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From the Chair

We are living in interesting times. After some understandable hesitation, the government has committed itself to funding the Improving Access to Psychological Therapies programme. It is a radical initiative which will establish independent treatment centres for direct access by people suffering from depression and anxiety. (Pilot sites attending to the specific needs of the elderly, ethnic minorities, the young, people with medically unexplained symptoms or those of perinatal onset are being set up, indicating the breadth with which this is being interpreted). Although the initiative intends to make a significant contribution helping people who may have otherwise have become chronically disabled to return to work, it was clear from our discussions at this year’s Annual Meeting with Lord Richard Layard, the scheme’s political champion, that this is not its primary aim. The College has always been strongly supportive of the programme, which, like the College, aims to relieve mental distress, to base practice on research, to educate and train, and to engage service users and carers in its work. 

Post-announcement reactions, like those throughout IAPT’s development, have been mixed. The most hostile (coming from outside the faculty), being based on perceptions that it champions the wrong kind of therapy or the wrong kind of therapists, have had echoes of ‘better dead than red’. Other responses are cautious over how far this generous investment in primary care might be at the future expense of existing services for those with enduring and severe illnesses. On this score, I believe there is an opportunity to ensure the work that has gone into IAPT is extended by comparable developments across secondary care. It is likely to need to be comparably radical, addressing service delivery and training at the same time and it will have to be actively seized. It is opportune that nearly all of the College’s faculties are already participating in Dame Fiona Caldicott’s scoping group, now set to make its recommendations for practice and training early in 2008.

Although IAPT is essentially a service initiative, its spin-offs are likely to have far reaching consequences. The need to have a transparent and evidence-based curriculum for the training of future therapists has led to development of a comprehensive set of government sponsored clinical competencies for the CBT of anxiety and depression. Others are certain to follow, including recognised competencies for the practice of psychodynamic therapies. All carry the potential for widening of the training base and a more therapeutically informed and skilled workforce within the mental health services. There is a challenge for psychiatry as whole is how far it will actively embrace or resist this. Much will depend upon the capacity of trained psychiatrists to recognise and make the most of psychological treatments in future. The work of the College’s psychotherapy education committees (both the faculty committee and an ETSC working party that Chess Denman is also leading) will make crucial contributions to the ongoing revision of the curricula for specialty training so that every psychiatrist has appropriate opportunities to develop their skills throughout training.         

All of this has major implications for the future work of consultant psychiatrists in psychotherapy. While it may be tempting to see ‘New Ways of Working’ as a way of bringing other consultants’ working practices into line with their own as specialists in ‘complex’ cases, there is little room for complacency. The need for informed leadership in helping to organise 21st century services, as well as to fulfil training briefs targeted more clearly on the needs of staff teams and families coping with chronic conditions, will be widely felt. It presents opportunities to re-establish the value of psychotherapy consultants, albeit with significant changes in their role. Despite these needs and opportunities, well-funded and properly supported vacant posts are going unclaimed in much of the UK, while there is an apparent oversupply of trained psychotherapy specialists within London.  This is a potentially suicidal situation. If nothing changes, the increasing centralisation of training and workforce strategy can only lead to a sharp corrective, with a redistribution of specialist training places that reflects future need in favour of the regions. As accurate information will be vital in this discussion, an audit is needed as a matter of urgency. 

Individual services, not least those offering residential treatments, continue to face difficulties as described elsewhere in the newsletter. Most are brought to the faculty’s attention and it is usually possible to offer useful advice. These situations can also underline some of the problems of working in a relatively small specialty, and how vital it is to maintain strong and good working relationships with colleagues undertaking similar work in other trusts, ideally through regional consultants’ meetings as well as more informal contacts and CPD arrangements. I hope we shall be able to discuss this further with regional representatives for psychotherapy at the annual strategy day in January. If you are working as a CPP and feel links between consultants in your locality might be improved, please do contact your regional representative before the end of this year. 

Finally, next year will see significant changes within the faculty executive as several members are due to retire, including the honorary secretary (Chess Denman) and finance officer (Chris Freeman). I hope all the posts will be sought after as they offer more opportunity than ever to contribute to psychotherapy within the College as well as the work of other national groups. Much of this is interesting, and likely to benefit you as well as your service. Naturally, there is a significant input that is needed, reviewing papers and participating in (usually email) subcommittees between meetings, as well as attending the College four times a year. Anybody considering standing for election should first request a copy of the current job description (from Gill Gibbins at the College: grgibbins@rcpsych.ac.uk) and discuss the role with current executive members (listed in the last newsletter). As the College continues to raise its own profile, and to become more business orientated, the post of finance officer will be an increasingly important one, with strategic as well as administrative responsibilities. Excellent and very useful training will come with the post. Traditionally, the closing date for nominations for all the posts is the Annual General Meeting (April 11th, 2008). As this will be in Venice, please do have any nominations that are not being handed in there submitted well beforehand to the College.   

