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Message from the Chair

A non-domiciled correspondent has let me know that my message in the last newsletter left him ‘appalled’. I think this welcome sign of life (and reach) was as much a comment on the reported state of UK plc as the Faculty. I shall say something about both.

As we approach an as yet unannounced general election, it remains hard to gauge the true level of political interest in mental health as a whole and psychological therapy in particular. Individual MPs across the political spectrum do continue to make significant and greatly appreciated contributions to causes supported by the College, including the current project to provide a blueprint for the redesign of mental health services in the new economic climate. However, this can belie actions at party level. A campaign supported by ourselves, RCGP, MIND and the New Savoy Partnership to ensure future provision of psychological therapies for adults and children in line with NICE guidance was launched on March 1st.  It has been estimated seven million people could benefit from its proposals. A launch event attended by president/ chairs and press was arranged within 150 yards of the Palace of Westminster so that representatives of all 3 main parties could attend and answer questions on their future plans, Unfortunately, none of the expected MPs arrived and the press retreated. The campaign itself has been reported by the more specialised press, but it seems there is some way to go before psychological therapies are seen to be of primary electoral importance.  

A sense of frustration has been fuelled by the effective closure of Main House, despite the efforts of many to safeguard the service it offers. Before the extended formal consultation was complete, the residual group of residential patients had been discharged, while a bar on new admissions remained in place. This happened despite an undertaking by the relevant strategic health authority to review commissioning arrangements, with a view to ensuring future availability of a ‘tier 4’ service. The unit’s medium term future therefore remains very uncertain at the time of writing, although it was raised in Prime Minister’s Questions on March 24th. 

Meanwhile, discussions about the future role of specialists in psychotherapy have led to agreement by the College to apply for a formal change of name of the specialty from ‘psychotherapy’ to ‘medical psychotherapy’. This has been felt to be a more accurate reflection of the core of our work, of what is distinctive about our training, and to remove any ambiguity for the public, other psychotherapists and employers alike as to our primary professional allegiance. More will be said at the AGM in Cambridge on April 22nd. (It seems clear from contributions later in this newsletter that it is overdue!) If accepted by the Department of Health, ‘medical psychotherapy’ would become the term used for the CCT and within the specialist register, although individual consultants are likely to retain the job title of ‘consultant psychiatrist in psychotherapy’. The plan is to ensure that each NHS mental health provider has a distinct resource in ‘medical psychotherapy’, while helping psychiatrists who may have formal training in psychotherapy but who are not currently employed in psychotherapy posts to become recognised as specialists in future. 

As well as an opportunity to discuss developments such as the exciting proposal Sue details below, most of the Cambridge meeting has been designed to provide refreshment, stimulation and mutual support. Do come. 

Editors note

Although, for as long as I can remember, medical psychotherapists have perceived themselves to be a threatened species, there is I think at present a growing sense of the need for us to not only rename but redefine ourselves as the environment in which we work undergoes one seismic upheaval after another.  It hard to imagine that such upheaval will not be ongoing as the coming government does what it must to restore the economy. How can we best place ourselves in this climate as highly paid professionals doing work which is poorly understood by many of our psychiatric colleagues let alone managers, commissioners and policy makers? In this edition I have asked trainees, newly qualified consultants and an established consultant working with psychiatric colleagues what they consider our place is in psychiatry now and in the future. I asked what drew them to psychotherapy as a specialty or not, what their concerns were about finding posts on completing their training, whether the trainees thought the training they received prepared them well enough for the roles they will be required to fulfil as consultants and whether the Faculty Executive could be doing more through the faculty meetings or other means to prepare them. These were the contributions they made. 

Susan Mizen

Trainees’ Perspective

My Experience of Psychodynamic Psychotherapy: Reflections from an StR in General Psychiatry

My journey into the practice of psychodynamic psychotherapy was an unexpected one. I started my basic specialist training as an SHO in East London. Like most trainees at that stage, I was busy concentrating on preparing for and passing the MRCPsych exams. A 12 month patient encounter in psychodynamic psychotherapy was one more hurdle to overcome for my membership. It did not really help matters that I came from a cultural background where psychotherapy was an alien concept, but I’ve always had an open mind, so off I went to the local psychotherapy case discussion meetings. It was a completely new experience, thinking about patients from a perspective that did not just focus on their psychopathology, diagnosis and medication but rather on the internal world. I lapped it up and quickly announced my intentions of taking on a patient to the group supervisor. 

