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It has seemed that the message in the last newsletter, if it was read at all, found rather unreceptive eyes. This one aims to be brief, but it will try and share two things I don’t think anyone concerned about psychotherapy in psychiatry can ignore. One concerns the state of our wider profession. The other is about training.    

Subscribers to the faculty’s electronic discussion list will know it has been common (and often cathartic) for prophesies of the imminent extinction of medical psychotherapy to be aired there. Recently, the sensation of peering into an abyss seems to be shared increasingly by colleagues throughout psychiatry.  (Perhaps it’s no accident that one area where Freud and many of his greatest detractors agree concerns the relative objectivity of pessimism.) Attempts to cope with this pervasive unease are widely evident, whether in the reassertion of medical values by prominent correspondents to the yellow journal, or in distrust of New Ways of Working as an initiative that can be perceived as having weakened rather than enhanced psychiatrists’ roles. Other grounds for insecurity might include plummeting recruitment from UK medical schools (ie. the students we teach but don’t reach); challenges to psychiatric specialisation as discriminatory; and the apparent readiness of other professions to claim psychiatrists’ skills as their own.  They mean that, beyond the many well-rehearsed factors that already make psychiatry a challenging profession to pursue, threats to identity and survival anxieties are also surfacing that have not been so widely felt before.  

Much also remains for optimists to seize upon. When consultant posts are advertised, competition for them has grown.  And despite the almost fatal wounds sustained by the postgraduate training system, it is looking like it may be fit for purpose again soon, even if scars will continue to be borne by many capable ex-trainees and their families. In situations where a glass is less than full, a choice is always available between whether it is half-full or half-empty. The key to our own perceptions of the state of psychiatry must remain in our own hands, both individually and collectively. I wouldn’t want to minimise the significance of that freedom. However, there is something else on which psychiatry’s future depends that goes beyond self-perception. That something is its image in the minds of others. 

Three aspects to others’ perceptions of psychiatry seem likely to be key. First, what we do has to be seen as relevant. Our government is going to be dealing with mental pain on a large scale as the current economic reversal leads to increases in demand for services and avoidable deaths. It may be important to be seen to be part of the response. A second is that what we do is felt to be interesting, particularly by people who are candidates to become future psychiatrists. Recent changes in our College’s public description of its work have played down any responsibility for psychiatry’s rich intellectual base. Work probably remains to be done before this problem is adequately acknowledged, let alone addressed. The third aspect is that we are known to be approachable. Psychiatrists need to be recognised as motivated by their interest in people, and as emotionally equipped to understand and respond to them. Until very recently, the actual postgraduate training of many UK psychiatrists has not provided the kind of formative professional experiences that foster this, in spite of many guidelines. Now, the core curriculum for all psychiatric training that PMETB has endorsed should ensure that these are central to all trainees’ experience. Like the previous two aspects, it’s something where the faculty strives to make a difference. 

Which brings us to training. Amid shifting advice, a good deal of confusion persists about what current trainees need to do during basic training. The ultimate responsibility for delivery of training rests with the heads of the schools of psychiatry. They are working increasingly closely with the College to resolve how trainees’ work in case discussion groups and in clinical supervision with patients they work with therapeutically can be assessed within the ARCP process. Trainees and trainers should continue to work with the tools that have been provided on the College website, ie. the comprehensive guidance to be found at: http://www.rcpsych.ac.uk/training/curriculum/psychotherapycurriculum.aspx
for which we are all in Chess Denman’s debt. If this advice needs to change in the light of discussions with the schools, there would be details in a future newsletter. One further clarification may help. There is now no expectation that trainees would have to present a psychotherapy ACE as part of the MRCPsych entry requirements during 2009. However, ARCP requirements will always have to be met prior to examination entry. At present the surest way of satisfying these will be by ensuring the above advice about psychotherapy training experiences and assessment has been followed and the evidence of progress it leads to is available for ARCPs. Candidates should also be advised that the psychotherapy content of the membership examination is likely to increase