Chris Mace

Response to the crisis in funding of the National Treatment Centres

Lessons Learnt From Ongoing Threats to the Cassel Service

I am writing this article in response to Chris Mace’s request in the Newsletter, Summer 2007 seeking contributions outlining lessons learnt from service threats that are likely to be helpful to others.  I have worked at the Cassel Hospital for 21 years, as a Senior Registrar a Consultant to the Outpatient and then the Adult Inpatient Service, setting up the Adolescent Inpatient Service before becoming Director of the Cassel Hospital ten years ago.

The Cassel service is an effective intensive and expensive resource, that has helped thousands of individuals and families make major significant changes since it was opened in 1921.  I have overseen an expansion of the evidence-base for the Cassel services, and have steered the Cassel to deliver longer term integrated stepdown programmes of treatment, delivered locally convenient to a patient’s home, often including psycho-social nursing work within the home.

The Cassel service has faced constant threats to its future throughout my time here.  In 1990 efforts were made by the Strategic Health Authority to sell off the Cassel building and land to realise £10 million towards the large deficit created by the building of the new Chelsea & Westminster Hospital.  Every change in commissioning arrangements has destabilised the Cassel and our referral network, leading to a temporary drop in referrals, a year end financial deficit, a recovery process over the following years and then a service that thrives clinically until the next change in commissioning.  

There is rightly now an increasing emphasis on delivering services to patients locally and equitably.  Primary Care Trusts and Local Authority Commissioners are determined not to pay for expensive out of area placements that eat up local resources to the detriment of the local population.  Almost all planners and commissioners can see the need for specialised services, alongside these local home-base services.  The recent plan for delivery of health services in London clearly recognises this.  However, the commissioning arrangements to support such specialised services are lagging far behind and are not yet fully in place.  By the time they are in place, the services they might wish to commission may have closed.  An additional change in commissioning arrangements affects the Family Services at the Cassel.  The law has been reinterpreted by the Law Lords, and judges can no longer order treatment for families.  They can still order assessment, but the Legal Aid Commission, Local Authorities and PCT’s are not encouraged to develop integrated arrangements to commission such assessments.  My colleagues and I are doing what we can in having reasonable meetings with London Regional commissioners and with the Department of Health.  We have a sense however that we are getting the run around.  We may now need to find ways to exert more political and public pressure on politicians, civil servants and commissioners to take the difficulties of the patients we can best treat seriously.

In thinking about Chris Mace’s question about lessons learnt from threats I have come up with the follow points, not necessarily listed in order of importance.

1. Continue to provide a high quality patient focused service amidst whatever commissioning, financial and political turmoil is happening.

2. Support patients, their carers and their professional networks to be fully involved in their treatment and to build an alliance with your service.

3. Strive hard to build ongoing relationships with commissioners, whether they are commissioning on a cost per case basis, or are designated as commissioners with specialised remits.

4. Continue to develop the evidence-base for the service provided. Include the qualitative views of your service users and other stakeholders.

5. Work hard to preserve an honest informed relationship with your Mental Health Trust Board.  They after all must cover any deficit in year, and make the ultimate decision whether or not they can continue to support you.

6. Have service user, carer and professional support when ‘going public and political’ with particular issues.

7. Make sure you have your own professional and personal support in place at all times to deal with the ongoing stress.
8. Write about, talk about and share your experiences as widely as possible in way that will encourage others to respond with their ideas.

I do therefore look forward to hearing from any of you, either through a response in this Newsletter or directly to me at the Cassel Service, 1 Ham Common, Richmond, Surrey, TW10 7JF.  By email – Kevin.Healy@wlmht.nhs.uk or by mobile 07973 417530.

Kevin Healy

Clinical Director, Cassel Service

Learning and Responding to Threats to Main House

I am writing this article in response to Kevin Healy’s thoughts on threats to the Cassel Service. The intention is firstly to alert colleagues to the serious threats being posed to residential services for people with severe personality disorder, secondly to request help, thirdly to reflect on what I have learned and fourthly to share this, in the hope that it may be of some help to others who find themselves in similar positions. 

Kevin has written a very helpful article about the Cassel and his relationship with the service, from trainee to leader over 21 years. I applaud him for staying with it and making a successes through very difficult circumstances. The cycle he describes of commissioning pressures and destabilisation of the service is all too familiar. What may not be fully realised by colleagues is the relentless pressure this places on clinicians, especially those in leadership roles. 

