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Rehabilitation and Social Psychiatry Faculty Newsletter

Spring 2008
                                                                                Editor: Lindsey Kemp

A word from the editor
Welcome to the first 2008 newsletter, somewhat later than planned but hopefully as full of interesting items as usual. 
Following a very successful residential meeting in Dublin, plans are well advanced for this year’s residential conference in Prague.  2008 promises to be a challenging year for those of us affected by the changes to the Mental Health Act. I am sure our colleagues north of the border will sympathise having been through this recently themselves.
Attached is a list of the Regional representatives. Please do contact them with your concerns, queries or items for the Exec. Agenda or indeed just to say hello and to make yourselves known.
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Chair’s Report
DEMYSTIFYING CLINICAL EXCELLENCE AWARDS


Clinical Excellence Awards (CEAs) were introduced in 2004 to replace the old system of local discretionary points and distinction awards. A new body, the Advisory Committee on Clinical Excellence Awards (ACCEA), was set up to oversee the system in England and Wales (Northern Ireland and Scotland have somewhat different processes). The aim has been to replace what was seen as a secretive, confusing and possibly unfair system with one that is integrated between local and national elements and much more transparent. The system is designed to reward performance from Consultants that is ‘over and above’ the standard expected of their roles. The ACCEA website (http://www.advisorybodies.doh.gov.uk/accea/index.htm) contains a wealth of information about the CEA process and data on its outcomes, including an annually updated Guide for Applicants and a very useful Guide for Assessors. The names of those successful at the national level are published and there is even, for the curious, a nominal roll of Consultants in England and Wales that shows who holds what awards.
Local CEAs are awarded at levels 1-9 and nationally at levels 9 (Bronze), 10 (Silver), 11 (Gold) and 12 (Platinum). In 2006 only 4% of the Consultant workforce was in receipt of a level 10 or 11 award (including those who received an A award under the old system) and 1% were in receipt of a level 12 (or A+) award.

This article has been written at the request of the Faculty Executive following completion of our 2008 round of rating for the College CEA process, since we have the perception that members of the Faculty remain confused about the process and perhaps a little intimidated by it. This is despite the best effort of the College, which includes extensive material on CEAs on its website. An updated version of the College process is published annually in the Psychiatric Bulletin.

Applying for a CEA

At the heart of the CEA system is the Application Form (CVQ). This is completed by the applicant. The first principle of the system is: “If you don’t ask you don’t get”. Everyone who hasn’t yet obtained a National Award should be familiar with the local process of CEAs and the CVQ that needs to be filled in, which for local awards is then completed by the Trust Chief Executive (or someone else on behalf of the Chief Executive). The local and national forms are from the applicant’s perspective identical, although the national system is carried out entirely on-line. The forms have changed somewhat from year to year but this change is decreasing and the principles are now well established.

Applicants are currently required to fill out a Personal Statement, a section on their job plan and statements about their performance in five domains: Delivering a High Quality Service; Developing a High Quality Service; Managing a High Quality Service; Contributing to the NHS Through Research; and Contributing to the NHS Through Teaching and Training. For each area there is a strict character limit (1350 characters including spaces and punctuation!). Locally, at College level and nationally the CVQ domains are scored using a scoring system developed by ACCEA (Has made no assessable commitment 0; Meets contractual commitment 2; Over and above contractual commitment 6; Excellent 10; Not applicable to this applicant U). 

Raters, certainly at the National level, are bound to use the information on the CVQ form rather than personal knowledge they might have of the individual. So the second principle of the system is: “Make your CVQ form as informative and persuasive as you can”. Although it is acknowledged that not everyone will be able to contribute at the highest possible level to every domain (particularly for busy clinicians in the research domain) it is sensible for applicants to have something persuasive to say in as many areas as possible. Committees should be looking within CVQs for statements that are based on evidence rather than merely boastful assertions.