Getting to see a patient was easy given the long waiting list for treatment, the difficult part was the actual patient I saw, a much older woman, who I understood to have a narcissistic personality organisation. She would berate my lack of experience and my youth and each session was a chore. In the end she only attended 10 sessions out of a potential 48 in that year. It was a traumatic experience, which caused me occasional insomnia as I identified with the hostile destructive projections of the patient, although I did not really see it this way at the time. Needless to say this experience put me off psychodynamic psychotherapy for the time being.

I proceeded to my ST 4-6 training in general adult psychiatry in August 2007 and for some strange reason, I expressed an interest in taking on another psychodynamic case through my involvement in the local Balint group. I guess I could not really resist learning more about psychoanalytic thinking. I wanted to challenge myself that I could survive whatever another patient encounter would bring. Fortunately for me I had an understanding supervisor, a consultant psychotherapist who picked up on my ambivalence about psychodynamic psychotherapy. With gentle encouragement and support from her, I was steered towards taking psychotherapy as my special interest and eventually began seeing patients again. 

As part of my journey, I have attended the one-year foundation course at the Institute of Psychoanalysis, on the recommendation of my supervisor. For the last 15 months I have been seeing a female patient with depression for weekly therapy. I will be starting a one-year post in psychotherapy from April 2010. I have given thought to going on to do a CCT in psychotherapy at the end of my general adult psychiatry training but feel unclear about job prospects. 

In a time when there seems to be a great deal of uncertainty about the role of psychoanalytic thinking and medical psychotherapists in service delivery in the NHS, I am minded to stay in mainstream psychiatry and aim to integrate the psychoanalytic knowledge and skills that I have acquired into my general psychiatry clinical practice. Crucial to my development has been the role of a consultant psychotherapist in my rotation in providing learning opportunities. My experience of psychodynamic psychotherapy so far has not only enhanced my clinical practice but also stimulated my desire to get into therapy myself. The journey continues!

Toyin Adedeji, 

Central and North West London NHS Foundation Trust

Toyin.adedeji@nhs.net
Trainees at the Tavistock Clinic

On receiving a request to contribute to this newsletter, The psychotherapy trainees at the Tavistock gathered as a group to think about what they could contribute to the Psychotherapy Faculty. First we considered the question of the annual meeting and what trainees found useful or not.  Several trainees thought the most helpful aspects of last year’s meeting were those relevant to clinical practice and ways of working as a psychotherapist in the NHS. Trainees thought that this year’s meeting was not particularly compelling, they felt too busy to attend something that was not more down to earth. Others thought it might be useful, a refreshing break from concentrating on the anxiety of getting jobs which can make it difficult for thinking to take place. It may also be relevant that the latter thought was from a trainee not quite so near the end of training, trainees who were closer to finishing their training being interested in a more practical, clinical meeting. A suggestion arose that in future it might be more appealing to have a mix of items, some that focus on developing clinical practice and some that offer more respite from anxiety.

The group thought next about the division between trainees and existing consultant staff. There was a wish to hear more about consultants’ thoughts about creatively managing the process of getting jobs. We thought there might be conflicting priorities about the preoccupation with learning the skills to become good psychotherapists vs. learning how to become a consultant in the NHS. We wondered if this was more a problem in the Tavistock due to the nature of the training here and its very close link to the internal Tavistock training that we all felt was important and vital. We wondered if trainees on other rotations had the same experience.

When considering areas we thought the profession might expand into suggestions included: psychosomatic medicine, learning difficulties, organisational and therapeutic applications (i.e. working to provide consultation with psychiatric teams) and assertive outreach teams/early intervention in psychosis. We thought as a profession having more contact with medical students would be useful and to be integrated into medical teaching, not just in psychiatry.

We thought a little about how we would like the ideal service to be. There were concerns about the current trend to hire the least well trained staff and to pay them the least possible, which is happening in a variety of settings in mental health.  We thought there should be better integration within psychological therapies and it seemed to many trainees that these were much less integrated now than previously. 