Main House, a Birmingham based residential therapeutic community for adults with severe personality disorder, opened its doors in September 2000. While a Consultant in the Birmingham Psychotherapy Service I led the West Midlands arm of a collaborative bid to NSCAG (National Specialist Commissioning Advisory Group), along with Kingsley Norton at Henderson Hospital and Keith Hyde in Salford, later Webb House, to establish a national specialist service for people with personality disorder.  This drew heavily, but not exclusively, on the long established and evidence based Henderson model. 

As the Director of the service I was the first appointee and proud of what had been achieved. Over a relatively short period, I become we, then we recruited and trained staff, developed a referral network, set up a therapeutic programme and demonstrated effective clinical improvements in our clients, who shared a distinct clinical profile with those referred to Henderson. Many stay in touch and report back that their lives have been turned around by treatment, the effects improving over years as the foundations laid during their time Main House have proved to be a stable base on which to grow and develop.  More recently we have assisted in the development of a number of pilot community services, including a local outreach service in Birmingham. 

NSCAG, represented by Nick Benefield and Frankie Pidd, were insistent that national commissioning arrangements should be devolved to the Primary Care Trusts (PCTs). The transition took place April 2006, initially supported by risk sharing arrangements, where a number of PCTs pool risk by sharing a small financial contribution, a sort of insurance policy in effect which allows for blips in referrals without destabilising the PCT finances. As financial squeeze tightened the PCTs almost unanimously decided to opt out of this, preferring a cost per case arrangement.  

This decision of NSCAG runs counter to the principles of the Carter Review of Commissioning Arrangements for Specialised Services, published in May 2006, one month precisely following the change in commissioning arrangements, which states that services providing for populations in excess of 1 million should have specialised commissioning arrangements in place. The review recognises that commissioning capacity is limited and for highly specialised services there is a need for additional resource in the form of a specialised team. The Carter Review also recommended that NSCAG should move from Department of Health to the NHS and be relaunched as NSCG (National Specialist Commissioning Group). Retrospectively I now understand the urgency of the move of commissioning, no doubt to ensure new arrangements were in place before Carter came into the public domain, Although the decision runs counter to direction of change, the decision makers certainly demonstrated that they were politically fleet of foot.  

Heartsink commissioning arrangements now underpin services for patients commonly described as heartsink. Every one of the people referred to Main House has an individual decision made on whether to support the referring clinician’s clinical recommendation with funding. The commissioner making the decision is often junior, inexperienced in mental health, lacking knowledge about personality disorder and frightened to fund. Local commissioners often need education about personality disorder, despite Policy Guidance which states this population should have access to treatment of intensity appropriate to their needs, including tier 4 treatment. It is notable that commissioners are reluctant to engage in learning about specialist services, declining invitations to visit services or awareness raising sessions. 

People referred to us have severe developmental traumas. Their experiences of relationships are consistently inconsistent, with all of the too familiar consequences.  We now have a position where those with the most damage in their attachments are put in the centre of a chaotic, unfair, inequitable process in which a stranger, without negotiation, often with no clinical experience, is making a decision with far reaching consequences for their future. Many of our residents say they would now be dead without input from Main House – where are the wider costs of not offering treatment being assessed? Taking a cynical view this system has evolved, in a reactive manner, re-enacting traumas with the inevitable risk of triggering suicide, the final outcome for 10% of people with borderline personality disorder. An alternative outcome is to be detained in secure services for long periods, with little opportunity to step down to community service provision as risk aversive practice which prevails. 

Having set the context, and ‘let off steam’, I hope I have emphasised the importance of making sense of the situation you are in. As a leader of a service under threat, seek out information through conversations, put together as whole a view as possible of the system you are working in, develop timelines and track decisions, inactions and their consequences. I rely on my instincts, gut feelings, counter-transference if you like, to keep me posted about the level of risk, not to rely totally on this but to track it, check it with my colleagues. I will now outline some specific issues. 

Question 1: What is the extent of the threat to residential tier 4 services for people with personality disorder?

It is very serious, with Frances Dixon Lodge having closed residential provision during the past few months and Webb House closing some time ago, there remain just three NHS services providing tier 4 treatment in England, Henderson, Cassel and Main House. All are under pressure at present, at Main House we are under scrutiny from the Trust as to our future financial viability. Further afield there is a pervasive negative political climate, as evidenced by the lack of due process in supporting specialist commissioning. 

Question 2: How can Colleagues, the Faculty of Psychotherapy and the College help?

