggle to construct the self, is central to the emotional, cognitive, and dynamic tides that drag our clients sometimes apparently irretrievably out to sea.

This book is worth the price by reason of its concision and practical readability. It succeeds in formulating a central concept that connects well with many converging lines of research and therapeutic intervention. It tackles what in many ways is the central question in schizophrenia and psychosis theoretically and practically. I suggest this rich, practical and hopeful book is obligatory reading for anyone working in an early onset service, or indeed anyone who has tried to help any young person struggling on the sea-shore of psychosis.

Service User Views 
Advance Directives: worth the effort?

I am in the process of doing some research into advance statements.  I started by looking at psychiatric advance directives but legally in the UK these give you no rights per se except the right to decline treatment.  Now I am focusing on a ‘joint crisis plan’ (JCP), which looks at the indicators of someone becoming ill again and plans what to do about the situation if it happens.  The concept originated in the group Survivors Speak Out and I think it can also be called a Ulysses contract.  The JCP includes information about useful and unwanted treatments and could incorporate a crisis card (a small, discrete card that works in the same way as a medic-alert) if desired.  It is called ‘joint’ because it is made with a professional and all agreements and disagreements about treatment and care are clearly documented.  In an ideal world a user-centred Care Programme Approach (CPA) would do the same thing.  Obviously it works best for people who have insight into their functioning and experience of treatments but for people with less insight, talking through a JCP with a trusted professional would possibly give the person an idea about the way they take risks and what is and isn’t acceptable to ‘the system’ (the real world again).  Disagreements are part of making the plan and the limitations and boundaries of crisis planning should always be explored.  The biggest questions resulting from it are; at what point can a user rescind a JCP, when can it be overruled, and can a professional refuse to help someone make one.  There is also a danger as in CPA that a user can be coerced by professionals into having a JCP that they don’t want and won’t feel they own.

Interestingly, users who have a good relationship with their mental health professionals (especially the psychiatrist) feel they will get the treatment they want without a JCP and users who mistrust the system don't see the point in making any plans (or they have and it has been overridden when they are compulsorily admitted, adding to their mistrust).  Plus some professionals want to give as much control as possible back to the user and respect their decisions in crisis planning whereas others (especially psychiatrists) find it difficult to go with what someone has asked for if it is outside the ‘medical model’, perhaps for reasons of blame, risk or incidences in the past.  Probably if any kind of advance statement other than a crisis card is to be used effectively then training should be given to the professionals who will be involved.  There are user groups around the country who have been involved in training professionals to use CPA in a way acceptable to those on the receiving end though I am still looking into how successful this has been. 

The London Borough of Lewisham user group has a very well thought through crisis plan and card, although it does not involve joint planning.  It includes hospital admission planning, financial planning, instruction to the local database administrators and the crisis card.  In my local area only the crisis card part of this package was adopted from this very comprehensive pack because of ‘funding’.  Everyone is invited to fill one in and carry it as part of CPA and I am looking into how successful or even useful it is.  I have not yet found a paper reporting positive results of advance statements in terms of hospital admission and other such ‘targets’.  However, if some mental health service users find them both empowering and a learning experience, is it worth the effort?

Janey Antoniou

Clinical Governance
Brian Martindale writes

Psychological Interventions and Psychosis

The ISPS UK gets into the real world of NICE and Clinical Governance.

The whole reason for the existence of ISPS and ISPS UK is to play an useful role in  getting quality psychological interventions in psychosis better recognised and actually implemented increasingly as the routine.

We and the international organisation are growing apace in our activities and influence and we have to pace ourselves so that we do not overstretch our resources.