It is not immediately obvious what the domains are seeking to assess (how does one, for example, distinguish between the roles of delivering, developing and managing services?). The ACCEA Guide for Assessors is helpful here – and particularly helpful for psychiatrists is material developed by Professor Tom Sensky on behalf of the London Division in a scoring template developed for the 2006 ACCEA round. This unpacks the sorts of contributions seen as being relevant for the fiercely competitive National awards (available at http://www.rcpsych.ac.uk/college/divisions/london/contact/instructions/aspx ). 

Rehabilitation psychiatrists should be in a strong position to compete for awards because successful practice requires the sorts of “over and above” commitments to clinical practice, service development and service management in complex and demanding clinical environments that the CEA process is supposed to reward. Many rehabilitation psychiatrists are also particularly committed to teaching although to date rather few are active in research.

National CEA awards

In general National awards are given only after someone has demonstrated significant local achievement (by being at or above local CEA level 4) but there are some exceptional “high flyers”. Progress through the National level awards requires continual strengthening of the CVQ – which should also be relevant for local progress. National award holders are required to demonstrate to ACCEA continuing performance at their level of award every 5 years that is confirmed by their employers.

ACCEA has 13 local subcommittees (for example one for Wales and three for London) which map onto the College Divisional structure and it is these sub-committees that play a crucial role in awards, albeit moderated by the central committee. ACCEA subcommittees may or may not contain a psychiatrist and will be making decisions based on the CVQ, Trust support and citations from what are called nominating bodies.

The College only gets involved in National awards. It has a recognised role as a nominating body to ACCEA (as do, for example Trusts and Universities). It is perfectly possible to receive a National award without going through the College but the data would suggest that obtaining strong support from the College is likely to help. The College structures for CEAs are evolving but the broad parameters are now clear. People who wish to submit a CVQ for a National award are invited to put themselves forward to the College, identifying the relevant Faculty and Division. In parallel they should be seeking support from their Trust. They have to fill in a CVQ by a deadline date in the summer (up to now applicants have had to use a previous version of the CVQ because these have changed annually rather late in the process). The CVQ is sent to Faculties and Divisions for review in arrangements that need to be fair and transparent (either a CEA subcommittee or a meeting of the whole Executive). Faculties provide ranked lists to the College first and these are sent on to Divisions which make their own rankings. CVQs are then reviewed by a College committee which has representation from Faculties, Divisions and College Officers. Each member of the College committee is required to independently rank the submitted CVQs using the ACCEA scale prior to a meeting late in the year where the definitive list of nominations is produced. The College will then upload a citation – which has to come from someone working for a different employer from the Consultant (often the Chair of the relevant Faculty or Division). The College citation can only be uploaded once the applicant has completed their part of the on-line process.

From then on the process is in the hands of ACCEA, which will receive applications, nominations and citations in January and decide on awards in October. Awards are backdated to April. The whole process from seeking College support to a final decision by ACCEA takes well over a year. 

Am I worthy?

You may well be, even if your natural modesty suggests you aren’t!

The Faculty Executive believes that Rehabilitation Psychiatrists are in a good position to meet the criteria for CEAs because the skills required of them should make it easy to demonstrate excellence in several of the domains rated in the CVQ. However the Faculty is rarely overwhelmed by people seeking support despite the high quality of its members 

There is some ambiguity over what constitutes performance that deserves a National award – is it really, really good function in a very difficult service environment that has had a largely local impact or does the applicant have to demonstrate work that is of national or international importance? Certainly effective service development (particularly if it has been disseminated), management responsibilities, highly regarded teaching, published research and contribution to the College are all relevant in making a case for a National award. A high profile within the Faculty and Division are useful although not necessarily essential if the CVQ is overwhelmingly strong. 

As a general point Consultants should perhaps be thinking more strategically about their careers and how they can demonstrate the characteristics required of the successful applicant for both local and National awards. Perusal of the national nominal roll confirms that the vast majority of adult psychiatrists currently in receipt of the higher levels of awards (10 and above) are or have been research active. Research is one area where Rehabilitation Psychiatrists tend to score rather poorly. There is a clear need to improve opportunities for those working in Rehabilitation to be research active and this is an issue the Faculty Executive has been giving some thought to. However research productivity is certainly not essential for a level 9 award. Remember: if you don’t ask you won’t get.

