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From The Chair

Chris Mace

Our recent meeting at Imperial was lively and enjoyable.  The first day’s focus on economic issues was prescient. Many government-led health projects are already being curtailed and the NHS has very lean times to look forward to. The need to present economic arguments for psychological therapies of all kinds, not only those provided within IAPT and PD services, will be a major focus for the faculty executive over the coming year. We hope to be in a position to make a very strong case for therapeutically informed services, and to help you advance them locally, as competition for resources intensifies within the NHS through the next few years. 

The second day of the meeting did not fully realise hopes to attract colleagues from other areas of psychiatry in larger numbers than in the past. Moderate fees and a practically focused programme with plenary updates and workshops covering a broad range of clinical areas did not seem to be the key. Opportunities to review clinical skills like this may be more enticing once the College’s CPD policy changes, as it is set to do imminently, in favour of a system where CPD hours will be set explicitly against clinical, academic and managerial activities, usually in a 3:1:1 ratio. Next year’s meeting, to be held in Cambridge on April 22nd and 23rd, will endeavour to bridge the first two sorts of need by looking at psychotherapy’s relations to science and the arts. 

The second day at Imperial was also notable for our President’s attendance and the lively discussion with him on, the future role of the psychiatrist. This debate has been continued through several sessions at the annual meeting in Liverpool, as well as recent regional College events. The faculty has continued to emphasise some aspects of psychiatrists’ work that are too easily forgotten. These include the unique combination of clinical skills that all psychiatrists afford because of their therapeutic as well as their medical training; a critical role in managing clinical risk that is rarely reflected in simplistic maps of competencies; and psychiatrists’ readiness to foster a culture of developing and sharing knowledge throughout the clinical team. 

I shall report when the final result of that project is known. A parallel one, of course, has been rethinking and defining the role of the medical psychotherapist more clearly. Although current consultant psychiatrists in psychotherapy do a wide range of things, we have been able to produce a succinct description that was welcomed warmly by the College’s Central Executive Committee. As with the detailed guidance that has recently been prepared for the future appointment of consultants in the specialty, this is being disseminated to regional advisers and should shortly be generally available on revamped faculty pages within the RCPsych web site. 

It is curious that, at a point where both the contributions to the NHS of registered specialists in psychotherapy on the GMC register, as well as the sequence of training required to gain such registration, have never been clearer, the Health Professions Council have just launched a consultation on proposals for the future regulation of psychotherapists and counsellors. It makes no reference to the fact that, for many years, consultant psychiatrists in psychotherapy (and other CCT holders) have (apart from some arts therapists) been the only group of statutorily regulated psychotherapists in the UK. Instead, its proposals include one that the HPC would assume exclusive responsibility for conferring a ‘protected title’ of psychotherapist (!).  (It’s a bit like, say, the Royal Pharmaceutical Society asserting future responsibility for granting doctors’ hard earned rights to prescribe). The skies may be disappointingly grey once more, but I can never complain it’s dull being the faculty chair. Which is as good a moment as any to point out that a new chair will be needed from next year. Nominations close at our AGM next April. Could next May be a good time for an election?

Chris Mace

Editors note
As the GMC revalidation and registration process draws closer we have chosen to use this newsletter to think about the implications of this for us as a specialism and how we can ensure that we are not disadvantaged as we go through the process. James Johnston as the Faculty lead for CPD writes about the revalidation process and a group of Faculty Executive members provide feedback on using 360 degree appraisal, identified by the GMC as a requirement. 
Sue Mizen (Editor)

Revalidation and CPD
I took on the role of CPD Lead for the Psychotherapy Faculty last year and joined the College CPD Committee in May 2009.   I want to use this brief article to outline some of the changes that are taking place in relation to CPD and how CPD links with revalidation.   

Firstly, it might be worthwhile offering a brief clarification of the revalidation process.