The tide is favourable at present. The government and the public are wanting psychological therapies and recommending them. The evidence based paradigm is in its infancy and assists some of the interventions that have a research base – but many interventions that have important contributions to make are not yet researched in useful ways and it is vital that these do not get pushed aside.  I am thinking of both theoretical and settings. Contemporary psychoanalytic understandings have such widespread application in psychosis. There is the full range of arts therapies and different kinds of group socialising therapies. In the absence of formal therapies, there is the provision of long standing supportive relationships that can silently mean so much to many people. (A woman was readmitted twenty five years after her first admission for a psychosis. It coincided within a few weeks with the retirement of her social worker who had been available all that time).

With the existence of the NICE guidelines on schizophrenia, all Trusts throughout the land will be under pressure to implement psychosocial interventions. The NICE guidelines focus on a narrow but important range of interventions. There are all the dangers of following guidelines religiously or mechanically. Yet there is little doubt that if just the NICE guidelines were implemented enormous benefit would follow.

In the coming months we would like to think of ways in which ISPS UK can in a more focussed way work with its members to better network those who are involved in your trust in Clinical Governance Structures in developing the implementation of Psychological Interventions.  We would like to see an ISPSUK member involved in developing structures in every Trust in the land

Our first idea is that as well as using the ISPS UK group email, we are going to devote at least a page each time to this in the Newsletter. We therefore want to have a contact person in every Trust who is involved with Clinical Governance or related issues, who can provide news about what is happening locally, who can share problems ask questions.

So please write or email the editors as soon as you read this simply stating your name and contact details if you are involved in Clinical Governance for Psychological Interventions for Psychosis or Training –watch this space. If you are not involved – is there any reason why not?

News and Info 
ARTS THERAPIES

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

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

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

Sheila Grandison

ISPS UK committee member 

Arts Therapies

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

A Proposal to Start a Nursing Section of ISPS

Despite the influence of training in Psychosocial Interventions for psychosis, there are very few organised ways that mental health nurses can prioritise using psychological therapies for persons experiencing psychosis. The ISPS is almost unique in promoting an inclusive forum that encourages a wide range of therapy perspectives and relative benefits in providing help to persons experiencing psychosis.

Recently Dr Brian Martindale (chair of ISPS UK) and nurse members Mark Hardcastle (South East), Keith Coupland (South West), Jim McNichol (Scotland) and Neil Gordon (Midlands) came together to consider a number of ideas that might help both nurses to facilitate their expanding interest and expertise in this area of work and also meet the ISPS organisational objectives of promoting psychological therapies through our healthcare systems.

Our discussions centred on the values of nursing in relation to psychological therapy in psychosis. By virtue of their place in the workforce nurses are the professional group most likely to be in contact with people with psychosis, particularly in an acute setting. Although multiple biological, psychological and social perspectives inform nursing care the notion of care and caring for people in terms of the most intimate physical and emotional needs is a distinctive role of nursing practice. This level of ‘being with’ relationship is an important characteristic of nursing and its psychological importance should not be underestimated. Nurses play a large role in potentially creating the milieu and the practical experiences that can help people on a pathway to recovery. Unfortunately recent evidence of acute in-patient settings as bordering on the un-therapeutic (SCMH, 1998 Acute Problems) has unearthed the difficulties of creating the cultures that will aid recovery. Organisational, political and systemic factors play an important influence in how nurses can work as psychotherapeutic agents. One expectation is that they will manage all the experiences they are likely to be faced with, such as responding to people with severe emotional distress or severe withdrawal. There is often little support or guidance that creates space for reflection on these experiences with the result that the distress and anxiety is either reflected back onto patients and carers or absorbed into office work and other avoidance. One way to support nurses and therefore patients is dedicated time for clinical supervision, without feeling guilt for spending time on reflection.

The group recognised the role that ISPS could have in helping nursing to achieve a voice both in contributing to the practice of psychological therapy and asserting its place in the nurses' role. A launch of the Nursing Section will take place at the ISPS conference in Manchester on the 13 and 14 September 2004 when it is hoped that a pre-conference-dinner drinks reception can be held for nurses who are interested in participating in the life of the section. In the meantime we will endeavour to generate interest in the ISPS using our local networks and influence. 