I would find it most useful to know whether colleagues support the need for tier 4 services to continue. If, with the advent of local services for people with personality disorder, there is not a need for intensive residential provision  this clarifies the future direction, to reduce capacity and/or close services. If there is a clinical need, and our continuing healthy rate of referrals indicates that this so, then you, our colleagues, must keep referring to us and supporting referrals, if you are designated gatekeepers. It would be helpful to hear views on the fact that commissioning decisions do not follow clinical recommendations. This leaves clinicians disempowered, and is likely to result in death by a thousand cuts, not just to tier 4 services but also ultimately to all of us in the profession. It is time for the Faculty to act and the College to add their voice. There are issues of commissioning integrity, tier 4 services need to be commissioned as Specialist services served by consortia arrangements if they are to continue. This is a domain where the Faculty and College can exert pressure, help required please. There is further potential for leverage through NICE guidance, where the Faculty and College have input to the development of both Borderline and Antisocial recommendations. It would be ironic if tier 4 services were recommended when this is published in autumn 2008 and yet were no longer in existence in the NHS. 

Question 3: What have I learned?

I agree with all the points raised by Kevin and commend them to you. I would add to these, principally to stress the importance of timing, for example, when to go public. There is a difficult balancing act, for the leader of a service, between the internal needs of the clinical service and responding to external pressures. The leader needs to stay on the boundary and interpret in both directions. This includes scanning the horizon, taking feedback, advocating for the needs of service users, while containing and nurturing continuity of service provision. It is important to look after oneself, getting support. It is important not to carry too much. There is an art in attending to priorities, letting some things go or delegating to make head space, and focussing energy on key areas. One of these is engaging others to work with you, to form a shared view of how one service can contribute to a more integrated provision, for example we are working on care pathways locally, collaborating with a wide range of stakeholders, working with service users. Finding a creative focus which can lead to improvement helps keep thinking alive. 

Question 4: How is this relevant to others?

I have put forward the view that it is the business of all members of the Faculty to consider the recommendations raised above, specifically the imbalance of power between purchasers and providers of services. My journey has elucidated the seriousness of the threat, to Main House, tier 4 services, the vision of integrated provision for people with personality disorder, but also to Psychotherapy and Psychiatry. Threats provoke defensive reactions, stopping us learning from experience. We have a tendency to cast out information which doesn’t fit with our internal representations. It is easy to slip into negative expectations and hardly notice you are drifting. Learning from experiences, however difficult, puts you in a stronger position to take action. Looking at the facts, the evidence of your service, including service users and carers, you can take considered (rather than reactive) action to improve services. This includes taking pride in positive feedback, lives saved, growth and enjoyment facilitated and the impact on families, carers, communities, society and the next generation. I am focussing my energy on mobilising resources to change the gap between the provision of effective specialist services and commissioning processes.  I ask for your support in ensuring this is systematically addressed, rather than slowly drifting downstream. In the words of Joni Mitchell, ‘see paradise – put up a parking lot - you don’t know what you’ve got ‘til its gone’, I welcome your comments, either directly to myself or through dialogue on the Faculty email discussion group and newsletter. 

Jan Birtle 12.10.07Jan.birtle@bsmht.nhs.uk

Change in the NHS– Choice or Imposition

I joined the Young Persons unit at the Cassel Hospital a couple of years ago, in my first job on my Psychotherapy Spr training.  This experience has felt very close to the changes brought about by financial pressures within the NHS.  The Young Persons Unit accepted patients within the age range from 15 to 23.  It was one of three units, the others being the Family Service and the Adult Unit.

I was instantly aware of serious concerns about the number of patients we had and a decline in referral rates. This imposed a sense of helplessness, it seemed little could be done which hadn't been tried before (mail shots, presentations etc), given the increasing emphasis on local resources within NHS trusts; regardless of a patient’s particular needs.

I decided to do an audit to explore the situation. In an audit on referrals the challenge was to consider whether we were doing it right and all informed by the urgency of the situation where in the first cycle, the number of inpatients dropped to just 1!  

A preliminary survey suggested the reasons for non progression of assessed cases included funding difficulties, unsuitability for treatment and referrals being withdrawn. The audit assumed gold standards, that all referrals should progress to the assessment stage and bed occupancy rates must be kept high.  We found that only 60 % of initial referrals were being assessed, and of those assessed less than 30% were admitted. 17 % of referrals were considered clinically unsuitable, while 17% of referrals were withdrawn. 
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	The recommendations from the audit 
led to the reorganisation of the service with more flexibility in the treatment package and durations being offered based on evidence of the treatment programs. There was a shift towards a diagnostic and assessment service. Plans implemented included reduced inpatient stay packages from 3-6 months rather than the 10-12 month in the original programme. 




There were also efforts made to provide day services to reduce overall costs for primary care trusts and to improve links and step down services for patients from private sector placements.
By the end of 2006, as a result there were 5 inpatients and 4 day patients in various stages of treatment. The assessment rate had significantly improved. A re-audit showed that referrals to have nearly halved but 90%of these had been assessed.  The occupancy rate increased from 10 % to 70%. 