The 2007 Mental Health Act, Psychotherapy and Personality Disorder
Introduction 
Since November 2008 when the New Mental Health Act was implemented it has been possible for people with a diagnosis of personality disorder to be detained under the act as inpatients or in the community. Psychotherapy departments and Personality Disorder Services may be seen, from the legal view point, as providing appropriate treatment. This is likely to have implications for clinical practice and possibly will be another driver for the development of services, so is this development to be welcomed or not? There follow four articles considering this development from an ethical perspective (Gwen Adshead) from an internal world perspective from myself with thanks to David Bell, From Mark Morris with his perspective having been the medical director of Grendon Underwood and now a private sector secure provision for personality disordered offenders and from Rex Haigh considering the implication for Tier three and four services. 
Susan Mizen (Editor)

Mental health legislation and the treatment of personality disorder: An ethical perspective
Gwen Adshead

The Government amended the 1983 Mental Health Act in its 2007 Bill, and these amendments came into force in 2008. Although not quite the ‘root and branch’ reform that was originally proposed, nevertheless there are some significant changes that need consideration by psychotherapists; especially those who are dual trained and also work in general adult services. 

There are several changes that affect services for people with personality disorder. First, no distinction is made between personality disorder and other types of disorder, in terms of possible detention. Second, the decision to detain can only be taken if ‘appropriate treatment’ is available; and it must be really and practically available. ‘Appropriate treatment’ includes psychological therapies: specifically mentioned are cognitive therapy, behaviour therapy and counselling. ‘Appropriate’ also means that it fits the individual patient and their circumstances: The Code of Practice makes clear that a decision about ‘appropriate treatment’ could vary widely from patient to patient. Finally, for those patients who have been detained for treatment as inpatients, it is possible for them to have involuntary treatment in the community, under a Community Treatment Order (CTO).

One of the major drivers of the new legislation was the perception that psychiatric service users are a threat to others; especially those with personality disorders. The Government responded with a by now familiar ‘give with one hand, take away with the other’ strategy. The gift has been the recognition of the needs of those with personality disorder, and the expansion of services to meet those needs ( DH, 2003; Haigh 2007). The downside is that if people with personality disorders are no longer excluded from service provision, they must now also be included for consideration for detention for treatment if they present a risk to themselves and/or others.

Linking detention with treatment provision is respectful of the ethical principle of respect for justice, and the need to distinguish mental health law from public safety law. However, there is still an emphasis on risk management as a primary consideration which does nothing to reduce defensive practice. People can be detained on the basis of risk alone in an emergency, with no treatment plan. Theoretically, all patients with personality disorders who pose a risk to themselves can be detained under the Act, if there is treatment available (and presumably not, if not: which seems odd, in terms of medical ethics). Once detained, they can be treated in the community; although the Code of Practice emphasises that patients’ acceptance and compliance will be necessary. 

This raises the issue of what the compulsion part is for; and what we might think of it as psychotherapists. Compelling people into therapy doesn’t necessarily make treatment ineffective: there are many things that motivate us in life, and external pressures are among them. But, in relation to personality disorder, it seems clear from the available research that voluntariness and ownership of the therapeutic process leads to better outcomes. This is particularly so in relation to persistent self-harm, where we generally want such patients to value and protect themselves: not to act in such a way that they ‘get’ other people to act for them in terms of care and protection.

In relation to the treatment of people whose personality disorders make them behave antisocially to others, compulsion may be the only way to start engagement. But most of these patients will (as the Code of practice points out) have complex needs and treatment resistant conditions, which need specialist competencies and training. Psychiatric teams are going to have to acquire psychotherapeutic skills in communication, supervision and reflective practice; at a time when general psychiatric services are cutting back on long term interventions and psychotherapist posts are being axed. 
My biggest concern is that inexperienced and unsupported staff (especially non-medics) will end up being responsible for very demanding patients. I have no general problems with NWW, but I think the long and extensive training that psychiatrists have is essential when it comes to managing people with antisocial personality disorders.