Mark Hardcastle

ISPS UK Northern Network  

Graham Paley

There are about 30 ISPS members in the North of England and the first meeting of ISPS Northern Network was held in 2003. I attended my first Northern Network meeting on the 2/2/04 at the Retreat in York to hear two presentations. 

The 12 who came to the meeting were health professionals and service users. The health professionals were multi-disciplinary (psychiatry, nursing, psychology, & art therapy) and from different theoretical backgrounds. All Northern network meetings are open to non-ISPS members. This `open door` policy may help recruitment as two of my own colleagues have joined ISPs since I shared earlier publicity about ISPS Northern meetings with them.

Our first presentation was from David Kennard (Psychologist) and Judy Chatten (Nurse) from the Retreat. They presented their experiences of combining CBT and psychodynamic approaches in the development of a psychosis information group on an in-patient rehabilitation ward. They shared the development of their project, the changes they had made at various stages, successes, pitfalls, and their initial guesses at what had worked well during the project. They also showed how they had to find a way to work with each other, coming from different professions and theoretical backgrounds, and the changes they had to make to their respective models in order to combine them into a joint project. Their presentation showed what could realistically be achieved in other areas when health professionals can commit to working together pragmatically to benefit service-users.

The second presentation was by Ian Kerr from Sheffield who shared some of his experiences of using Cognitive Analytic Therapy (CAT) with people with psychosis. Ian began by giving us a quick tour through the development of CAT and CAT theory for people with psychosis. He stressed the importance of developing a shared formulation and described how CAT was widening out from being solely an individual therapy to embrace both group and social applications. He described how CAT is being used by early intervention teams in Australia and finished by giving a case example of his own using CAT. I felt that the CAT theory offered a cohesive theory about psychosis and I liked the emphasis on social and relational factors and communication and dialogue, both internal and external. I travelled back to Leeds with a colleague and we both felt that we had had two excellent presentations in an informal setting as well as the opportunity to meet like-minded colleagues

Next meetings of the Northern Network 

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

Friday 21 May

Helen Greenwood will give a presentation on art and psychosis.

Monday 20 September

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

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

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

Partners in Care: working together to make a real difference

A joint campaign of The Royal College of Psychiatrists and The Princess Royal Trust for Carers

Partners in Care is a year-long initiative for 2004 which aims to bring about a real difference in the lives of carers of all ages, of people with mental illness and learning difficulties. Through national and regional activities, the campaign will highlight the problems faced by carers, increase recognition of their responsibilities, and promote true partnerships in care between mental health a professionals, carers and patients.

Carers play a vital role in looking after and promoting the well-being of people with mental health problems, and with the day-to-day responsibility for the patient’s condition, have valuable information to share with mental health professionals.  This ‘invisible army’, which includes many children and adolescents, supports millions of relatives and friends who cannot look after themselves, saving the government an estimated £57 billion each year. However, the impact for carers goes far beyond financial considerations – the stress of caring, makes them particularly vulnerable to physical and mental health problems themselves.

To coincide with the campaign launch in January, The Royal College of Psychiatrists released three checklists designed to improve good practice and communication between doctors, patients and carers.  The leaflets provide a reminder of the kind of information patients, carers and mental health professionals need to share on the diagnosis, treatment and care of a person with a mental health problem.  Also launched at this time, is a new multi-media training video and CD-Rom, “Being seen and Heard”, which addresses the needs of children and young carers. A booklet on confidentiality and a series of leaflets on different mental health problems, designed to help carers understand and cope with the difficulties they may face, will be launched later in the year.  

The campaign plans a series of roadshows around the country to ensure that the Partners in Care message is delivered as widely as possible.  These lectures, seminars and workshops will be lead by psychiatrists and carers for local communities. Importantly, from 2004, The Royal College of Psychiatrists will also involve carers in basic psychiatric training.

