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If you are tempted to put this down, read on! You may well be one of the 3,000-plus faculty members who have not attended one of our faculty meetings recently! If so, and even if the charms of Venice didn’t tempt you earlier this year, I hope you will look immediately at the flier for our 2009 conference days at Imperial College, London. On April 24th, we have lined up a full day of presentations and workshops, with a concluding address from our President Dinesh Bhugra, that has much to offer psychiatrists from every  speciality. Do make your application early (we can increase the size of the event as necessary, but not once we get into next year). While the focus on April 24th is very much on practical skills, the first day’s programme on the 23rd offers a masterclass in challenges facing providers of psychological therapies within the NHS. Even if you are not currently responsible for a service yourself, the speakers on that day should provide much topical information and advice. If you are coming on the 24th only, please don’t overlook the AGM and dinner on the 23rd.     

The centrality of psychotherapy in modern psychiatric practice has been recognised in the College’s ongoing FAIR DEAL campaign (‘A’ in deal is for ‘availability of psychological therapies’). We shall have an opportunity to develop a project within the programme through next year to address the needs of a group whose needs remain neglected, despite other initiatives such as Improving Access to Psychological Therapies. A leading candidate for this campaign is people staying in hospitals of all kinds. The executive will be finalising proposals and plans at the start of the New Year but are open to suggestions. If you would like to comment on the aims or shape of our contribution to FAIR DEAL, please email your ideas (heading your message ‘Psychotherapy Fair Deal’) to gsmith@rcpsych.ac.uk before Christmas.    

Already, it seems that no reminder is redundant that, from 2010, all trainees will need to have met agreed requirements for psychotherapy training by the time they apply to take part II of MRCPsych. This means that training schemes and trusts will need to be ensuring adequate arrangements are in place during the current year. To assist them, and local psychotherapy tutors, the faculty has recommended that a co-ordinating tutor is appointed within each School of Psychiatry. We shall endeavour to provide a full listing of the co-ordinating tutors in the next edition of the Newsletter. 

During the recent national financial turmoil, a recurrent complaint has been that those in charge didn’t repair the roof while the sun was shining. A psychiatric equivalent of this concerns psychotherapy. During the last decade of unprecedented expansion of the psychiatric workforce, medical psychotherapy has failed to keep pace. We are suddenly waking up to a world in which medical psychotherapists account for less than half the proportion of consultant psychiatrists than they did in the early 1990s. The difficulty in replenishing this workforce is dual: a lack of applicants for many posts when these are advertised, as well as a shortage of posts in other areas. The first can probably only be addressed by redistribution of training posts, but this can be compromised by a local lack of qualified trainers and other resources. The selective lack of posts for trainees to move into can reflect under appreciation of what medical psychotherapy contributes to mental health services. It is an issue that the executive will continue to address, as New Ways of Working prompts all psychiatrists to review their professional identity. However, as in other specialties, post creation and recruitment will always depend upon the active efforts of colleagues, especially those in managerial positions.      

This situation is a highly paradoxical one. Provision of psychological therapies in primary care is improving by the month – on a much more equitable basis than in the past. Although there are considerable tensions to be resolved, this development seems to be helping non-medical psychotherapists to regroup into a profession that is more unified and that will have a far clearer place within the NHS. Yet patients with relatively complex clinical needs, who would benefit from combined psychiatric and psychotherapeutic assessment and care, risk being neglected in comparison with individuals presenting with common and less severe problems. Medical psychotherapists already offer the combination of those skills (as well as the reassurance of statutory regulation and sheer efficiency), but needs and supply seem far from being matched. To improve the situation, psychotherapy specialists and their colleagues alike probably need to be ensuring their role is distinctive, clear and fully recognised by service commissioners.  Again, this is an issue on which I’d welcome comments on behalf of the executive. We plan to issue an updated description of the specialty of medical psychotherapy that would be strengthened by the contributions and support of psychiatrists working in other areas. If we do not do so, and prevent further leakage, mental health services and training could be irreparably weakened.   