What Is Revalidation?
Revalidation has three elements:

· To confirm that licensed doctors practice in accordance with the GMC’s generic standards (relicensing).
· For doctors on the Specialist or GP Register to confirm that they meet the standards appropriate for their speciality (recertification).
· To identify for further investigation and remediation where appropriate, doctors whose practice may be impaired.
When Will Revalidation Be Introduced?
A phased roll out of revalidation will only begin following the evaluation of a series of pilot exercises. (The UK Revalidation Programme Board has not yet set a date for the implementation).
How Will Revalidation Be Implemented?
The successful implementation of revalidation is a shared responsibility involving the GMC, Department of Health (England), The Medical Royal Colleges, Employers of the Medical Profession.

The UK Revalidation Programme Board will oversee the implementation of revalidation across the UK.   

What Role Will Employers and Contractors Play?
It will be for employers and contractors to ensure appropriate systems are in place to assure themselves of the fitness to practise of the doctors they employ or with whom they contract.

The employers and contractors must deliver robust systems for appraisal and clinical governance in the NHS and independent sector. 
How Will Revalidation Work?
Revalidation is a process not an event (over a five year cycle).

Revalidation is one part of an effective workplace based systems for appraisal and clinical governance.

Revalidation is a single set of processes comprising relicensing and recertification built upon local systems for appraisal.
What Part Does Medical Appraisal Play in Revalidation?
An enhanced system of annual appraisal must provide a valid evidence base to revalidation.

Evidence for revalidation must be derived from what a doctor actually does in practice, generated from within the workplace and continuing professional development activities, and assessed and evaluated as part of the annual appraisal process.
How Will Revalidation Work for Doctors on the GP and Specialist Register?
The Academy of Medical Royal Colleges, the individual Royal Colleges, Faculties and Specialist Societies will have a central role in setting standards for recertification and designing the methods by which doctors will be evaluated against those standards.

The GMC must agree the proposed standards and methods of evaluation because it is its responsibility to maintain the integrity of the Medical Register.

Recertification should be seamlessly integrated into the revalidation process ensuring there is no disproportionate burden upon doctors with Specialist or GP practice.  
What Is The Role Of The Responsible Officers?
All licensed doctors relate to one and only one Responsible Officer.

The Responsible Officer will be a senior doctor in a healthcare organisation who takes personal responsibility for those aspects of the local clinical governance system which deal with the performance and conduct of doctors.
Royal College of Psychiatrists Continued Professional Development Policy
The CPD Committee within the College is currently revising the CPD Policy.

One of the main changes is to simplify the annual forms to be used for personal development planning (PDP) groups and to attempt to strengthen the role of PDP groups for CPD.  

Of the 14,250 members and associates of the Royal College of Psychiatrists around 7,400 psychiatrists are currently registered for CPD.  The CPD Committee is concerned that there are still a significant number of psychiatrists who are registered for CPD but do not submit their returns to the College. The new CPD Policy is their way of engaging with this group as well as making CPD much more structured and user friendly for all those who enrolled on the programme.

What remains the same from the previous CPD Policy is that the number of hours required to ensure compliance with the Policy will remain at 50 hours annually.

A significant change is that the external/internal classification gives way to a more practical distinction between clinical, academic and professional activities.   The division of hours between the clinical, academic and professional activities is 30, 10 and 10 respectively of the total minimum requirement of 50 hours.  

The revised CPD Policy aims to emphasise setting and reviewing learning objectives as part of the annual CPD cycle, ensuring that peer group structures are not only retained but are strengthened through recognition for time and activity, that e-learning is promoted and that “portfolio” psychiatrists do not feel excluded:  these are psychiatrists who do valuable work in non-NHS managed organisations, private psychiatrists and those who work post-retirement from the NHS as well as others.
The Relevance of CPD to Revalidation

The introduction of revalidation in the UK will have as a key component the requirement that all doctors undertake CPD.   The contribution of CPD to revalidation is set out in the Chief Medical Officer’s Report “Medical Revalidation: Principles and Next Steps” (Department of Health: 27th July 2008).  