By now though, we were finally aware of the black hole in finances that was facing the Cassel and that this was going to have serious consequences.  The unit was to be closed down, and we would lose the consultant, a senior psychoanalyst and my supervisor. While the insecurity of the situation had been felt for some time the enormity of the consequences and hence the onset of the grief was delayed and felt as a shock. 

There was a feeling of bitterness, both that the effort we had made had been of little consequence, but also that the agency for such a major change was from outside the hospital. I was left wondering whether the hospital was committing suicide or being murdered. This was of course not straightforward, as the hospital had to take some responsibility for not having addressed, and perhaps still struggling with adjusting to, changing realities within the NHS and its funding priorities.    

Since then, the Young Persons unit has been closed, some aspects being merged with the adult unit forming a new service, which accepts both adolescents and adults. In the hospital the sense of bereavement has continued and until a few months ago threatened to assume pathological proportions, being so enmeshed with guilt and grievance. The loss of the third space the unit offered is stark, where now the two units face each other, at times in confrontation. For the hospital, moving on from the death of the adolescent unit, while not easy, has been helped by the birth of this new unit (into which I also moved for the rest of my training) which appears to have prevented the grief from turning into a major depression.

Dr Dinesh Sinha 

SpR in Psychotherapy
Training in Psychiatry and Psychotherapy

The shape of things to come.

The recent debacle over the introduction of the new selection system for trainees has rather overshadowed a much deeper and longer change to the structure of medical education "MMC". While recruitment and assessment issues will preoccupy us for a year or two more (there is already a brewing repeat debacle over next year's process not to mention how to deal with posts that fall vacant during the year) what we actually do with our trainees will become an increasing concern.
 

The structure of the exam is changing with three written and one clinical paper replacing the current structure. Although there is more flexibility in the timing of these hurdles for trainees there are also requirements for more formal assessment of experiences in training. This will apply as much to psychological treatments as it will to other aspects of psychiatry. While the final state is not yet fully agreed some things can be said with certainty about the future for trainees.
 

By the end of ST3 trainees will have to demonstrate some basic psychotherapy competencies. To do this they will have to have records of treated cases and one of the assessed clinical experiences required before they can sit the clinical stage of the exam will have to be a psychotherapy case. By the end of ST 6 trainees will have to demonstrate more advanced competencies although the structure for verifying this is not yet so clear. In practice therefore the minimum which a highly able trainee would be required to do to meet the competencies is to treat, under supervision, two psychotherapy cases in two different modalities and two different durations and attend a case based discussion group for a year. In addition they will need to learn the psychotherapy sections of the exam syllabus which is in the process of being revised and modernised. I have posted a load of relevant documents and draft revisions (which are still under consideration) on the "wiki" - see below.
 

The more advanced competencies required of trainees between ST 4 and 6 will vary depending on their chosen speciality. New St 4-6 psychotherapy trainees will follow the new curriculum for our faculty which is currently available on the college website. Non psychotherapy trainees will have the option of a one year endorsement in psychotherapy either done as a single year attached to a psychotherapy department or as special interest sessions spread out over an appropriate number of years. Even for those ST 4-6 trainees who have no interest in formal psychotherapy endorsements will be required to continue to develop competencies in psychotherapy but these will be carefully locked on to the requirements of their base CCT. 
 

All this change will require a fair bit of administration. The current structure is one of divided (and sometimes divisive) centres of power and authority (and sometimes sadly of weakness and confusion). The relevant three structures are:
PMETB which oversees and approves the training which Deaneries provide and which grants the final certificates.
The Deaneries and schools of psychiatry - which commission, quality assure and administer training 
The Providers (largely NHS hospital trusts) which employ trainees and train them.
 

Notice the missing structure?
Yes its the college. This now has an advisory and to an extent a coordinating role. It sets the exam and, frankly does all the donkey work with perhaps too little of the credit (writing the curriculum and through its members delivering the training).
 

Within this structure there are (or should be) some key players. The Faculty of Psychotherapy Education Committee is a College structure which provides the College's educational advice in this area. Round the country psychotherapy regions should have regional representatives who make links with the Faculty Executive and may well take on regional educational oversight functions. More locally each provider of psychiatric education should have a psychotherapy tutor to oversee the delivery of the curriculum in this area. There may be one or many providers covered by each school of psychiatry but for sure the trust psychotherapy tutor or a representative if there are many should sit on the school of psychiatry's training committee. These tutors are the people directly responsible for organising psychotherapy training but they need not (indeed they could not) deliver it. Their job is to recruit willing hands (or even unwilling ones!) from medical and lay personnel to ensure that junior doctors get opportunities and experience which is now a requirement.
 

What can you do to help.
I guess that if you have read this far you are interested in psychotherapy training and teaching and you are even willing to be involved or involved already.
 