Frank Holloway

Chair

Rehabilitation Faculty


A date for you diaries

Royal College of Psychiatrists Rehabilitation and Social Faculty

Residential Conference

13-14 November 2008

Hotel Intercontinental, Prague

(cost is not expected to be higher than that of 2006 ~£270)

                   Article 14
Evaluators required
The Royal College of Psychiatrists is in the process of setting up a large forum of psychiatrists from all specialties to assist with the assessment of Article 14 applications.

The College’s role is to assess individual applications for Specialist Registration in Psychiatry according to the conditions set out under Article 14 of The General and Specialist Medical Practice (Education, Training and Qualifications) Order 2003.  The College works closely with the Postgraduate Medical Education and Training Board to ensure that a robust system of assessment is established for all applicants who apply for specialist registration under this route.

The evaluator’s role is to assess applicants’ qualifications, training and experience under all 6 Good Medical Practice headings and to determine whether the applicant meets the criteria specified by the PMETB and the College, and to further determine whether their competences are equivalent both in clinical and theoretical content to those of a UK holder of the Certificate of Completion of Training (CCT) in psychiatry.  

Specific Responsibilities 
· To review individual applications for Article 14, and apply the agreed standards according to the evaluator’s assessment notes

· To recommend further training, experience, examinations, assessments or other tests of competence necessary to demonstrate the applicant’s equivalency to a UK qualified specialist 

Each application is normally scrutinised by 3 College evaluators and the time allocated to complete the assessment is 3 weeks. We particularly need evaluators in General Adult Psychiatry.  

Although the College has already appointed a large number of evaluators, this has proved insufficient to cope with the high number of applications we regularly receive from the PMETB.  The PMETB have set strict deadlines, which the College is obliged to meet under the current arrangements with the Board.

We therefore need evaluators, who are reliable, IT competent, comfortable to work with complex documents on screen and be able to devote 4 to 5 hours (or more) per application.  All applications are sent to evaluators on a CD-Rom.

We are planning an induction afternoon on 12 October for new evaluators.  

If you would be interested in offering your services to assist the College please contact Miss Lena Hartley at the details below for an evaluator remit and further information.

Miss L Hartley

Article 14 Administrator

Royal College of Psychiatrists

17 Belgrave Square

London

SW1X 8PG

020 7235 2351 x 139

lhartley@rcpsych.ac.uk

The Douglas Bennett Prize

Awarded annually for the best paper on Rehabilitation Psychiatry presented by a psychiatrist* (maximum length 2000 words)

For further information contact: 


Closing date for applications:

Michelle Braithwaite, Conference Office,

1st October 2008

Royal College of Psychiatrists


Please send 3 copies per submission

e-mail: mbraithwaite@rcpsych.ac.uk*To include consultants within two years of appointment, basic and higher trainees and non-career grade psychiatrists

Discovering Recovery


Maurice Arbuthnott, Rethink Representative
The following article is based on a presentation I gave to the Faculty at the Royal College’s Annual Meeting in June of this year.   I am a service user living in the South Westminster district of Central London and am pleased to act as a service user representative for the Faculty’s Executive Committee. My presentation gives some of my thoughts about recovery as well as a brief background to my own experience of treatment in the mental health system and my own path to recovery.   As I have had three episodes of psychosis and consequent hospitalisation, I consider these episodes to be a  beginning, middle and end of my journey through psychosis, treatment and recovery – although as you will read from my conclusions about recovery I am uncertain whether I can consider with confidence that I have reached an end to my journey.

Medical professionals are talking more and more about service users recovering from mental illness – but what does recovery mean?   It is not just a question of alleviation from the nightmare symptoms of psychosis or overcoming the trauma of treatment within a psychiatric ward, especially as, for most service users mental illness is a permanent disability.  Recovery is a concept like the concepts of “well-being”, “happiness” or “contentment” – it means different things to different people. 

 Recovery is a concept that means salvaging your life from the trauma of illness and treatment and restoring your existence into something meaningful, enjoyable and fulfilling – and what is meaningful, enjoyable and fulfilling is different for everyone.  