The following are extracts from the CPD section of that Report:

The GMC will require documented proof of CPD as an essential component of the information needed for successful appraisal and revalidation.
CPD belongs to the individual but there is a need for the organised collection of evidence of appropriate activity together with some audit of the adequacy of any individual’s programme.  
It will be desirable to increase the linkage between CPD and appraisal. 
Monitored systems that define College or Faculty approved educational activities may assist the meeting of these objectives.
Effective CPD schemes are flexible and largely based on self-evaluation; this lets the doctor develop what they do in the context of their individual professional practice whilst providing evidence for external scrutiny.
Conclusions
The Psychotherapy Faculty has yet to define the standards for recertification and this is an activity that I will be taking forward within the Executive Committee.    It is clear that the local PDP group is going to provide a central plank for building evidence of validated CPD experiences necessary for revalidation. 

Medical psychotherapists should therefore be members of a PDP group with expertise and understanding of their practice. 

I have recommended that the revised CPD Policy emphasises therapeutic work of a broad range in the therapeutic development of all psychiatrists. 

The Psychotherapy Faculty will need to agree standards that are acceptable for recertification for medical psychotherapists on the Specialist Register.   

Comments on CPD and revalidation would be gratefully received; please write to: james.johnston@leedspft.nhs.uk 

James Johnston. July 2009.

ACP 360 for Consultant Psychotherapists. 

Increasingly 360 degree appraisal in which feedback is provided from service users and colleagues, forms an important part of appraisal for psychiatrists. A number of organisations offer a central collecting point for anonymised feedback providing reports to the appraisee. There is usually a fee for participation. The GMC and the RDSU (Royal College of Psychiatrists research unit) are amongst the organisations which offer this service. 
The use of such systems are likely to become an expectation as part of the increasingly rigorous appraisal systems which will form part of the revalidation process. Results are now often quoted by psychiatrists as part of their application for Clinical Excellence Awards. So 360 degree appraisal is becoming an important way of demonstrating good practice and obtaining feedback on aspects of practice which need improvement. Usually the appraisee receives feedback in the form of a report which compares their performance to nationally benchmarked scores of colleagues who have undergone the same process. The feedback takes the form of both a numeric score and a percentile score and chart for each item on the questionnaire. 

Two years ago at the annual strategy meeting, the Faculty expressed concern that the Royal College’s ACP 360 system had been established with general adult psychiatrists in mind. Whilst the colleague questionnaires could easily be used by psychiatrists specialising in psychotherapy, the patient questionnaires contained a number of questions which were directly contrary to what many therapists might consider as good psychotherapeutic practice, e.g. routinely involving families and carers in assessment. We therefore arranged with the RDSU to make a number of changes to the patient’s questionnaire on the ACP 360 so that the questions were more appropriate to good psychotherapeutic practice. We agreed to pilot the new questionnaire amongst five members of the Faculty Executive and then to provide feedback to members about the process. This was especially important as there were many who expressed concern that asking patients to provide feedback on their therapist in this way, might intrude upon the therapeutic process. Sally Mitchison, Mark Evans, Sue Mizen, Sarah Robertson and Chris Mace have all undertaken the adapted ACP 360. Sally Mitchison has provided an individual and candid account of what it was like to go through the process. I have then summarised some of the feedback from the other participants and arrived at some conclusions. 
Report on the ACP 360 experience

The process

It was not easy to find out from the information sent and the web site just what should be done.  For instance, the College provided reports for the selected patients to complete and addressed envelopes to convey these reports to be sent to the College but I was left to devise a covering letter.  I ended up cutting and pasting from the website. 

My secretary found she had quite a lot of work to do, making lists, establishing the e mail addresses of “colleagues” (which in practice included a large number of staff who don’t routinely use their NHS e mail address) and sending out the preliminary letter to these “colleagues,” ascertaining that they would be prepared to co-operate with the process.  