We thought, as a profession, we should have more contact with adult psychiatry services.

Finally there was a wish that the college would provide clearer guidelines on the level of support that should be provided for psychotherapy trainees undertaking personal therapy and this was considered to be an area which there is little consistency and a need for more developed guidelines. 

Tavistock Clinic Specialist Trainees in Psychotherapy

….and Consultants.

Starting out as a medical psychotherapist

At medical school in South Africa, I remember lip service being paid to the bio psychosocial model. In practice though, the ‘psycho’ bit was rarely more than a mention of secondary gain in the assessment letter, or a referral to a psychologist. It was during an elective in London that I discovered psychotherapy is a recognised subspecialty in this country. I remember being extremely impressed, without any real knowledge of the discipline’s history or difficulties. I decided then to come and train here. Over a decade later I have completed this training, following a detour through general psychiatry. The last bit was essentially due to the formative influence of a CMHT consultant who had spent many years integrating his psychotherapy training and psychiatric practice.  I think that endeavour, regardless of the individual solution arrived at - lies at the heart of our struggle for survival as medical psychotherapists.

In the last few months, making the daunting transition from trainee to consultant, I’ve had two quite different interviews. The first (unsuccessful) interview was for a job I was enthusiastic about, with a unit providing a general service but also containing a small psychotherapy team. For this interview, I presented myself as a psychiatrist who can bring psychotherapy expertise to the job. I feel quite confident that my failure to get the job was due to the needs of the unit rather than an inability to present myself in this way. The second (successful) interview was for a locum post in a psychotherapy department situated in a stand-alone psychiatric hospital. We are to some extent embedded within general psychiatry and the boundaries between our department and the rest of the hospital are somewhat fluid – for example we don’t have our own waiting room, we share secretarial support with psychologists and our other medical psychotherapist colleague in the borough is based within a CMHT. This very close working with general psychiatry colleagues is exciting, and thinking about the type of service we provide is a priority. For example, do we aim our resources at consultation-liaison work, or at providing more direct treatment? This comes back to the issue of our identity. During this second interview, I presented myself as a psychotherapist who can draw on a thorough psychiatric training and experience. Hearing myself illustrate this argument with clinical material, I suddenly realised that I feel much more at home in this identity. 

However we define our function though, we do need to develop within the psychiatric discipline. During my training some trainees had to argue hard for being allowed to do psychiatry on-calls. The Faculty saw on-call work as a necessary part of the curriculum. My view is that such elements of our training should not be abandoned at consultant level, and this impacts on issues currently grappled with in the faculty. I think consultant psychiatrists in psychotherapy should contribute to the senior on-call rota, should know how to prescribe (even if they don’t do so in routine practice), should be active in teaching junior doctors and should be familiar enough with the law, holding as a minimum approved clinician status. When we take on these functions, all of which are situated on fault lines between ‘us’ psychotherapists and the ‘them’ of other psychiatrists, then we make ourselves vulnerable to being shaken up but we also are able to apply our thinking in a more useful way. 

William Badenhorst

williambadenhorst@nhs.net

Old Ways of Working

The changing role and identity of the consultant psychiatrist is a subject which evokes mixed feelings, with some embracing New Ways of Working, others experiencing the ‘extinction anxieties’ familiar to medical psychotherapists who are forever fretting about their identity and future survival. One aspect of the changing role of the consultant psychiatrist, is to offer consultancy and supervision to other workers for patients they may never meet; again, familiar terrain to medical psychotherapists.

One response to change is to embrace it, mourning what has gone before, another might be to cling to the anachronistic charm and security of a bygone era. The tension between new and old ways of working is one that is part and parcel of training, working and developing as a psychotherapist. New therapies rediscover and reinvent the old, putting new wine in old skins, often with the same outcome as its biblical forbear, splitting. The anachronism of the reactionary meets the anarchy of the revolutionary, except in a more middle class manner.