Partners in Care aims to bring a change in perception, and benefits to carers of people with mental health problems and learning disabilities which will endure well beyond the campaign year.  For more information see www.partnersincare.co.uk 

Forthcoming events 
2004 ISPS UK RESIDENTIAL CONFERENCE 

Tuning into Psychosis:

Ways of listening

Ways of seeing

Ways of being with

Invited participants:

Vamik Volkan ( USA), Richard Bentall (UK),

Christine Barrowclough (UK), Dean Repper (NW NIMHE) and

Albert Persaud ( DoH)

Manchester Conference Centre and UMIST (UK)

Monday 13th and Tuesday 14th September 2004 

Full programme and registration details to be sent to all members late April/early May.  Look forward to seeing you there! 

We may still be able to include some submissions from those wishing to present a paper or lead a workshop.  Abstracts should be sent in a word document via e-mail to Annabel Thomas. Full details on submitting a presentation given on www.isps.org 

	ISPS UK Analytic Section

Clinical meetings for 2004 at the Institute of Psychoanalysis

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

***

4th May 2004

‘Developing a psychoanalytic approach to psychological work in the NHS’ or ‘A rude awakening – the case of a young woman hearing an embarrassing voice’

Dr Kathy Taylor, Consultant Clinical Psychologist, S London and Maudsley NHS Trust

***

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

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

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

If you are interested in attending please contact:

Paul Williams, ISPS UK committee member

E-mail: williams@dial.pipex.com



IGA/ISPS WORKSHOP ON USING GROUPS IN IN-PATIENT SETTINGS

The follow-up workshop from the December Meeting will be held on Saturday 10th July 2004 at the Institute of Group Analysis, 1 Daleham Gardens, London NW3 5BY..

Presenters/group conductors will include Chris Burford, Maria Canete, Sheila Grandison, Bob Harris, David Kennard

For further details consult the IGA website www.groupanalysis.org or contact the IGA  Administrator,  Sue Stevenson at sue@igalondon.org.uk 

4th International Conference on Early Psychosis

Translating the Evidence
Vancouver 28th Sept - 1st Oct 2004

The next International Early Psychosis Conference to be held  in Vancouver, Canada in 2004 will highlight continued advances in the full spectrum of biological, epidemiological, psychological and sociological research into early psychosis. Adoption of this broad perspective will aid the translation of new evidence into clinical advances that will enhance prevention, care and recovery. Focusing attention on the exciting scientific developments in the field of early psychosis will facilitate the development of evidenced-based practice and ultimately lead to the necessary changes in mental health care delivery internationally.  There are many synergies between the goals of the ISPS and the IEPA and much of the focus of early intervention involves psychological issues.  Come and join a mainstream process of reform and improved care for people with psychotic illnesses!

Executive Scientific Committee:

Jean Addington (Chair),Robert Zipursky, Shōn Lewis, Jeffery Lieberman, Pat McGorry, Tor Larsen, Bill MacEwan

For further information:

www.iepa.org.au/conference/current.cfm
Implementation of Psycho-Social Interventions (PSI)

Wednesday 14th & Thursday 15th July 2004, Hayes Conference Centre, Swanwck, Derbyshire

PSI is an important part of the evidence base that underpins the NICE schizophrenia guidelines.

NIMHE are hosting a two day conference on the 14th & 15th July 2004, in Derbyshire and anyone keen to implement these guidelines will find this conference valuable.  Places will be allocated for representation from across the RDC patches, and some free places will be available for service users and carers.  The aim of this event is to:

· Bring together those working with PSI to share their experiences

· Offer those on the periphery of PSI an opportunity to bring themselves up to speed

· Look at the implementation of PSI into Mental Health Services


Day One will include:

· Introductory workshops for those looking for a quick guide to PSI
· Symposia on PSI implementation

Day Two will include: 

· Skills workshops: Designing Care Plans, Convening Families, Engagement Skills
· Symposia on implementation in specific areas: Early Interventions, Assertive Outreach, Crisis Resolution/Home Treatment, In-Patient Acute Care and CMHTs
· Case Presentations, including failures and poor outcomes

You are invited to attend this event and spread the word amongst others working in this field.