 

1 Inform yourself 
The first thing is to find out what your trust is doing in relation to training junior doctors in psychotherapy. Does your trust have a psychotherapy tutor - if you are it do you know what you should be doing? Do you know who the regional representative is? What about your local school of psychiatry and deanery - do you know who the key players are there
 

The web is a wonderful thing. The royal college website has lots of useful information on it but also you can go to WWW.therapywiki.org which is a website I have started and on which I am (slowly) mounting any document I come across that is relevant. But a "wiki" is better than that. You can create and edit pages and you can get into most pages and edit them. Try it out by helping me with the reading list pages which are a ghastly mess. If the technology defeats you (or you hate technology and so pretend it defeats you without ever engaging in battle!) email me with your suggestions or content and I will add them - my email is on the wiki.
 

2 Organise.

Arrangements and preparedness vary round the country. Your area could be lacking in resources for training. Perhaps you have no local consultant psychotherapist or no local psychotherapy tutor. Now is the time to lobby and organise for these things. Is psychotherapy education represented on trust education committees, is it represented on the local school of psychiatry training committee? If not why not? You can lobby and press for better structures. Link with other people locally who have an interest in training and educational provision in this area.

 

3 Inform and help us
Tell us about your area. Ask us about your difficulties. More specifically ask a member of the Faculty Education Committee for example me (I am the chair). Put news of your region on to the wiki. Put papers and books you like reading or think trainees should read on the wiki.
Chess Denman 

Chair of FFEC
Message from the FFEC
Siobhan Murphy who chairs the subgroup within the faculty education committee which is responsible for putting together the curriculum for ST4-6 posts in Psychotherapy would like to compile a comprehensive list of Training Programme Directors to facilitate communications. Could all training programme directors who do not know that Siobhan has their email address and contact details please email her at siobhan.murphy@ggc.scot.nhs.uk  
Getting involved with your local School of Psychiatry

The emerging Schools of Psychiatry will govern the delivery of local deanery based psychiatric training.  As such these bodies will be key players in the delivery of psychotherapy training to trainees (ST1-6).

In the Severn Deanery which covers, Avon, Somerset and Gloucestershire, the School of Psychiatry has been meeting for some months and has developed a pragmatic structure to address the huge training agenda.

Membership of the School of Psychiatry Board includes:

· Appointed Head of School

· Associate Dean

· Directors of Medical Education from local Trusts

· TPDs from the old SpR schemes

· Programme Directors from the old SHO schemes

· HR personnel from the main Trusts in the area

The Board receives regular updates from 6 training groups addressing the following issues:

· Recruitment and F2

· Core Training (ST1-3)

· Advanced Training (ST 4-6)

· Assessment and Curriculum

· Quality Assurance

· GPVTS

Such a structure helps to clarify where work on implementation of College guidance on Psychotherapy training needs to take place.  Local Consultant Psychiatrists in Psychotherapy are members of the Core Training, Advanced Training and Assessment/Curriculum groups as well as sitting on the Board.  The Board has been eagerly awaiting College guidance on psychotherapy training so that we can create a local strategy for implementation of this guidance.  It seems to me that it is imperative that the Schools of Psychiatry have one or more Psychotherapy Representatives who can take a local lead on this. 

Thanks to a lot of work by Chess Denman, Chris Mace and Mark Evans, the Psychotherapy Faculty’s Education Committee has now produced a Draft Information Pack for the Psychotherapy section of the core and general curriculum.  This is the closest we have to central guidance and the expectation is that the final approved guidance will not be much different.  As such it represents a reasonable document on which to base a local School of Psychiatry psychotherapy training strategy.  Developing such a strategy is our next task.  This could address issues such as case discussion groups (formerly known as Balint Groups), supervision capacity, protected time for trainees, psychotherapy workplace based assessments, identification of suitable patients, role of Consultant Psychiatrists in Psychotherapy etc.  

This will be a challenge for us all but I certainly feel more hopeful that we can develop a strong psychotherapy presence in the psychiatric training agenda.

Andrew Clarke (Bristol)

Grass Roots Experience: The North East

Our School of Psychiatry has yet to be formally established but the Chair of our local Speciality Training Committee (STC) thinks that relatively few changes will need to be made in becoming a School.  The STC covers the Northern Deanery and includes Training Programme Directors (TPD), Directors of Medical Education (Clinical tutors) College tutors and other representatives including a regional specialist tutor in psychotherapy.  The appointment of this tutor is ratified by the College following election by the regional consultants in psychotherapy.