It all took quite a long time.  At one point I had to provide some more “patients.”  I found this difficult because there are a limited number of patients with whom I have on-going contact.  I keep the names of a few people I see for assessment only and some patients I had seen in another context (gender dysphoria work).  I put forward 34 names of patients initially and then a further 8.  29 completed returns were eventually forwarded to the College. 

Feedback from participants

One or two of my consultant colleagues commented that they had completed a report for me and found some rating categories difficult to complete.  One consultant said that he little idea of my actual relationship with patients and how could he, really? – after all, psychotherapy is a very private activity.  

The only comment I got from a patient was voiced in a group.  She said she thought it was “demeaning” to me that I was expected to seek feedback from patients.  

The report

This reached me about four months after I started the whole process.  It was beautifully set out and had a brief, helpful introduction followed by an explanation of the “domain scores” and of the “box plot graphs.”  Despite these explanations, I still found it difficult to work out what the graphs meant.  

Once I had worked out what the boxed graphs represented – a combination of the benchmark scores falling between 10th and 90th percentile and my score, either self- rated or rated by colleagues, I could then appreciate the feedback.  The problem I have had was that when selecting “colleagues,” I had been directed to include a minimum number of team secretaries and team members as well as those I regard as truly my colleagues: senior psychotherapists and consultant psychiatrists.  I wondered how it was possible for secretaries of other teams (whom I had to include to get the requisite number) to comment, for example, on how I get on with my consultant peers or with my team and external agencies.  This is an important issue.  I suspect that I was instructed to gain a large number of responses for statistical validity but, in the process, the responses may have lost first hand experience and reliability.  This raises questions about the overall validity of the exercise.  

I note that I consistently gave myself poorer ratings than my “colleagues.”  This could be modesty but, for instance, I rated myself very poorly on “relationships with relatives, partners and carers” since I usually seek to distance myself from the partners and families of patients.  I gave myself a rating of 1.25 out of 6; my “colleagues” gave me a rating of 4.75.  I think the rating I gave myself is the accurate one here.  It seems to me that the process should be able to distinguish comments from, say, junior doctors on my “relationships with junior doctors” from comments by other “colleagues” who have no direct experience of my relationship with junior doctors.  The same could be said about my relationship with my team members and consultant peers.  The more general initial questions on the perception of my ability to communicate, my availability, my emotional intelligence and my decision making are probably more reliable since these are aspects of my performance at work that are readily observable in a number of settings.  

Section 2 of the report covered how I and my “colleagues” rated me on 57 items; the domain scores were derived from amalgamating these items.  These scores indicated “areas for improvement.”  I found this helpful.  My punctuality was one area flagged up which I would entirely agree with.  On the other hand “being willing and able to take advice from others” and “being open to and using review and constructive feedback from peers” seemed to me to be the inverse of the attributes I need to do my job as the clinical lead and operational manager of a service.  The ACP 360 didn’t pick up many of the attributes I find I need in this role (determination, the capacity to think otherwise and maintain my own point of view and holding my own in the face of tendentiousness and rationalizations used to justify cuts in service provision).  The question seemed to me weighted heavily towards “touchy/feely” attributes rather than the rather steelier attributes that I think one needs in order to survive as sole consultant psychotherapist or as a consultant psychiatrist of any type, for that matter.  

Service user feedback

This was consistently positive with scores of 5.3 – 5.8 out of 6.  I was impressed with the total number of returns though I notice that some respondents skipped questions, particularly:  “includes my carers and/or relatives when relevant, “Is sensitive to my wishes about giving information (including bad news) to my carer/relatives, “talk through with me my responsibilities as a parent and the needs of my dependent/children or other family members”. It’s possible that the poor response to the question about responsibilities as a parent may reflect the views of some of my gender dysphoria patients, many of whom are not parents.  It would seem likely that several patients (described as “service users”) did not answer the questions about my involvement with their partners and families because this is not relevant in psychotherapy.  