As for the executive itself, it has been replenished by the arrival of Drs Jan Birtle, Mark Evans, James Johnston, Ian Kerr, David Kingdon and Jale Punter as newly elected members. The incoming chair of the BABCP’s medical group, Ben Wright, should also be joining us as a co-opted member. You therefore have a potentially formidable team, who are increasingly involved with the many national initiatives taking place in UK psychotherapy beyond our College, working on your behalf. We shall look forward to talking with as many of you as possible at the Imperial meetings.    

Commissioning and Psychological Therapies
There follows a series of articles about current policies which influence the decision making of commissioners of Psychological Therapies and the implications of these policies for us as providers of psychological therapies.

Susan Mizen (Editor)

IAPT
Implications of the Improving Access to Psychological Therapy project: why has psychotherapy been on the edge of the village?
David Crossley

Consultant Psychiatrist in Psychotherapy

The English Improving Access to Psychological Therapy (IAPT) project is something of a commissioning revolution and is probably the largest single investment in psychological therapy the NHS has ever had.  It’s not intended to be a dollop of cash that will top up fit-for-purpose, but under-funded services.  It intends to have far-reaching but no doubt unsettling effects.  It will commission new services but also reshape old ones. It will shape up workforce planning and training agendas.  Closely linked to the New Ways of Working and Skills for Health reforms, it will be yet another move away from assuming roles can be defined by traditional professional labels towards the idea that roles are to be defined as aggregated competencies and skills.

This article doesn’t provide an update of the English IAPT (go to www.iapt.nhs.uk) but will sketch out some challenges IAPT makes for secondary/tertiary care such as the relationship with NICE, how to give a plausible systemic account for the work and what the implications are for the future of consultant psychiatrists in psychotherapy.

The IAPT project has, as it were, many parents.  Evidence based practice is one of them. Decades of outcome research have been given institutional authority through NICE guidance. Evidence based practice is (almost) an unimpeachable ideal and, lets face it, any investment in publicly funded therapy is going to be founded on its principles. The implications for NHS psychotherapy are worth noting: diagnostically framed guidance will affect service structure (the stepped care model) and it will privilege measurable outcome over process (or anything else that isn’t measured) The NICE guidance reviews high quality pedigree outcome studies largely focused on measures of symptomatic improvement.  Within this essentially technological paradigm psychotherapies (particularly CBT) have been shown to reduce mental distress. But that’s not all therapies do.  Psychotherapies, in a way that drug-based therapies don’t, offer frameworks of meaning that enable recipients of care to achieve a sense of felt understanding. This is true of a good CBT conceptualisation as much as a dynamic formulation. This aspect of psychotherapy is greatly valued by clients, but largely goes unmeasured. As such, it is largely off the NICE radar.  So a good deal of what psychotherapy does is currently at risk of being out of the NICE political agenda.

For 12 years or so the Department of Health has given official endorsements for the NHS to provide psychotherapies. Our former President set the College a sort of essay title to be answered by a scoping group: “What is the Place of Psychological Therapy in Psychiatry?”. It would be disappointing if the result (College Report 151) was simply a reaffirmation of best intentions that, with hindsight, turned out to be an obituary. The pressing question is, if everyone has thought for 12 years that psychological therapies ought to be an integral part of psychiatry, why hasn’t it happened yet?