Through out track record of bearing the experience of uncertainty surrounding our future, I think we have a lot to offer our psychiatrist colleagues about adaptation and evolution borne from ceaseless reinvention whilst striving not to lose the baby down the plughole. Medical psychotherapists’ skill in indirect clinical work with junior and senior colleagues offers another reinvention as containers of the consultant new role anxieties. 

This was my Trojan horse: after ten years running a consultation service for ‘people who get under our skin’ for psychiatrists and in-patient, crisis and community teams, I felt there was a fertile therapeutic soil in Leeds for inviting consultant psychiatrists to join a Balint group as part of their continuing professional development, incorporated in their job plans. I asked a fellow Consultant Psychiatrist in Psychotherapy, Dr Gearóid Fitzgerald to co-facilitate. He was psychotherapy tutor and so had links with trainees and trainers, and so could hold in mind psychotherapeutic development across the career life span. The Balint group began in Leeds in September 2008 as a slow open group meeting fortnightly.   The group was open ended in recognition that it takes some years to develop a mature Balint group. 

Eight consultant psychiatrists from a range of specialties joined in the first year, there being a requirement to make a commitment to remain in the group for at least a year.   

At the outset the doctors are asked whether they feel moved to discuss someone: there is no pre-planned rota. The idea is to ascertain who amongst the doctors has the most pressing need to present. In the early groups the ceiling and carpet suddenly became very interesting as we waited until a doctor volunteered but not in the past year as the group has developed its rhythm and safety. The presenting doctor talks about a patient without notes and voices the emotional dilemma in the relationship with either the patient or their carers, colleagues or a combination. There is an emphasis on the doctor’s emotional experience, which involves some form of conflict.   There are then be three or four questions of fact of the doctor and then the presenting doctor would remain silent, allowing the group to speculate about the doctor’s dilemma and their impressions of it without engaging directly with the presenting doctor, reflecting on the dilemma without offering advice or guidance on management.   The presenting doctor rejoins the discussion 10 minutes from the end of the group saying what had struck them in the discussion they had listened to. The aim of the discussion is not to find solutions but to free up the doctor allowing something different to emerge in their relationship with the patient.

Some of the consultants have recently written in response to an invitation to describe their experience of being in the Balint group.   

One of the consultants wrote:  ‘The Balint group has given me a space / time out facility that I haven’t previously experienced as a consultant even though in my specialty we have a very supportive peer group, we meet regularly, formally and informally.  I find it hard to articulate what I have gained, other than to call it a ‘freeing up’ – that sense of liberation that is helpful with direct clinical care but also more personally for issues such as keeping well.

I think consultants are better able to make use of such a group than trainees – perhaps because they need it more.   However that view may also reflect my experience as a trainee which was limited in this area.

Basically I feel that the group brings us back to the basics of ‘doctoring’ and the therapeutic relationship.   I think consultants can end up feeling detached from that relationship at times or confused about their role.   Whilst I can see benefits in the current fashion of training as a medical expert / collaborator / manager / health advocate / scholar etc, etc, I think there is a danger of losing an aspect of the doctor / patient relationship in there and the importance of us just being human.   I feel the group helps me most on an emotional / gut level rather than an intellectual / cognitive level.’

The consultant psychiatrists in this group are at different stages in their careers. Some more recently appointed psychiatrists described the benefit and relief of listening to senior colleagues who continue to struggle with issues in the relationship with their patients. 

A consultant wrote: ‘I have found it immensely reassuring to discover that some of my consultant colleagues have similar dilemmas, anxieties and insecurities as I do in their day to day contact with patients. On most if not all the occasions I have brought a patient to the group this has greatly helped to lessen my angst – by helping me to understand the dynamics of the encounter and shape my future therapeutic contact with the patient. I only wish that I had had access to a Balint group in my training years.’  

The group offers a space to allow invisible work with emotionally challenging patients to become visible offering affirmation of this emotional work. A consultant comments: … I think this process has allowed me to work more therapeutically with the patients I have presented and…with others on my caseload.   I have found the input of two highly skilled psychotherapists who are also psychiatrists enormously supportive…. I feel closer to my colleagues who are in the group and have a sense of mutual trust and support from them which is very helpful as working in the community can feel isolating at times
Another of the consultants echoes the importance of the group.   