I was astonished that I scored 5.6 out of 6 on “speaks clearly so that I can understand.”  This question seems to me to conflate two attributes:  speaking clearly and making sense.  I suspect that my patients can usually hear me alright but I wonder whether what I say as a psychotherapist truly makes as much sense to them as this implies.  My clinical impression is otherwise.  

Overall Impression

This is a time consuming process for which the College charges a considerable fee.  It has been of limited use to me.  The problem with the feedback from “colleagues” is that they were not colleagues but, instead, a range of peers, trainees and ancillary staff.  Their feedback about me was positive but cannot, I think, be taken as either valid or reliable.  For it to be valid, the comments would have to be elicited only from those who have first hand observation of what they are asked to comment on.  For it to be reliable, the numbers would have to be considerably greater.

The feedback from service users is interesting but probably also unreliable.  Like patient satisfaction questionnaires, the ratings were so uniformly highly favorable that doubts are raised in my mind about the capacity of the questions to provide responses with any scope for meaningful discrimination.  

I distributed the questionnaire in all three of the analytic groups I conduct.  There was only one comment on it (see above) and that was made spontaneously.  I tried to elicit comments at the time I gave the questionnaire out and afterwards but did not succeed in this.  I see no reason to think that the questionnaire disrupted therapy of any of my patients but it did introduce an “other” into what is intentionally a very exclusive which   I would do only cautiously and with considerable care over the timing.  So I think there was a subtle impact on the process of therapy:  patients were reminded that they are receiving therapy on the National Health Service and, as such, can expect to be audited/scrutinized from outside.  This is, I think, unhelpful for patients; it reinforces the class and power differential between them and me but in a way that, I think, makes it difficult to discuss – after all, all that’s being asked for is a bit of feedback, isn’t it?

Sally Mitchison

Wider feedback from the pilot.
The process. 

Reponses are required from 13 colleagues including a range of ethnic groups, age and gender as well as professional groups including admin staff. Asking eighteen colleagues is likely to provide thirteen responses. The participant emails colleagues requesting their participation. If they agree a list of email addresses are sent to the ACP 360 administrator at the College.  Colleagues will then be asked to complete an online questionnaire and will be sent a reminder if they don’t respond. 
There should ideally be 25 responses from service users. To receive this many responses at least 30-40 questionnaires are sent. Aside from Sally, In our pilot we had difficulties obtaining enough responses from patients, upwards of seventeen appeared the critical figure to provide meaningful results. The questionnaire is sent to the patient from the appraisee but the response returned to the College. Appraisee’s are asked to provide a self assessment before the process is completed. 
Obtaining responses

Those participating in our pilot found there was little difficulty obtaining feedback from colleagues. Feedback from patients was more problematic. Most sent questionnaires to patients who were being seen for assessment. Some also sent questionnaires to patients in long term therapy. None of those who did this thought is intruded in a problematic way into the therapeutic process. One participant reported that it was difficult to remember to send out the questionnaire to each patient as they were assessed so they were sent out in batches which lowered the response rate. 17 to 19 responses from patients was a common final total indicating it may be more difficult to obtain responses from psychotherapy patients. 
The ACP 360 report

The benchmarks used for comparison at present are those for Consultant Psychiatrists. It will not be possible to use Consultant Psychotherapist’s benchmarks until a higher number of colleagues have participated in the process. Feedback from colleagues was good and compared well with or higher than the national benchmarks. This was especially so on ratings of emotional intelligence and relationships with junior doctors. Good relationships with colleagues were thought in some instances to be connected with attendance at local academic meetings and case presentations.
More than one participant scored lower than the national benchmark i.e at or below the 10th centile, for patient responses. There may be a number of explanations for this. 

· Those consultants may not be practicing well and may need to think about how they can respond to the feedback by changing their practice.

· The therapists may place particular emphasis on working with the negative transference. This, the regression which takes place in an analytic encounter and the feelings stirred up by it might result in feedback which appears negative but might still be an indication of effective therapeutic work. 