Of course, we won’t have to detain people with personality disorders for treatment: the Act is still about giving professionals powers to act, not imposing a duty to do so in every circumstance where risk and mental disorder meet. In most cases, detention won’t increase access to therapies (and might reduce it); in most cases, detention itself is an inappropriate treatment for patients whose main problem is one of struggles with autonomy. I also imagine that in many city centres, the lack of beds will mean that there are no beds into which to detain people with personality disorders. This may be a relevant issue for those considering the provision of specialist personality disorder services at Tiers 4 and 5.

This legislation may be the price we pay for making it impossible for psychiatry to say, ‘That person with personality disorder’s not for admission; she’s untreatable’. But the profound philosophical difficulty is this; that all mental disorders impair autonomy, but personality disorders impair autonomy in a particularly complex interpersonal way. ‘Recovery’ from a personality disorder does not rely on a programme of admissions and intensive bursts of specialist therapies; but instead on an investment of attention and energy into care for the self, and engagement with others who can help. It is arguable that the most therapeutically effective intervention we have in these cases involves the patient’s autonomy; and taking it away may be short-term defence against anxiety but ultimately do more harm than good.

Containment in the face of compulsion.

Dr Susan Mizen with thanks to Dr David Bell. 

Psychodynamic therapy is for the most part practiced between two consenting adults. This, being the basis of the relationship, informs everything which takes place within it. If the patient projects a violating aspect of themselves into the therapist, the therapist, becoming identified with it may feel that everything they say or do is experienced as a violent intrusion by the patient. However, both parties know that the patient comes willingly for therapy hoping that, in the process both are engaged in, they will free themselves from the endless enactment of such relations. This may be complicated by problems with separation or the sexualization of the experience of violation but the therapist at least can proceed on the basis that, in fact he is doing no such thing and so can interpret what is taking place as belonging to the patient’s internal world. 

What of patients who are more troubled than this? For example those patients whose intolerance of the limitations of reality, of helplessness and separation result in the evacuation and projection of any desire and particularly the wish to survive into others. Such states of mind are commonly accompanied by attempts at suicide which cannot be managed on an outpatient basis, sometimes not even on a voluntary inpatient basis. It is these patients who are likely to be detained under the Mental Health Act and who may also have the potential to benefit from psychotherapy. And yet for these patients the very simple prerequisite for therapy, a patient who knows that they want the therapists help, is for periods of time entirely lost. 

It is surely the case that patients in such circumstances have brought something of their internal world, a claustrum, into their relationship with professionals so that it is enacted in a battle with staff for the patient’s survival behind the locked doors of the psychiatric ward. Why should this form of transference differ from any other in its potential to make the internal world available for therapeutic treatment in inpatient or outpatient settings under the new Mental Health Act? 

There are many aspects of treatment under these circumstances which deserve further thought. Does the element of compulsion alter the nature of the therapeutic relationship fundamentally so that the therapist is perpetrating a violation of the patient in reality which renders interpretation of violating aspects of the internal world no longer credible? Against this an argument could be made that the patient projects an aspect of themselves into the therapist or professional group on the understanding that they are caretakers of it until the patient is ready to entertain the wish to be alive for them selves again. In good faith the patient requires the therapist to recognize that this is a necessity for survival. 