Professor Turpin (who co-chairs the IAPT Workforce Group project) offers a number of reasons why the NHS has not been previously very accommodating. He points out that talking treatments are awash with multi-professional conflicts, inadequate training, and poor accreditation processes.  I want to flag up a couple of other reasons. First, there has been a collective failure to develop a trans-professional containing theoretical framework for mental health (although a BPS Working Party have recently championed attachment theory as a good candidate).  A second comparatively unexplored issue is that there are irreducible value tensions at work.  The mental health system in theory values safe practice. This has gained systemic expression.  The system values transparency, open process, explicit procedure. This approach safeguards the care process.  It promotes virtues of reliability and at an organisational level, goal-oriented activity.  At a therapeutic level its out working can be seen in protocol driven care processes (e.g. nurse prescribing).  At a human resources level, its out working can be seen in the drive towards competency and skills based role development (e.g. Agenda for Change and the IAPT project).  At a training level, similar processes ensue: the apprenticeship model is dead, standardised assessments are here to stay.   

What has this to do with the difficulties in embedding psychotherapy in the NHS?  Perhaps we’ve failed to articulate core characteristics about what we do: we enable others to notice themselves.  This is not all we do, but funnily enough, at a systemic level, we seem to go a bit unnoticed ourselves (until the arrival of the IAPT programme).  Another way of putting this is that what psychotherapists have in common is the creation of reflective spaces, enabling patients or groups or even whole systems to observe themselves from a more reasonable, useful and possibly more compassionate perspective.  Reflective spaces require semi-permeable boundaries in which the observer takes both an engaged and disengaged position. In some ways the observers have to separate themselves from what is observed. The act of observation, tooled up by whatever psychotherapy theory (from thought records to transference interpretations), is in some ways achieved by separateness.  This is ultimately given systemic expression in privileging the privacy of the psychotherapeutic relationship.  Since this is the case, it sets up a tension between the hosting organisation’s desire for making procedure explicit (they want to know what’s going on, reduce risk, keep things safe), and the therapeutic desire of clinician and client for change and growth which requires a separated boundary, a protected confessional space.  

Recent debates about the confidential status of process notes or the devaluation of supervision time are testimony to this value tension.  

What might all these observations imply?
1.  We need to see where consultants in psychotherapy fit in to the Stepped

Care model.  This means coming up with some better working definitions of complexity (as we are likely to be working near the top).  My hunch is that this should include diagnostic complexity (chronicity, symptom intensity, multiple diagnoses) and relational complexity (trauma and attachment histories, complex service usage, etc).

2.  We need to take some leadership in mental health therapeutics, given the      Stepped Care model.  This may mean, given the breadth of our training and seniority of position, some vertical integration of these steps, possibly through the development of diagnostic clinical networks across services (or so called integrated care pathways). This doesn’t necessarily mean setting up new teams but new forms of oversight to the clinical governance of therapeutic issues across stepped care for a diagnostic area (e.g. eating disorders, personality disorders)

We need to consider what “therapeutics” means.  Everybody likes it, but nobody can quite say what it is.  Psychopharmacology is a form of therapeutics.  Whatever containing theoretical framework is adopted, it has to give a vision of what a mind-minded organisation mental health service should be and be able to safeguard the developmental perspective in mental health care.  This should have repercussions for both training (we don’t simply fill trainees up with competencies and skills, but help their formation as professionals) and treatment (especially personality disorder)   

3) We need to offer leadership in the task of making the NHS role review processes (Agenda for Change, New Ways of Working, and Skills for Health) more psychologically minded..  We need to give shape to the NICE agenda via a more values based practice approach by helpfully questioning the “technological” paradigm (the outcome might actually be part of the process).  

4) But ultimately, psychotherapy is inevitably going to be on the edge of the village because it tries to create a reflective space.  We represent something for the system and will have something of a marginalised role.  This means working at the boundaries, not being too easily accommodated within technological terms of reference (the metaphor of therapy as intervention), yet informing the IAPT agendas without being precious, elitist or defensive.  

‘Beyond Local services:  Commissioning and Providing Services for People with Complex and Severe Personality Disorders’

Jan Birtle

Diana Menzies 

Kevin Healy

October 2008
This document was the result of a focused piece of work from the National Commissioning Group (NCG) following the rejection of the case from the Henderson, Main House and the Cassel for national commissioning of their Specialised Tier 4 PD Services in January 2008.  NCG however asked for a review of the commissioning of this level of care to be carried out The terms of reference for this work were agreed and a working group convened.  The working group met twice in April and in June and produced the above document.