Some people who have experienced mental illness may be able to reclaim their lives within the mainstream of society with little or no support from mental health services and medication.  They are able to engage in full time work, enter meaningful relationships and take on full social responsibility.  On the opposite side of the coin there may be those who live happily with their mental illness without ever coming to the attention of mental health services especially if they are not a danger to themselves or to others – so in this case have these people recovered for themselves by coming to terms with the limitations that their disability imposes upon them?

My own history began in 1990 when I was sent to Horton Hospital in Epsom.  Horton was one of the old Edwardian institutions where patients were expected to spend a considerable amount of their lives.  I mixed with patients who had been there for up to 40 years.  Horton Hospital was an enclosed community where very few people actually had the means to mix in the outside world except for the odd trip to a cheap café in the main part of Epsom town.   In 1990 the concepts of recovery and social inclusion had very little meaning to the patients of Horton Hospital.

My ten months at the Horton Hospital was followed by seven months at the Gordon Hospital, which as some of you may know is in South Westminster in London. I was therefore discharged after nearly 18 months not because I had recovered but because I was considered just not psychotic enough to remain in hospital – which is very different from having recovered.  I would add that during my experience of three episodes in psychiatric hospital I have been discharged long before I had reached a recognisable state of recovery.  Recovery is something I have always struggled for whilst coping with living in the community.

 So after months of hospitalisation and by the time I went back to my home, I was a completely institutionalised shell with severely impaired social functioning.  As many service users feel and as I did the treatment can seem as debilitating as the illness.  Discharged to my home at long last my social functioning was almost nil as I had become so severely institutionalised.   Indeed so institutionalised that I found it difficult to undertake the most basic domestic tasks and my sole outlet for social engagement was a daily trip to the supermarket.  Therefore my experience was similar to that of many service users whose discharge from hospital comes a long way off from full recovery.

Fortunately my consultant carefully monitored my medication regime whereby the adverse physical side effects were eliminated through a gradual reduction to a minimum effective dosage.   At that time I was receiving a depot injection of piportil.  My consultant also allocated to me a very talented and caring social worker as my care manager.  Through his encouragement I was able to engage in regular meaningful activities such as industrial therapy which gave shape and purpose to my day and I began to engage socially again.  More importantly he encouraged my efforts to return to the work place.  After 4 years of unemployment during which I was heavily involved in the mental health system I finally managed to secure an administrative position with a medical charity and returned to full time employment which lasted for 5 years.   This meant I enjoyed once more being involved in social choices and at last achieved virtual autonomy from mental health services.    I certainly have my social worker, as well as a long period of continuity with the same consultant and a successful medication regime to thank for getting me back on track to recovery, autonomy and a certain amount of social inclusion.   I would estimate that the time it took from discharge to reach a stage where I could say I had achieved a satisfactory level of recovery took some 4 years at that period of my life.

 I feel I was fortunate because I consider that there are those who never seem to move on into recovery – they feel that they have been sacrificed to mental illness and that the wounds both from the illness and the treatment never seem to heal.  Some service users feel trapped by the whole experience of their mental illness which has made them feel that they are unique and apart from the rest of humanity – they never wish to go beyond the role of being a service user - a role which they cling on to for security - and therefore they never make it into some sort of recovery role.

I remained on the depot injection for several years until 1997, when my consultant decided to offer  me on a new medication Seroquel (quetiapine) which had just been launched and which was gaining publicity as a very effective medication without side effects.  I was happy to try this and felt rather special to be given something so new.  At first the results were spectacular.  I felt very well and alert mentally, I felt very positive and active physically and I lost a considerable amount of weight, almost reaching my old weight before I entered the mental health system.

However by 2000 and after eight years of good mental health, I became seriously ill and was admitted for 3months into hospital.  It was later thought that in spite of good results I had over two years, I developed a tolerance to Seroquel so it was no longer effective.   By then I had begun to hear voices.