David Bell at the faculty meeting in Venice last year presented his psychoanalytic reflections on Hannah Arendt’s ‘Elements of Totalitarianism’ which compared the socio-political observation of the elements which, when in collision, reach a critical point beyond which totalitarianism develops a momentum of its own. Arendt described how the potential for totalitarianism is hidden away within the normal, dehumanisation being brought about by expansions of scale and the potential for reversion to the primitive in large groups. Civilising structures contain destructiveness but are shockingly fragile. The totalitarian state does not make the law, it is the law, it defines what is true and false without recourse to evidence. All structures which support thought are wiped out as they threaten to limit omnipotence. Man is destroyed not only in the sense of the destruction of a cultural group which has been designated superfluous but in the sense that in becoming either the destroyer or the destroyed man as a moral being is destroyed also. In this way all participants lose their humanity. Arendt in common with psychoanalysis described the capacity to think in the form of dialogue as the hallmark of civilization. The replacement of thought by mindless administration in the form which enabled the efficient genocide of the holocaust she described as an example of the banality of evil. 

Psychoanalytic theory proposes that thinking requires the bringing together of objects in the mind and the linking of ideas with emotion. Bion proposes an oppositional diabolic force ‘- K’ an active process which opposes thought, separates thought from feeling, strips ideas of significance and attacks all meaning. It also wipes out the functions which make thinking and judging possible.  The depressive position brings full moral engagement with the world where concern for the truth is central. This is not a truth which can be constructed or possessed but is to be discovered. 

Is it not possible that through the potential for identification of therapy with the law under the act confusions may occur within the dynamics of teams working with people with severe personality disorder? That risk management and public protection and therapeutic work may not be kept distinct but conflated in a way which turns therapeutic process into a form of administrative process. Does the addition of compulsion push the staff team away from the work group towards the basic assumption group and lend itself to more primitive and dehumanising modes of functioning. I would argue that it would take a very robust model of working and structure to withstand such pressures.
What of the therapist working in an environment where patients are treated compulsorily? Will they find their capacity for thought under attack both from the patient’s internal world as well as from the culture or environment within which the therapy is taking place? Very careful thought may have to be given to the structures required in such a service to maintain the provision of a container for staff and patients if the therapeutic programme is not to degenerate into a totalitarian regime.

PD and the amended MHA: Perpetual treatment; preventative detention, or priceless opportunity. 

Mark Morris

After a decade of development of PD treatment, the pieces of the jigsaw are now all in place. There is a national service for dangerous DSPD patients requiring high secure care, a number of medium secure units available to a decent percentage of the population – and with other commissioners having to be aware of the issues; there are community PD treatment pilots on the one hand, and the clear focus for Trusts to conceptualise part of their psychological therapy provision as PD treatment on the other. Now there are the changes in the Mental Health Act. In this brief comment I shall argue that there are two dimensions to the change in treating PD patients with these structures now in place; firstly, the effects of the actual legislative change, but secondly and more importantly, the cultural and practice change built on both the PD policy developments and on the changes in criminal justice risk management arrangements over the past decade.

The changes in the MHA effectively only came into being in November 2008. As a jobbing consultant in a secure PD unit, the meaning of the changes will only become clear to me gradually as patients’ lawyers find angles to argue in tribunals and other hearings. It seems to me as a CCST psychotherapist working as an RMO (or rather an RC) in a forensic setting that the treatability clause for detention, recently dismantled, provided two important clutches in the clinical process engine. To have to demonstrate that a PD patient was treatable (defined as likely on the balance of probabilities to have their “condition alleviated” by treatment) enabled the psychiatrist to argue that the admission of particular people was inappropriate to their unit because the patient would not benefit. As part of a double intent, the psychiatrist might not have to accept clinical responsibility for a patient he or she would be quite confident would wreck the unit, or its staff.  The second clutch that the treatability test allowed exhausted staff and patients who had unsuccessfully struggled in treatment together to call it a day – on the grounds that a trial of treatment had led to few benefits, tilting the debate against the patient being treatable. The change from having to demonstrate treatability to having to argue firstly that a form of treatment is “appropriate” and secondly that it is “available” raises the bar much higher for the patient and their representative to argue that detention is inappropriate. 