Early years training:

There is considerable support from the directors of medical education and college tutors to continue with the existing requirements for basic psychotherapy training.  Training was considerably disrupted during the first six months of 2007.  Many trainees were unable to take on a long case because of uncertainty about their futures.  Some had to abandon psychotherapies they had commenced in order to move abroad or to other parts of the country.  Uncertainty about the future caused huge personal distress which led to sickness absence which affected psychotherapy work.  There were considerable service implications.  The rigidity of the Medical Training Assessment System (MTAS) schedules for interview training, short listing and interviews increased the difficulty added to the strain on trainers. It is our impression that the transition to Modernising Medical Careers (MMC) could hardly have been less well managed though our local Deanery did its best while struggling with financial cutbacks.  

Local consultants in psychotherapy are anxious about the future of basic psychotherapy training.  The competencies in the St1-3 curriculum could probably be achieved by a capable medical student.  The task is to make competencies specific enough to be meaningful and sufficiently senior to reflect the objectives of postgraduate training.  The revised curriculum needs to include competencies specific to psychotherapy.  In the meantime we continue to provide supervision for psychodynamic and, for a few trainees, Cognitive Behavioural Therapy (CBT) long cases as well as, in the North of the region, CBT training and supervision of CBT short cases.  Case discussion groups are well provided though not always well attended; the plan is to extend these to run for a year.  Interpersonal therapy, Cognitive analytic therapy and psychodynamic short cases are provided only in some localities.  Trainees have had difficulty fitting everything in, especially since the rotations cover wide geographic areas.  

Higher Training in Psychotherapy

Locally the psychodynamic higher training has been maintained at four years though CBT trainees complete their training in three.  The TPD thinks it would be a considerable challenge to reduce the psychodynamic training to three years.  

Funding for external, formal trainings in psychotherapy is under threat again.  The STC has not come out clearly in support of this even though there are good quality local trainings in psychoanalytic psychotherapy and CBT which higher trainees have until now been funded to do.

There is concern about the process by which ST4-6 specialist trainees will be selected.  The new competency-based framework does not lend itself readily to selecting trainees who have completed early years and wish to specialise.  Short listing for MTAS has left trainers with major reservations about the validity of current selection processes.  

Morale

Morale amongst trainees accepted under MMC seems good.  Consultants in psychotherapy are much exercised in supporting those who have not been accepted and have taken up staff grade jobs, fixed term speciality training appointments or locums (some only for a matter of months).  Morale amongst consultants is less buoyant.  This partly reflects the creation of two new, huge Trusts covering the whole region and the impending move towards Foundation status.  The discourse in my Trust (to the North) has had a macho, cavalier tone with statements about needing to focus on ‘core business’.  While lip service is paid to psychotherapy being ‘core’, none of us have confidence that this will necessarily be the case. 

Sally Mitchison

October 23rd 2007

Moving towards assessment of competence.

The trainers who run the Exeter and South Devon training did have an opportunity to think during the hiatus which occurred in our training over the last six months. We met regularly and reviewed the new curriculum, and the developing workbook produced by the FECC and thought through how we could organise ourselves to offer trainees the experience they needed. This required quite a change in our way of thinking about training. We thought about the implications of changing how we assessed trainees progress towards assessment of competence and work place based assessment. 

The new curriculum added teaching and experience designed to link psychotherapy training to psychiatric practice. This included developing competence in discussing referral for psychotherapy with patients, making appropriate referrals and providing the required information in referral letters, dealing with patients in difficulty in their therapy presenting in psychiatric practice, evidence based practice and problems in its applications to psychological therapies and the application of psychological thinking to service design. We added a regular large group training afternoon to our training to teach this and to provide opportunities for competence assessments.
The other big change to our training was to our log book. We have come up with a draft log book /psychotherapy portfolio which aims to provide supervisors with the means to assess trainees’ competence. The log book contains the two measures currently available from the FFEC, the ‘SAPE’ and a measure of competence in ‘Case Based Discussion’ groups and additional measures put together by our trainers. CBT and CAT trainers who were used to assessing competence during training found this a relatively straightforward task. Psychodynamic trainers were less familiar with this way of thinking but addressed themselves to thinking how they could assess competence and came up with something they thought they could use. 
The log book/portfolio is a draft and will be reviewed after the first six months but if it of interest it has been put on the therapy Wiki referred to by Chess Denman above. 

Dr Susan Mizen

Exeter
MMC in London. 

The impact of the selection process on group cohesion and the quality of training experience on a London training rotation.

I suspect that my hospital has been less effected by MTAS than others locally as we have traditionally been a popular site. The thing which has been striking is the degree of psychological stress the trainees have been subjected to. On the other hand it is not immediately obvious that the selection process has resulted in the most able doctors being appointed.  A considerable amount of chaos remains about the permanence of posts trainees have been appointed to. This has led to a considerable disruption to the quality of the training we have been able to provide. During the February to August period this year we were unable to run an academic programme as trainees were too unavailable on account of the interview process. 