· Factors such as long waiting times for assessment and the subsequent wait for the provision of effective treatment might mean that overall the patient is disappointed with the assessment even if the clinician’s practice has been exemplary. 

Interestingly Sally Mitchson’s patient feedback was at the top end of the centile scores. Aside of course from this being an indication of her excellent relationship with her patients it is apparent that she gave the questionnaire to patients being seen for ongoing therapy in groups. It may be that the most representative feedback from patients would be taken from a combination of patients seen for assessment and for ongoing therapeutic work where the therapeutic relationship is well established and the frustrations of the limitations of provision more distant. 

We do not have enough information at present to know whether the adapted patient questionnaire is still too blunt an instrument to detect bad practice in Consultant Psychiatrists in Psychotherapy. If sufficient Consultants were to use the ACP 360 a national benchmark for Consultant Psychotherapists would be established which would enable comparison with practitioners in the same specialism. It would also enable us to discern whether in instances where colleague scores were low, patients scores were also low which might indicate that the patient questionnaire was able to discern bad practice. We might also be able to find out whether practitioners feedback varied across models, I.e. whether psychodynamic practitioners were particularly likely to attract negative patient responses compared with CBT or systemic practitioners. If it transpired that this sort of patient feedback was not reliable, representative of useful to the individual practitioner or for the purposes of appraisal and ultimately revalidation the Faculty may have to consider finding appropriate alternatives. 

Did participants find the feedback helpful?
The positive colleague feedback was cheering in terms of feeling valued and was useful in providing something measurable to put into the appraisal folder. The patient feedback left a lot of unanswered questions, for example about whether information leaflets for patients were providing the sort of information for patients which they needed or whether they found verbal information more useful or whether a diversion into information giving of this sort was good practice. Over all the form of the feedback from patients left those participating finding it difficult to know whether they needed to change their practice and in what direction. Results were used in subsequent applications for Clinical Excellence Awards where evidence of good practice was required. 
Conclusions
Whilst it is clear that there are many shortcomings to the ACP 360 system and the adaptation to Consultant Psychotherapists, it may be the best system available at present. It is also the case that the more people who use it the more quickly we will arrive at meaningful national benchmarks for good practice and will know whether the questionnaires themselves are adequate to the task. The RDSU are for their own reasons only able to accommodate changes to the questionnaires they provide in moderation and infrequently, because of the need to be able to compare individual responses to national benchmarks. If Consultant Psychotherapists chose to use this system for their 360 degree appraisal there would be some advantage in the Faculty Executive receiving regular feedback on the process, suggestions for improvement and any feedback indicating that it successfully identifies difficulties in practice in a way which enables us to learn from experience and identifies poor practice. 
It may be that a greater danger for the specialty is the possibility that a number of senior colleagues, nearing retirement may decide not to put themselves through the arduous process of gaining revalidation and would either chose early retirement and /or registration as an alternative. This may result in the loss of many senior and respected colleagues to NHS work. It would also be helpful to have feedback from faculty member who are considering this option. 

Feedback on the subject 360 degree appraisal or thoughts about other ways in which we might provide evidence for what we do for appraisal ad revalidation purposes would be most welcome and should be made to Sue Mizen at susanmizen@nhs.net 
Susan Mizen 
On behalf of Sally Mitchison, Mark Evans, Chris Mace, Sarah Robertson 

The Psychotherapy Essay Prize

Four Submissions were received for the Psychotherapy Essay Prize this year. The prize was awarded jointly to Dr Una Mc Dermott, Dr E Rous and Dr Ali Isa Alfaraj for their Essays:


'Goings on' up on the seventh floor (A journey in feeling and thought to the not often visited experiences of our aged psychiatrically ill in-patients.) 
Una McDermott

Child psychoanalytic psychotherapy in the UK National Health Service- an Historical Analysis  
E Rous 

Positive Beliefs about Rumination in Depressed and Non-Depressed Pregnant Women: a Preliminary Investigation 
Ali M. A. Isa Alfaraj