The report defines the condition termed ‘severe and complex PD’.  It outlines how the clinical needs of populations with this disorder can be best served.  It recommends that a comprehensive health needs assessment be carried out as a matter of urgency.  Once this is available, planning at Specialised Commissioning Group (SCG) level or at Supra SCG level for delivery of appropriate services will need to be developed collaboratively between Health, Social Care and Justice Agencies.

The report specifically recommends that relevant SCGs aim to secure the retention of expert experienced staff in the field of complex and severe personality disorders to manage the shift to appropriate “new” Tier 4 PD Service provision in line with the report.  

In our view the principles outlined in the report are not very far from those currently in use at Main House and the Cassel. Unfortunately it looks as though this report and the interest in retaining Tier 4 PD expertise may have come too late for the Henderson as a service and for many of its expert and experienced staff. While there is some confusion in the writing style of the report in that it is often written from within the framework of provision of Tiers 1 to 3 PD services and not from the perspective of ‘Beyond Local Services’ as suggested in the title, there is much to commend in the report.

Suggestions for the roles of non local services are clearly laid out, as are the needs of the group of patients requiring Tier 4 PD services.  There are helpful suggestions about the structures required in any “new” Tier 4 PD service, which look not unlike the current “old” arrangements.  The appendices in the report are particularly rich in information and ideas about the PD Spectrum, about the functions and features of a Tier 4 Service, about referral and service requirements, and about key principles for good practice.

We suggest that you each have a good read of this document   http://www.ncg.nhs.uk/documents/pd_beyond_local_services-final_report_of_the_severe_pd_working_group-July_2008.pdf and quote it loudly in arguing for resources to meet the needs of your PD population. It provides the underpinning for the work of the Consultation Advisory Group advising on the Development of the Consultation on the Need for and Provision of Tier 4 PD Services by 62 Primary Care Trusts in the South East of England that currently is being undertaken as a result of the furore caused by Henderson patients and staff following the (temporary) closure of the Henderson.  A write up of this particular consultation will be available for the next Newsletter.

PAYMENT BY RESULTS: THE IMPLICATIONS FOR PSYCHOLOGICAL THERAPIES

Dr Mike Hobbs

Consultant Psychiatrist in Psychotherapy, Medical Director 

Oxfordshire and Buckinghamshire Mental Health NHS Foundation Trust

Introduction 

Payment by Results (PbR) is a ‘pricing and payment’ system designed to ensure clear and transparent funding of health service provision, by which ‘money follows patients’. The system introduced to the acute sector in 2003 is not suitable for mental health service funding, for it is driven largely by bed day usage. Furthermore it does not achieve payment by results: it is really payment by activity, obliging PCTs to pay extra for clinical activity (eg surgical operations) above contracted numbers, to the repeated financial detriment of services which do not have PbR.

The final report of the NHS Next Stage Review ‘High Quality Care for All’ (DoH June 2008, para 4.23) commits to the introduction from 2010/11 of a pricing and payment system for mental health services for working age adults and older people which will allow comparative benchmarking, support enhanced commissioning, incentivise service providers, and drive improvements in the quality of care. PbR for child and adolescent, learning disability, and forensic mental health services will follow at an unspecified time.

The government is pursuing the twin agendas of plurality of service provider and patient choice, with the prospect soon of personalised budgets, and even direct payments to patients so that they can pay their treatment provider directly. This will open up competition between providers. 

Definitions

Currencies = units of care for which payments are made.

Tariffs = the prices set for specific units of currency.