My appreciation of the significance of the doctor / patient relationship has been enhanced and I feel that I have developed better understanding of the psychodynamic factors at play in our everyday work.   I have also found it a validating experience as the long-term relationships that we have in the community have been respected in this group where as in other settings this does not appear to be so.   

As facilitators we have to work hard to return to the emotional experience of the doctors in the group as it is tempting to use psychoanalytic formulation as a way of teaching or competing. Balint groups for junior doctors in the ‘early developmental curriculum’ as a consultant wrote above are arguably not well placed at the start of the psychiatrist’s journey if they are conceived as originally designed, to foster self reflection about the doctor-patient relationship. However, I would see the groups the starting trainees join as primarily supportive peer groups where the task of self reflection is secondary to survival and passing the exam. Experience in Leeds of post membership Balint groups with ST4-6 trainees show they can make a more mature use of the self reflective purpose of the group.

The difference in the career stage of the psychiatrist is one factor in their capacity to make emotional use of the group, but another is the difference between the personalities of the doctors in terms of their emotional fluency. I have researched Balint groups comprising both GPs and psychiatrists together and discovered that they use the group in an emotionally different way. This difference seems to be linked to stage in career, professional culture and the depth of disturbance the doctor is exposed to as well as the doctor’s characteristic emotional distance from their patient. I would advocate Balint groups for all stages of the therapeutic development for all psychiatrists, in the non-mandatory post membership ‘curriculum’ called CPD. This is a model of ‘cradle to grave’ Balint groups as it were. 

Emotional literacy can be developed but it can also be lost, particularly when subject to the cumulative psychic assaults that are quotidian in mental health work. Emotional literacy involves continuing self reflection and this can be eroded by the demands of functioning in a system which calls more for action than for thought.  

I forgot to mention, we also provide tea, decent coffee and nice biscuits.

Dr James Johnston

Medical Psychotherapy Lead, Leeds Partnership NHS Foundation Trust

 CPD Lead, Psychotherapy Faculty
Editor’s comments and a proposal:

A few points stand out from these contributions, that psychotherapy still engages and attracts bright and motivated trainees in the early stages of their training in psychiatry but that the growing anxiety about the availability of consultant posts is having an impact upon career choices even in those who have a high level of commitment to therapeutic work. It is apparent that senior trainees are anxious about the availability of posts and are seeking the help of consultant colleagues, in finding creative ways of overcoming the shortage, perhaps especially in London at present. Trainees appeared aware of the importance of placing a strong emphasis on developing their therapeutic work as the foundation upon which the application of therapeutic work within the NHS would be built, but in doing so were anxious that they would leave themselves unprepared for the diverse responsibilities of a consultant post. The trainees and consultants thought that moving medical psychotherapy into a closer relationship with psychiatry was the direction most likely to secure the survival of the specialty into the future. 

I would like to make one or two observations of my own at this point. Many of these contributions make implicit or explicit reference to medical psychotherapists being a scarce and expensive resource, seeking to provide value for money in spreading their influence widely through their role in training and consultation. I think there is a problem with this as a basis for future expansion in the specialty. It is hard to imagine that commissioners will make a priority of funding posts which add quality to provision in ways which are so hard to quantify. Whilst we and our psychiatric colleagues appreciate the importance of this work and it has an essential part to play in establishing their support for maintaining existing medical psychotherapy posts it is not a basis for the expansion of posts the specialty so urgently needs. 

The expansion of posts seems to me to be dependent on our providing clinical services which offer something other professional groups are not trained or equipped to. i.e. therapeutic services to patients with highly complex difficulties which span across the medical, psychiatric and psychotherapeutic professional boundaries. It is apparent that these patients are some of the most difficult to help therapeutically but also some of the most costly across the health economy. It is in providing therapeutic services to people with these difficulties that we will make the savings to PCTs which are likely to make medical psychotherapists a ‘must have’ in any mental health service. Equipping ourselves to work with those patients may demand changes to specialist training and to our thinking about Continuing Professional Development and the direction of the research priorities supported by the Faculty. 

As a gesture in the direction of developing our work with the most complex patients I would like to put forward the following proposal on behalf of the Faculty Executive and to invite expressions of interest in participating in this development. 