My psychiatrist changed my medication to risperidone (Risperdal) which had the effect of making me fit enough for discharge especially as it quelled the voices that I had heard, although as I have mentioned previously I had not reached any degree of recovery on discharge and again struggled to recover in the community through the help of a social worker and CPN.

Fortunately I had been hospitalised for  only 3 months so I was not so socially impaired as at the end of the my first episode.  My recovery path and  integration back into society was slow but sure although it was deemed that I should refrain from re-entering the workplace so seeking work was not a recovery goal this time round  Bearing in mind the treatment I received from my employers who were swift  to terminate my position as soon as I had entered hospital in spite of my five years of service,  I did not find this a burden or handicap and I began to make sense of my life and fathom some sort of  recovery goals  without being engaged in seeking paid work.

  Risperidone was great for my mental health but physically I put on 5 stone and seemed to outgrow clothes within a few months of wearing them so I constantly had to buy larger fitting clothes.  I was also very lethargic and sometimes did not get out of bed until late afternoon.  This sort of lethargy impacted upon my social functioning as I did not seem to have enough energy or impetus to develop a full social role.

 It was the adverse physical effects of Risperidone which eventually interrupted my path to meaningful recovery.    At this time I was seeing a succession of SHOs and one psychiatrist I was seeing at that stage decided to change my medication.   I was certainly happy enough to give Seroquel another go, hoping that this time around it would be more effective Once again, however, although the physical effects were very good – I lost a considerable amount of weight and became much more energetic – I began to suffer serious psychotic symptoms, more serious than I had ever experienced before, and once again I was plagued by hearing voices.   I was admitted and in hospital for 4 months; in fact I was still seriously psychotic and tortured by hearing voices even after discharge and my mental illness.  Any sort of social activity became a great challenge to me – I could not even sit down to lunch with fellow service users without feeling distressed, paranoid and afraid. 

I only returned to full mental health and began on the path to recovery when the Seroquel was discontinued and changed to Dolmatil (sulpiride).  I was placed on a minimal dosage and this seemed to restore me to full mental health especially as thankfully the hearing of voices stopped completely.

I consider this change in medication the key and foundation to my recovery as I have now been taking Dolmatil for nearly four years and have enjoyed very good mental health.  I am able to get on leading a reasonably happy and fulfilling life.    Fortunately the medication has hardly any side effects.     If recovery means a life free of psychotic symptoms which is meaningful, enjoyable and fulfilling – as I said when I opened – I feel I have most certainly recovered.  

Recovery is a concept that may be within every service users’ grasp – as it is relative to what a service user can achieve and attain  For some recovery means achieving no more than being able to manage their lives in terms of self care, household tasks and finances – they look for nothing beyond that.  For others recovery means being able to use the mental health drop in facilities without experiencing symptoms of psychosis.  Some other service users go on to achieve more – achievement like recovery is relative – but recovery can also mean being able to contribute to society and to achieve socially e.g. work, education and relationships.

I feel the concept of recovery is closely linked with that of social inclusion not solely because it is measurable according to the experience of the individual service user and can elude standardised, quantifiable, generalised terms of measurement.   The service user who recovers need not choose to seek social inclusion and similarly those who find their own social inclusion may not necessarily have attained recovery, that is freedom from psychotic symptoms.

 However whilst we assume that the majority service users wish to recover, is social inclusion what the majority of service users really want?  Whilst on the one hand it is good that stigma and discrimination should be eradicated, service users also have the right to choose the life style that they want – as does every other honest citizen

Whilst entering the work place might be an indicator of recovery and a pathway to social inclusion, work can also create more problems that it solves.  The work place can be brutal and competitive.  People can feel degraded, belittled and dissatisfied with the work they are asked to do – especially as many service users are usually offered only the sort of work that is demeaning and that erodes self esteem.  The stress of work and the friction and tension of work politics can be counter productive to maintaining a state of recovery and can be a certain pathway back to a long stay in a psychiatric ward and can be a rather uncertain pathway into greater social inclusion in a status and income conscious society. 

Society breaks down into small units and many service users already enjoy the satisfaction, support and encouragement of achieving recovery and inclusion within these small segments without entering the work place.  Such segments include religious groups, creative and artistic groups, ethnic minority groups and the subculture of the male homosexual and lesbian environment.