In fact – within the detail of the Mental Health Act, its application and practice there still are many other clutches such that the tribunal or court process that detains patients will continue to deliberate and come to balanced decisions about how to proceed. The pedantry of legal diagnosis is reduced with the change to the “mental disorder” rubric from distinctions between mental illness and psychopathic disorder. There will be long debates about what is “appropriate” and “available” in terms of treatment, but the main focus will continue to be on the “nature” and “degree” of the problem; and on defining the grounds in terms of the nature of the risks and so on. 

I would argue that more important than the actual legislative changes are the cultural changes that have been brought about by three innovations consequent on the PD treatment developments over the last decade. These are the growth of the PD concept; prison psychiatric in-reach and MAPPA arrangements. Firstly, the awareness of PD as a concept has increasingly legitimised diagnosis following the “No longer A Diagnosis…” DoH paper. PD is now both a reason for people to have their “moments of madness” and is used as a defence in court, and a legitimate diagnosis developing the same currency as nosological entities such as schizophrenia or diabetes. Secondly the development of “prison in-reach” services mean that where formerly there was little integration between psychiatric carers and the inhabitants and staff of their local prisons, the prisons have now (compared to former resource available) been flooded with psychiatric expertise. Consequently, the prison diagnosis of the “poorly coping” prisoner has expanded into a panoply of DSM and ICD diagnoses that require care plans and follow up into the community following release. Thirdly, there is the development of MAPPA arrangements – local multidisciplinary teams chaired by probation and involving police, health, housing, social work and so on who review the management of risky people returning to the community, or who have come to attention. 

The effect of these three developments linking the formerly relatively separate arms of mental health and criminal justice risk management is the broad medicalisation of risk. People who were formerly dangerous and risky in the community increasingly are defined as having a mental disorder. And where there is “no formal mental illness”, there will be personality disorder. Many high risk people having paid their debt to society and looking to release have become “PD patients with unmet treatment needs” who are the responsibility of the local NHS commissioners to provide appropriate treatment for. 

It is from this source that the patients of greatest concern derive – particularly young men who have committed a serious offence in their mid teenage years, who in their late teens are coming to the end of a long sentence. Often highly psychopathic (hence the concern from the MAPPA) and with extensive histories of violence, the agencies are faced with a need to prevent the individual from being liberated. In the past, these young people, completely uninterested in treatment and with their youthful exuberance mitigating against any reflection or pause, would be able clearly to be identified as untreatable at that time; psychiatric admission would not have been contemplated, and instead, they would have been closely tracked by the criminal justice agencies until unfortunately committing a further offence leading to a further and usually longer period of institutionalisation. Now, some of them are transferred from prison at the end of their sentences, and once in hospital as the sentence ends, they are detained under a “notional Section 37.” Angry at anticipated freedom being snatched away from them, they continue to fight the system, exchanging the metal door of a prison cell for the much softer targets of nursing staff and peer patients. 

There is an alternative perspective – namely that this is an ideal time to be able to hold the young adult within a therapeutic context – help them to reflect on the choices made heretofore, and the fact that they have options going forward. For some, the opportunity is used such that they do reflect, and lives are changed. For others, this is not the case, and the experience of their first PD therapeutic relationship does not extend beyond being a further recapitulation of a default abusive position.
What difference will the new mental health act make to treatment of personality disorder?