Proposal for Tier 3 / Tier 4 PD Care Pathway and a multicentre outcome study.

Introduction

The purpose of this proposal is to provide support for

· The continued commissioning of existing Tier 4 National PD services and any future regional PD services.
· The continued commissioning of and further development of local consultant led psychotherapy services 
by linking Tier 3 and 4 services in a care pathway in keeping with the commissioning guidance. (‘Recognising Complexity’  (June 2009) )
Consultants and services participating in this pathway would be asked to provide a manualised model of psychodynamic therapy, an adaptation of therapeutic community work to the outpatient setting for people with personality disorder. This would provide a stand alone treatment for some patients with personality disorder and a step down from the Tier 4 services for others. A manualised model would be required so that adherence to the model could be established, maintained and measured. This would enable a multicentre outcome study to be undertaken and possibly an RCT in some centres, contributing to the evidence base for psychodynamic work with PD and informing future NICE Guidance. 

Tier 3 PD services

Proposal: 

· Research evidence supports the effectiveness of providing step down therapy from Tier 4 services, this being more effective than longer periods of residential treatment alone. 

Ref: Cassel Personality Disorder Study: Methodology and treatment effects. Chiesa, M., & Fonagy, P. (2000). British Journal of Psychiatry, 176, 485-491.

A six year prospective follow up study of patients with severe personality disorder (Chiesa, M., Fonagy, P., Holmes, J. & Drahorad, C. (2004) American Journal of Psychiatry)

.  

· If the step down were provided by local consultant led psychotherapy services, and as a matter of course referrals were made for six months treatment in Tier 4 services, patients then returning to step down services within their local area, this would:

· Reduce the cost of placements in the Tier 4 services so increasing the referral rate.

· Provide a care pathway back to local services.

· Be attractive to commissioners because of commissioning guidance and the likelihood of better outcomes.

· Identify psychotherapy services as ‘cost saving services’ 

· Identify Medical Psychotherapy posts as ‘cost saving posts’. 

· The step down would have to be provided in a form which was consistent with the therapeutic community model and comparable to the Cassel Step Down Service in London. 

Multicentre study. 

Proposal:

· I have prepared a rather rough, first draft manual of ‘Combined Psychodynamic Therapy’ (CPT?!). In summary this model offers group analytic and individual psychodynamic therapy preferably with psychosocial nursing for up to three years. It has the advantage that it can usually be provided within the resources of most psychotherapy departments without further investment at the outset and accords with NICE guidance.  The manual will need to be improved upon and developed if it is to be used for research purposes but as it stands could be a useful starting point for discussion. If a number of centres participated they could collect data for an outcome research study. 

Initial steps:

· For consultant psychotherapists to indicate expressions of interest by

· Emailing me and asking for an electronic copy of the manual.

and/or

· Attending a planning meeting to be held at the Faculty meeting in Cambridge in April.

· The Tier 4 services (The Cassel and Main House) have indicated their interest in collaborating with Psychotherapy Departments around the country in this initiative and believe it to be a important step to take strategically in supporting them in the coming bids for tier 4 services. This interest has extended to offers of support for the Research study. 

· The Faculty Executive has expressed a willingness to have a co-ordinating role.

If you would like to express an interest in participating please contact me at my email address. We will announce the time and location of the planning meeting at the start of the Faculty meeting. 

Susan Mizen

Exeter

susanmizen@nhs.net 

Notices

“Hope and Change: does the recovery model apply to
Personality Disorder?”


The annual residential Summer School for those working with Personality Disorder, run by the Cassel Hospital and the National Forensic Psychotherapy Training Programme, is once again happening at St Anne’s College Oxford; from Tuesday 7th September to Friday 10th September 2010. The summer school combines daily master classes facilitated by eminent clinicians
and researchers, daily facilitated community meetings, faculty led small group discussions, opportunities to learn from each other, and also networking with interesting groups of people with similar challenges at work. The four days and a follow up day to be held at the Cassel Hospital will cost £850. Previous
participants have found the Summer School to be excellent value for money.
If you are interested in finding out more please contact: 

jennifer.lomath@wlmht.nhs.uk or on 0208 483 2922.
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