Best practice overlay = to drive up the quality of health care, it is intended quality will be reflected in the payment system: a proportion of the tariff will be withheld unless improved outcomes can be demonstrated (HQCfA para 3.41). 
A Commissioning for Quality and Innovation scheme (CQuIn) will be developed nationally, linking with regional Quality Observatories.
Outcome measures = measures by which the outcome and quality of specific interventions may be assessed. Engagement of service users and carers in the definition of meaningful outcome measures, and the routine use of patient reported outcome measures (PROMs) will be now required.

Methodology

The Care Pathway and Package Programme is the approach to currency definition, developed by mental health trusts in Yorkshire and NE England, which the DoH has adopted initially for mental health PbR (Self, Painter & Davis, 2008). This has been developed from HoNOS, and defines 21 clusters of patient presentation / need which are based on the types and severity of symptoms, and the complexity and chronicity of the disorder. There are 7 clusters of direct relevance to psychological therapy services, and a number of others relevant to psychological therapists in general mental health, early intervention for psychosis and substance misuse services. 
The former are: 

1. common mental health problems (anxiety, depression etc):
a. low severity

b. low severity with greater need 
2. non-psychotic disorders (anxiety, depression etc): 
a. moderate severity

b. severe
3. non-psychotic disorders: very severe
4a. non-psychotic disorders of overvalued ideas (eg OCD, severe eating disorders, PTSD)

5. non-psychotic chaotic & challenging disorders (eg emotionally unstable personality disorder)
Clusters 1 and 2 are typically treated by stepped care primary (IAPT steps 1 & 2) and secondary (IAPT step 3) psychological therapy services respectively; and cluster 5 by (IAPT step 4) complex needs / personality disorder services.

In associated papers, Self et al set out a clinical decision support tool which is designed to help clinicians, on the basis of a comprehensive assessment, assign patients to the most appropriate cluster. This defines the care package required, drawn from evidence-based (NICE) guidelines wherever possible, setting out the setting and components of treatment, their duration, and the staff and resources required to deliver them.  Psychological therapies mentioned specifically include CBT, DBT, CAT, psychodynamic therapies, group therapies and family therapies. Consultant level practitioners have defined roles in assessment, medication, psychological therapies and monitoring progress.

Implementation

Implementation of PbR for mental health services requires adoption by all mental health providers of a common currency (the CPPP), benchmarking comparisons between services, and agreement of a tariff for each treatment package. Long term treatment will be possible for some clusters, but will require review and renegotiation of cluster and payment at prescribed intervals.

Implications for psychological therapy services

1.Under the PbR system treatment will be commissioned in finite packages, so psychological therapy services will need to be organised to deliver treatment on this basis. 
2.This will necessitate initial assessment and (where appropriate, as for cluster 3 or 5) review at prescribed intervals in accordance with the CPPP, allocation of patients to clusters, and the delivery of agreed models of treatment for a specified number of sessions. Most services have moved towards this organisation in recent years.
3. An urgent need is to identify and agree outcome measures which will be used nationally for determining the effectiveness of therapy and for justifying the ‘best practice overlay’ supplement. Service users and possibly carers will need to be involved in the definition of PROMs.
4.  Accurate, comprehensive and contemporaneous data submission, for which psychological therapists have not always been noted, will be essential in order to ‘invoice’ commissioning authorities.
5. Patient choice will lead more frequently to informed requests for treatments, particularly evidence-based therapies, for which not all service providers are equipped.
6. There will be growing emphasis on the provision of evidence-based models of treatment, underpinned by manualisation of techniques, for which training programmes will be needed.
7. Competition between service providers will be particularly challenging for psychological therapy services, which provide discrete packages of care which often can be delivered in settings isolated from general mental health services. It is evident already that private and voluntary sector organisations, as well as neighbouring NHS Foundation Trusts, will bid to provide services.