Rex Haigh

There are ten prominent changes which the new MHA introduces:
1) ‘Mental disorder’ will be the target of the Act, rather than previous categories of ‘mental illness’, ‘psychopathy’ and others. This will unequivocally include personality disorder.
2) Criteria for detention will include availability of ‘appropriate medical treatment’. The much criticised ‘treatability clause’ has been abolished.
3) Professionals able to use the Act will include not only doctors and social workers, but others who have had the required training; ‘RMO’ and ‘ASW’ become obsolete.
4) Those with previously granted ‘next of kin’ rights will be changed to relatives, and these will be able to be challenged by the patient, and will include civil partnerships.
5) Supervised community treatment will be introduced. This is for a ‘small number’ of patients following detention, ‘to prevent a revolving door effect’.
6) There will be new safeguards on the prescription and use of ECT.
7) The period before a Mental Health Act review tribunal can be called is reduced.
8) Independent advocacy is a requirement for everybody treated under the Mental Health Act.
9) No under-18s can be admitted to adult wards 
10) In April 2009 deprivation of liberty safeguards will be introduced by amending the 2005 Mental Capacity Act 2005. 
So what does all this mean for people who are diagnosable with PD and need treatment? There are two answers to this, which seem contradictory – but actually might not be. The first is that the new Mental Health Act will be a bad thing for people who are diagnosable with PD, because they might be detained for ‘just being personality disordered’ if they are at risk of harming themselves or others. The second is that the Act will be a good thing for people who are diagnosable with PD, because it will make it a legal requirement of commissioners to provide suitable services – such as “tier 3” (local specialist services) and “tier 4” (regional or supra-regional specialist services) provision.

Take your pick! I hear the first answer mostly from patients who have a great deal of difficulty trusting any sort of service, and professionals who don’t trust anything the Government says. I hear the second one more from people who are managers and policy wonks. My own view is to be uncertain (as usual), but I am starting to wonder whether the diagnosis is really of much importance at all – as a diagnosis of PD never seemed to stop many of my patients being sectioned under the old Act. Then, perhaps, we should be using the Act to lobby commissioners for much better and more comprehensive services for the people who have been so badly let down in the past. Every district that doesn’t have a T3 service should have a procurement process for one, and every region that doesn’t have a T4 service should have a procurement process for one of them.

Ah, if pigs would fly...

Note from the Editor
I would be happy to include any comments or discussion of the articles in the newsletter in the next issue so feel free to email me at the address below. 

Dr Susan Mizen (Editor)

susanmizen@nhs.net

Is Psychotherapy Research asking the Wrong Questions?

How can psychotherapy thrive in an evidence-based NHS?

A Brief Report from the Summer Meeting of the Psychotherapy Trainee Faculty 2008.
Dr. Maria Turri

Dr. Anne-Marie Feeley

In deciding on a topic for our conference this year, we were very aware of the challenges faced by medical psychotherapists in today’s NHS, who must increasingly manage the tension between the need to develop and deliver evidence-based treatments on the one hand, versus our role as experts who can actively contribute to the debate about what constitutes a meaningful evidence base in psychotherapy on the other, and who wish to protect the breadth and richness of the whole range of psychotherapies currently on offer for the benefit of our patients.

We were hoping for a wide range of opinions from our panel of speakers, encompassing views from quantitative and qualitative research, in addition to new avenues of scientific exploration such as the neuropsychology of attachment.  

The meeting was held at Wadham College, Oxford, and for the first time we extended an invitation to all psychiatry trainees with an interest in psychotherapy to attend. This greatly enriched the experience for all of us, and it was really heartening to see the level of interest and psychotherapy expertise amongst psychiatry trainees. It also meant that those trainees who have been denied a training place in psychotherapy due to MMC could attend, meet with others in their position, and contribute.

We were delighted to have Professor Peter Hobson acting as both Chair and final speaker for the day.

Chess Denman kicked off with a lively challenge to the implicit assumption in our conference title that psychotherapy is under threat within the NHS. She made the point that in fact psychotherapy is recommended in every single NICE guideline but one – (that of rapid tranquillization!) although admittedly it is CBT that is predominantly mentioned due to its stronger evidence base. She also reminded us of the biases and prejudices we bring to our reading of the research literature (for example reading mainly studies that we know we will agree with, or ignoring/dismissing those that challenge our views) and made a plea for us to read the literature with open minds. In this way, we can use the literature not just to confirm our pre-existing beliefs, but to change our minds and alter our practice if the evidence is good.