The effects of the process on the trainees have been most evident in the Balint group. In two Balint Groups during that period the trainees were too angry over the MTAS process to be able to do the work of the group. Subsequent to the appointment to posts trainees had to deal with either having been appointed to posts when their friends and colleagues were not or not getting jobs themselves and seeing others appointed. This led to a fracturing of the group in a way which was painful to watch. Both permanent staff and patients were envied by trainees for the stability of their position. Attendance at the Balint group since August 2007has been the poorest it has been. Trainees who have been appointed to ST 1-6 posts attend well and appear to be of a good standard. FTSTA trainees with less job certainty are in a more unsettled position. Some trainees have been appointed to three month posts being told about extensions to their contracts on a daily basis. Not surprisingly it has been difficult for these trainees to settle into their training commitments.  This has substantially effected the ability of the trainees to cohere as a group, notably they tend to address the group convenor rather than each other.

Another consequence has been that it has been difficult to allocate psychotherapy patients as it has not been possible to know whether trainees will be able to see their work through leading to a considerable disruption of their training experience. Trainees have had to locate to different parts of the country leaving their families behind. 

This contribution has been anonymized to protect the confidentiality of the trainees.

From the Editor.

At a time when we have to get to grips with such major changes in our work and the environment in which we practice and see threats to funding of services taking such a toll on colleagues and on national services we have been giving some thought to how the newsletter could best be used. 

We are anticipating producing three issues each year, in summer following the faculty meeting, in autumn and spring. In the summer newsletter Chris Mace set out our plan to write in depth articles on a number of topics.

There are a number of changes of policy and practice nationally, likely to have an impact upon us all, which we would benefit from being better informed about in particular with respect to how they are likely to impinge upon our work and how we can best place ourselves to advantage in relation to them. 

Subjects in this category include:


Improving Access to Psychological Therapies

Payment by Results


Revalidation and recertification


New ways of working


New IT systems and confidentiality in the NHS

I am looking for willing volunteers to write an article on each of these subjects to be published in the newsletter over the coming year. This would involve researching the subject, including finding out whether there are ways that these systems are set up which mitigate against psychotherapy services, thinking through your view of how faculty members might deal with this issue and presenting a view for discussion. I am also looking for other subjects which you think deserve this sort of consideration. 

In addition there will be information on practical matters in relation to service development, training, research and any specific issues you think would be of interest. 

The Faculty is being restructured with the development of working groups with briefs relating to ‘Member support’, ‘Service innovation and policy’, ‘Evidence and research’ and ‘Public and professional education’. The working groups will be invited to contribute to the newsletter.

I would also welcome correspondence opinions and responses to the content of this letter. I will try to find a way to make this a basis of a debate between us on how to tackle issues which need our urgent consideration. 

For example, following on from Kevin Healey’s and Jan Birtle’s articles I am intending to put together contributions from the PD pilots in the next issue with particular reference to findings from outcome studies, what has been learned from experience in setting them up and what is likely to be taken forward in the development of local services. This might provide a context within which to consider the questions raised about the future role of national centres. If you have any contributions relating to the PD Pilots or any views or experiences of working with commissioners please let me know. Please email me to volunteer to publish an article or can think of one which needs investigation or if you would like a particular issue covered.  
Susan Mizen susan.mizen@devonptnrs.nhs.uk 

Adopt-a-Book

An opportunity to contribute towards the history of psychiatry and the College.

The Adopt-a-Book scheme of the Royal College of Psychiatrists was launched at the 2007 Annual Conference in Edinburgh.

The scheme is aimed at raising funds for the conservation and repair of the College’s antiquarian book collection. The collection consists of rare books dating as far back as the 15th century. It is an important source of information on the history of psychiatry, mental illness and learning disability. The collection also contains books written by notable authors such as Daniel Hack Tuke, Forbes Winslow, Henry Maudsley, John Connolly, Sigmund Freud, and many others.

The appeal for donations is directed at members and fellows of the College, and anyone who is interested in restoring and conserving the collection to a condition suitable for its use by researchers and historians, and in its preservation as part of our national heritage.

Since its launch in July, the scheme has received considerable support, mainly from members of the College. As a result several adopted books have now been sent to the conservator to be repaired. 

We would like to thank all those who have generously donated to the scheme so far, and look forward to your continued support.   

To obtain a full list of books to be adopted and a donation form, please go to www.rcpsych.ac.uk/college/archives/adopt-a-book.aspx or contact: 

              The Archivist

              Royal College of Psychiatrists

              17 Belgrave Square

              London

              SW1X 8PG

              Tel: 020 7235 2351

              E-mail: archives@rcpsych.ac.uk
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