To secure your place, register on-line at www.keystone-group.co.uk/psi.html by 1st May 2004.   

Registered delegates will be charged £130 for both days, including dinner, bed and breakfast (or £110 for shared bathroom) or £45 for each day.

Please note:

· Charges are inclusive of VAT and payable in advance (further details on-line). 

· Bookings received after the 1st May, will be subject to a late booking surcharge of £20.
· Inclusive accommodation is limited and will be offered on a first come first served basis.
· Once inclusive accommodation is filled, Keystone will provide details of local hotels for delegates to make their own accommodation arrangements.  Delegates will then be charged the daily rate of £45 for each day.
If you would like to qualify for a free place by either presenting a paper or leading a workshop, please email Susie Davies at psi@keystone-group.co.uk with details.

If you have any queries about this event, please contact:

Susie Davies, Keystone, Chavenage, Tetbury, Gloucestershire, GL8 8XR

Tel: 

01453 833 668

Fax: 

01453 832 381

e-mail: 
psi@keystone-group.co.uk
European Federation for Psychoanalytic Psychotherapy Group Conference

Third European Conference

The Individual and The Group: Bridging the Gap 

8 – 10th October 2004, Lisbon, Portugal

15th ISPS International Symposium

Global Views & Integrated Therapies

13-16th June 2006, Madrid, Spain

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

Networking…
ISPS UK email group

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

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

Sheila Tung, ISPS UK, 

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

 Uxbridge Road, Southall, Middlesex, UB1 3EU.

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

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


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

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

Brian Martindale (chair), drbmartindale@blueyonder.co.uk; Chris Burford, cburford@gn.apc.org ;  Steffan Davies, DrsteffanD@aol.com; Gráinne Fadden, grainne.fadden@bsmht.nhs.uk , Sheila Grandison, Sheila@barendt74.fsnet.co.uk; David Kennard dkennard@ntlworld.com;  Paul Williams, Williams@dial.pipex.com; Mark Hardcastle: Mark.Hardcastle@wshsc.nhs.uk; Mikey Kyle:  mrmikeykyle@hotmail.com; Dan Pearson: daniel.j.pearson@talk21.com; Richard Bentall, bentall@psy.man.ac.uk; Trish Barry, trishbarry515@hotmail.com.

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 Committee and Associate Committee Members

The ISPS UK is growing in its activities and influence.  It has an elected committee composed of persons from different mental health disciplines and the various psychological approaches to psychosis as well as developing carer, family and user representation.  Each member of the committee intends to find at least a couple of interested and enthusiastic colleagues from the same discipline or modality to work with that member and who can substitute at committee meetings or in discussion where it is important your discipline/modality is represented.

The primary goal of the associate system is to generate additional ideas and solutions as to how the objectives of ISPS UK can reach/touch the rest of that discipline and encourage wider active participation in local and national activities aimed at making psychological therapies become more at the heart of the work with persons with psychotic vulnerabilities.  It is intended that associates would be included on the committee e-mails mailing and would be encouraged to bring their ideas.  There would be an annual face to face meeting.

Below is a list of those persons who so far have agreed to work together.  Please do not hesitate to contact those who are from the same discipline or modality as yourself to let them know of your ideas and also how you can be of assistance.

Group Work and Psychology 

Ken Bledin   ken.bledin@simhscaretrust.nhs.uk
Arts Therapy

Katie Clayton   Katie64@aol.com
Psychodynamics and Psychoanalysis

Siobhan O’Connor Siobhan@btinternet.com
User Groups

David Lilford  team@survivors.co.uk
One of the strengths of ISPS UK is the bringing together of a wide range of views, however the views expressed by authors in this newsletter are not necessarily shared by ISPS UK as a whole.

…….a reminder – next closing date for Newsletter articles 30th June 2004!!
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