Stirling Moorey started his talk with a brief exposition of the scope, advantages and limitations of the Randomised Controlled Trial (RCT). He presented an inspirational RCT which involved training palliative care nurses to use CBT for alleviating anxiety and depression in terminally ill patients. His talk gave us an insight into the amount of preparation, resources, and careful thought and planning required to conduct a high quality research trial in NHS settings. 

Aidan Lunt then gave us an insight into the use of qualitative research tools in a naturalistic setting. He began his talk by reminding us how genuinely exciting our area of study is, pushing as it is at one of the last frontiers of knowledge, that of the human mind. He then went on to discuss the use of outcome measures in real world settings and how such tools can be integrated into the therapeutic journeys of patients. He showed us research from his team who use CORE as a tool for measuring improvement following treatment in the Therapeutic Community. CORE results were fed back to patients, who found it helpful to have access to a measure of personal clinical progress and hence became motivated to participate in the research/audit process. 

Peter Hobson spoke next about the inevitable intersection between politics and policy within the NHS, and the need for clinicians who want to do meaningful research to understand the wider context within which psychotherapy research is produced and disseminated. For example, the current nosology of mental illness used by NICE, which increasingly dictates practice, is fundamentally organized around the medical model. Thus research which does not fit into this framework is likely be ignored by NICE and therefore fail to inform policy, to influence funding, or be integrated into the evidence base. He presented a very elegant study which found empirical support for the ability of psychodynamic concepts to explain the fundamentals of symptomatology in clinical populations, and noted the difficulty of getting such work recognized. He gave an inspiring impetus to continue such important research, even if it does not immediately find its place in the evidence base, as a means of expanding and challenging the dominant notions of how we describe and understand psychological distress.

Conclusions

It was clearly an exciting day. A discussion followed on from the speakers’ talks and the number of interesting contributions from the audience mirrored the richness of ideas of the talks we had heard. We also had a small but significant poster display, where delegates who have been involved in research had the opportunity to share their research projects and ideas. We hope that the enthusiasm generated by this conference will develop into further opportunities for our peer group to nurture our interest in psychotherapy research.

For those who missed it, an audio-recording of the conference should soon be available via a link from the College psychotherapy faculty webpage, or alternatively on the following website:

www.backdoorbroadcasting.net.
Royal College of Psychiatrists

Spirituality and Psychiatry Special Interest Group

www.rcpsych.ac.uk/spirit

Programme for Friday April 3rd 2009

Venue: Society of Chemical Industry

15 Belgrave Square, London, SW1X 8PS

‘Consciousness and the Extended Mind’

Programme Organiser: Dr. Tim Read

Chair: Dr. Andrew Powell

This programme brings together three pioneers in the field of consciousness research. Each, with a distinguished academic background, has crossed the frontiers of conventional science in search of an explanation of phenomena, both objective and subjective, that transcend the bounds of space and time. The spiritual implications of this wider vision of reality will be considered, and its relationship to mental healthcare.

10.15 Registration and Coffee

10.45 Notices: Dr. Sarah Eagger, SIG Chair
11.00

‘The Extended Mind: Recent Experimental Evidence’  


Dr. Rupert Sheldrake

12.15 
Lunch

1.30

‘Wider human consciousness as shown by death and dying’


Dr. Peter Fenwick

2.45 ‘Beyond Death: What might survive and what might the Afterlife be like?’

Professor David Fontana

 4.00

Tea and Plenary, with speakers

 5.00

Close

Registration:

This meeting is open to all Members and Affiliates of the College, and personal guests by invitation of College members. Contact Sue Duncan, Royal College of Psychiatrists, 17 Belgrave Square, London SW1X 8PG Tel: 0207 235 2351 ext. 130 email sduncan@rcpsych.ac.uk Please have College membership number to hand. Registration fee is £60, to include lunch and refreshments, payable by cheque to The Royal College of Psychiatrists. Provisional registration only until cheque received. Full programme details will be available on www.rcpsych.ac.uk/spirit in Newsletter No. 26. 