Conclusions

With the introduction of PbR, mental health services in general and psychological therapy services in particular, face significant opportunities in terms of commissioning but unprecedented challenges in terms of service organisation, professional development, and inter-organisational competition. The Royal College of Psychiatrists’ Psychotherapy Faculty has an important role in preparing all medical psychotherapists, and the services in which they work, for this challenge.
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National Treatment Centres and emerging local services for people with Personality Disorder: Surviving in a shifting market place. 

Subsequent discussion

Feedback from John Stevens re Henderson Consultation.
Dr John Stevens  MB BS MRCPsych 

	JOHN STEVENS
Henderson Hospital

2 Homeland Drive
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	Tel: 020 8661 1611
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Debate on PD Services

Sue Mizen welcomed the various articles on personality disorder services in the Summer Newsletter in the hope that the differing contributions might trigger debate amongst us as psychotherapists as to the best way forward in developing personality disorder services.

At a recent Personality Disorder Policy Implementation Group meeting at the CSIP London Development Centre I observed major anxieties in some colleagues working within the National PD Pilots about threats to ongoing commissioning of their services.  These services had been heralded as new and innovative in the very recent past and had been extensively and favourably evaluated over the past three years.  At the same time colleagues from across London were talking about some exciting developments of, and investment in, local PD services by local commissioners.  They were speaking about the development of new services that had arisen from a desire to meet the identified needs of the local PD population.  I perceived this as very ironic.  It appeared as if the National PD Pilots were now taking a place alongside the National Tier 4 PD Residential Services, whose recent fate had been largely determined by the changing ideas about preferred local delivery of personality disorder services, exemplified by the existence of the very same pilots.  

It appeared to me that any service perceived by commissioners as driven by a top down mechanism within the NHS, as opposed to one that had evolved naturally as a result of a desire to meet local need, may well end up in a position of financial threat.  It is logical that services will have greater viability, support and energy if developed by local champions and local commissioners on the basis of local needs.  It may be important for professionals and service users involved to feel they have a free choice in these developments, and are not dealing with something imposed from above.  The issue of having something imposed from above may be a particularly difficult one for our personality disordered patients because of their earlier life experiences of control, and of forced traumas.  ‘Collective PD patient transferences’ may lead also to ‘collective counter transference’ amongst clinical and commissioning professionals. Such professionals may not then want to provide or commission PD services that they feel have been imposed from above.  Fortunately, neither proving nor disproving this hypothesis, it appears that the threat to ongoing commissioning of these pilot services has not materialised in this financial year.

However, it may be helpful to be aware of some collective and institutional counter-transference issues when considering the current fate of many of our PD services as outlined in the Summer Newsletter.  We read about the sad demise of the Henderson Hospital, an institution that has served very many patients very well throughout its existence.  I know at the Cassel, a very similar residential TC, that at times we have been very resistant to making changes to our clinical model and therapeutic programmes in order to move with the times.  I suspect this dynamic is fuelled by our work with severe and complex personality disordered patients whose difficulties are characterised by rigidity and inflexibility in their approaches to life. I suggest a similar dynamic may affect other residential services working with this client group.  As a result the Henderson TC staff may have appeared in recent years to be less flexible and less open to change than may have been the case earlier in the course of the Henderson’s existence as a TC.  While the actual decision to (attempt to) close the Henderson was made by the board of SWLSG Mental Health Trust I think it is helpful for those of us still working in similar services to reflect on how we must relate, and be seen to relate, to senior management and to commissioners of our services in order to survive and develop.  It would be helpful to hear from colleagues from the Henderson, with the aid of hindsight, what they might have done differently over recent or less recent years to protect and strengthen their clinical services. 