There are also service users who are happy to be disengaged from the mainstream of society as a way of coping with their condition and who also feel secure with minimum help from mental health services who they consider intrusive to their life.  They may spend the day in their accommodation watching television for most of the time, broken by visits to the supermarket and a trip to the post office to collect their benefit.  They feel safe, happy and secure with the minimum of social engagement, apart perhaps from contact with their immediate family.  Who is to say that such service users have not achieved their own recovery goals and have not recovered?  Society is diverse and accommodating enough to make space for those of us who prefer to disengage as much as possible as a way of coping with our condition – after all they may feel they have recovered and are socially included,, in the sense that they would be able to justify that their lives are meaningful, enjoyable and fulfilling in their terms.   Indeed such a reclusive lifestyle can be led by those who have never experienced psychosis and this passes without social or medical comments.

Currently health professionals and the Government are interested in measuring, quantifying and drawing definitions of recovery amongst mental health service users in order to establish definable recovery models.   Whilst this might be for philanthropic purposes in order to promote higher recovery standards, a Government obsessed with cutting expenditure on welfare benefits for the disabled could use such findings into recovery to review and redefine disabled service users’ entitlement to incapacity benefit and disability living allowance.  With recovery measurements in place the Government could coerce more and more service users who are classified as recovered into seeking paid employment by stopping their entitlement to welfare benefit.  We must also bear in mind the Government’s current obsession with social inclusion of mental health service users and their drive to herd an ever increasing number of service users into the work place

For most of us service users we feel that we enjoy recovery as a temporary state before relapse because mental illness is a permanent disability – it is not like recovering from a toothache or sprained muscle.  It can be many years before relapse during which time we try to construct a meaningful, enjoyable and fulfilling life but most of us feel we are always walking a tight rope of borrowed time before there is another disastrous onset of mental illness and a period of destructive incarceration within a psychiatric ward where service users can feel like criminals.  Whilst recovery is enjoyable it is always at the back of our minds that it is a temporary state of respite and borrowed time before relapse. 

 We all have to make the most of the good times.  To speak for myself, perhaps I have found the medication and treatment regime to control my disability.  I am pleased to say that because I have responded so well to treatment with Dolmatil (sulpiride), I am able to lead my life with the minimum of support from my consultant and CPN.  I consider that my recovery is based firmly on my successful response to my medication regime.  Although having been on the other side of mental health i.e. mental illness I would say that psychosis and the path to recovery is a growing experience.  Any crisis challenges you and the journey out of crisis does strengthen you. However my experience of medication leads me to believe that how ever constant you are with taking it, your medication can only guarantee a certain amount of good health and may not be the full answer to mental health and recovery for life.   I too feel that I walk the tight rope and therefore enjoy while I can the good times that recovery brings.

Maurice Arbuthnott  

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

Books and papers for users and carers … and the rest of us!

The long-awaited textbook of rehabilitation, compiled and written by many of our colleagues in the Faculty, is about to be published. Information is already on the Gaskell section of the College website. 

Enabling Recovery: The Principles and Practice of Rehabilitation Psychiatry.

Edited by Glenn Roberts, Sarah Davenport, Frank Holloway and Theresa Tattan

ISBN 1-904671-30-6        Price £25 Available via College website
1. Wykes, T, Reeder, C, Landau, S et al. Cognitive remediation therapy in schizophrenia: a randomised controlled trial. Br J Psychiatry 2007;190:421-7
Conclusion that cognitive remediation therapy as an adjunct treatment produces moderate improvements in working memory in people with schizophrenia.

2. The Guardian, Wednesday 15 August 2007 Interview with Simon Heyes, author of The Art of Recovery 
http://www.guardian.co.uk/society/2007/aug/15/guardiansocietysupplement.socialcare2
Click on to Social care and then mental health for an excellent range of articles including “Would you vote for an MP with mental health issues?”

3. The Art of Recovery, Simon Heyes, published by Mind

4. Deegan PE. The lived experience of using psychiatric medication in the recovery process and a shared decision-making program to support it.
Psychiatr Rehabil J. 2007 Summer;31(1):62-9
Dates for your Diary

1-4 July, 2008 College Annual General Meeting to be held at Imperial College, London
Future executive meetings
26 February 2008
12 June 2008, Strategy day

13 June 2008

22 September 2008
15 December 2008
If there are issues you would like raised at the Executive please contact your Regional Representative or a member of the Committee
WANTED

The Faculty is looking for someone with the technical kwon-how to help update our website. Dr Tor Pettit is responsible for the content but we would like some help to make the site more user- friendly and interesting. Anyone who is interested can contact either Tor or any member of the executive.

Newsletter contact details

Email:

lindsey.kemp@icc.wkent.mht.nhs.uk 

Write to:
Dr Lindsey Kemp,



Co-editor of the newsletter,



Faculty of Rehabilitation and Social Psychiatry,



Priority House, Hermitage Lane, Barming, Maidstone,



Kent ME16 9HH

Website:
www.rcpsych.ac.uk


Click on College, then click on Faculties, then click on Rehab & Social

We warmly welcome contributions to the newsletter.  These could include letters (up to 200 words), articles (300-700 words), short tips, cartoons etc., etc.  Suggestions for articles include topical issues, recent developments, personal views, career experiences, articles from users and carers, book reviews or summaries of conference presentations.

If possible, please send contributions to the above email address with the article as an attachment in a Word document.   Alternatively, send a hard copy to us by post at the above address, preferably with a copy on disc as a Word document.  Thanks.

Regional representatives

Here is an up-to-date list of all the Regional Representatives (as of October 2007).Their role is to provide a link for information, concerns, queries etc between the Faculty and the membership. If you have not heard from your regional rep for a while -please get in touch with them. 

If you have any difficulty getting in touch please contact Dr Sandra Tough, Chair of the regional representatives for the Faculty of Rehabilitation and Social Psychiatry.  

sandra.tough@ntw.nhs.uk
	Area Represented
	
	

	Eastern 
	Dr Ashok Patel
	ashok.patel@blpt.nhs.uk

	Republic of Ireland
	Dr Ena Lavell
	

	London
(Central & NE)
	Dr Godfrey Luyombya
	godfrey.luyombya@whippsx.nhs.uk

	London (NW)
	Dr Helen Killaspy
	h.killaspy@medsch.ac.uk

	London (SE)
	Prof Tom Craig
	t.craig@iop.kcl.ac.uk

	London (SW)
	Dr Rosemary Ball
	rosemary.ball@swisg-tr.nhs.uk

	North East England
	Dr Sandra Tough
	sandra.tough@ntw.nhs.uk

	Yorkshire
	Dr Jane Throssell
	jane.throssell@bdct.nhs.uk

	Northern Ireland
	Dr Tony O’Neill
	tony.oneill@qub.ac.uk

	North West (Mersey)
	Dr Clare Brabbins
	sheila.potter@merseycare.nhs.uk

	North West
	Dr Robin Ellis
	robin.ellis@bstmht.nhs.uk

	Scotland
	Dr Debbie Mountain
	fiona.clunie@lpct.scot.nhs

	South East (Kent & Surrey)
	Dr Lindsey Kemp
	lindsey.kemp@icc.wkentmht.nhs.uk

	South East (Oxford)
	Dr Janet Patterson
	janet.patterson@oxmhc-tr.nhs.uk

	South West (Devon, Cornwall, Dorset & Plymouth)
	Dr Mike Metcalf
	mike.metcalf@cpt.cornwall.nhs.uk

	Trent 
	Dr Harry Andrews
	harry.andrews@leicspart.nhs.uk

	Wales
	Dr Giles Harborne
	giles.harborne@new-tr.wales.nhs.uk

	West midlands
	Dr Andrew Ashley-Smith
	andrew.ashley-smith@coventrypct.nhs.uk


	



This is a publication of the Faculty of Rehabilitation and Social Psychiatry.  The views expressed here are not necessarily those of The Royal College of Psychiatrists.
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