Rex Haigh wrote a helpful overview of the national PD scene, focussing on the development of nationally accredited PD trainings.  He noted the development of NICE Guidelines on personality disorder which may be very helpful for us to use to gain support in the development of our services.  Steve Pearce contributed a particularly impressive description of the service he and others have created and developed in Oxfordshire.  The service he described is local, dynamic, well evaluated and well integrated across various health and social care sectors in the public and voluntary spheres.  To risk being more contentious though, in true debating style, I wonder if Steve really does believe that “there is a need for residential facilities for patients whose local situation is a significant part of their problems or for whom undertaking intensive therapy increases risk to themselves or others which can be better contained in a residential setting”. I would like to ask Steve if Oxfordshire does actually refer patients to any such residential facilities outside the county, or whether as in some other areas, you are developing some back up beds locally to attempt to deal with this client group.

Maria O’Kane wrote of developments in Northern Ireland, and of the recognition of a need for a funded specialist personality disorder service which is due to be fully operational by April 2012.  It is interesting to note what Maria and some her colleagues have been doing clinically and politically in Northern Ireland to achieve this position.  Tier 4 residential PD services in the United Kingdom have received increasing numbers of referrals of individuals from Northern Ireland.  Those referred gain enormously clinically, but they also serve another purpose in that they tie up monies that can be clearly identified as being spent on personality disordered individuals and over time can be redirected into developing local PD services.  Perhaps other regions may wish to take a similar pragmatic approach to development of PD Services in their own areas. 

Sue Mizen’s article describes a systematic approach to working alongside commissioners in addressing their needs and the strains on their budgets.  I have seen Sue do this effectively while working in West London Mental Health Trust to develop a Psychotherapy Service for Hammersmith and Fulham.   I am pleased to hear and to read about the similar approach she is taking to get alongside her local commissioners in Devon.  Sue’s challenge to the National PD Residential Services is to provide a “Psychotherapy Intensive Transition Service” that will enable individuals to move from positions of stuck ness to a position where they can begin to consider using appropriate psychological interventions to move on in building lives and relationships for themselves outside of hospital settings.

As a way of concluding I want to update you on the progress on Tier 4 PD Service Developments, at least in the South East of England.  Because of the threat to close the Henderson Hospital a public consultation is now underway in the four regions in the South East of England served by the Henderson and the Cassel.  These regions are London region, East of England region, South Central region and South East region.  Specialist commissioning leads from each region are meeting with Cassel and Henderson providers, Experts by Experience, and other experts by training to advise on the process and content of the consultation.  The consultation will go on until April, 2009 and will recommend how Tier 4 services for personality disordered individuals need to evolve to remain relevant to local need.  In the meantime, the Cassel Service for children and families, young people and adults continues on the basis of cost per case commissioning.  The Henderson service continues as a very small core team with the remainder of the expertise redeployed into other services within Southwest London and St Georges Mental Health Trust.  There may yet be a number of further surprises in this complicated process.  I hope that all readers of this Newsletter will avail of the opportunity to add your voice to the consultation, and to further engage in the debate about the development of PD Services that has now been triggered.

Kevin Healy

Clinical Director, Cassel Service

Kevin.Healy@wlmht.nhs.uk
020 8483 2922 (direct line to Jenny, my PA)

07973 417530 (mobile)

August, 2008

Training

The Royal College has now officially approved the new training regulations for St 1-3 years. The relevant information can be found at http://www.rcpsych.ac.uk/training/curriculum/psychotherapycurriculum.aspx 
Chess Denman

Chair of FFEC

Note from the Editor
We live in difficult times in which there may be a danger of competition and division between us as a profession over the question of where to place ourselves in the commissioning environment we inhabit. I hope that members of the faculty will feel free to continue to contribute their opinions on this important subject. We are anticipating a discussion at our strategy day in January 2009 about redefining our role as consultant psychotherapists in order to secure our place in the services which are in a process of radical change. Any thoughts arising from these articles would be received with interest either by myself for publication in future newsletters or by any member of the Faculty Executive. 

The next issue of the newsletter is going to address issues of consent capacity and the new mental health Bill and the ways in which these impinge upon our practice. 

Dr Susan Mizen (Editor)

susanmizen@nhs.net

