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Division Activities

Conflict, Culture and Mental
Health

The Second International Conference on
“Conflict- Culture and Mental Health”, subtitled “The
Contribution of Psychiatry and Psychotherapy to
Conflict Resolution and Harm Reduction” was co-
sponsored by the London Division, the Royal College
of Psychiatrists, the World Health Organisation
(WHO) and the World Psychiatric Association (WPA)
and took place in London on 11 and 12 July 2005,
four days after the atrocious terrorist bombings of 7
July 2005. Everyone was united in condemning
terrorism, wherever it may occur.

Keynote addresses were delivered by Professors
Rachel Jenkins, Director WHO Collaborating
Centre, Institute of Psychiatry and Benedetto
Saraceno, Director WHO, Mental Division. A key
message was that, unlike London, conflict often
occurs in regions with minimum or no mental health
services. The post-conflict situation may provide a
unique opportunity for new service development.
= ' ' Links with primary care are important. There was
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conference in Malta two years ago, it was more
difficult to have dialogue between Israeli and
Palestinian psychiatrists and other colleagues. Dr
Bassam Al-Ashab, President, Palestinian
Psychiatrists Association, presented data on the
increased hardship of the Palestinians in recent years
and its impact on mental health. Dr Viveca Hazbun,
a Palestinian Psychiatrist and founder of the Guidance
and Training Centre for the Child and Family in
Bethlehem, presented with alarm some data
suggesting decreasing empathy on the part of the
Palestinian population towards the Israeli victims of
terrorism. Dr Ruchama Marton, an Israeli
Psychiatrist and founder and President of the Israeli
Physicians for Human Rights, alleged that the
diagnostic practices of some Israeli Psychiatrists vis-
a-vis Palestinian detainees was biased and prejudicial.
Dr Jocelyn Hattab, Chair of the Faculty of
Psychiatry, Jerusalem University, and a member of
the ethics committee, Israeli Medical Association,
disputed the allegations and there was debate.

Professor Richard Williams, Professor of Mental
Health Strategy, University of Glamorgan, gave a
perspective on children. He and others spoke of their
resilience as well as their vulnerability.
Psychodynamic issues were discussed extensively.
Dr Eyad El Sarraj, Chairman of the Board of
Directors, Gaza Community Mental Health
Programme, drew applause for his clearly stated
commitment to human rights and his account of his
experience in both Israeli and Palestinian detention. He
proposed the following as an example of
“identification with the aggressor”. Dr El Saraj had
been imprisoned by the Palestinian authorities; next
door a Palestinian guard was interrogating a
Palestinian prisoner, demanding answers. There was
no answer from the prisoner. The interrogator
increasingly raised his voice. Finally at high pitch he
switched from Arabic to swearing and threatening his
prisoner in Hebrew!

With the G8 events fresh in our minds it was timely
to have some of the events and discussions be
centred on African issues. There was discussion of
both colonial and post-colonial issues. Dr Joe
Mugisha, Consultant Psychiatrist, Guilford,
highlighted that religious differences in Uganda only
emerged as divisive influences after independence,
when they were used for party political purposes.
Canon Justin Welby, Director of the International
Centre for Reconciliation, Coventry Cathedral, gave a
moving account of the very practical work he and
colleagues carry out in African conflicts, in the face
of enormous personal risk. Importantly the Coventry
Centre was set up initially for reconciliation with
Germany, the day following the bombing of the
cathedral during the 2nd World War.

During the session on “Faith and Fundamentalism” Dr
Felicity De Zulueta, Consultant Psychotherapist,
South London and Maudsley reminded us all, that
fundamentalism is not the exclusive prerogative of any
one religion and that its influence is often tied with
economic and territorial interests. Dr Peter Fenwick,
Neuro-psychiatrist, Institute of Psychiatry, reviewed
extensive scientific evidence on the positive impact of
spirituality and religious practice on health. He defined
“spirituality” as “compassionate thoughts, feelings and
actions” and referred the interested psychiatrist to
Koenig et. al eds (2001) Handbook of Religion and
Health, Oxford University Press, Oxford.

The message that compassionate thinking has
demonstrable positive outcomes (and that hate and
vengeance self perpetuate destruction) was an
important one for all of us to hear, particularly in the
context of the recent London bombings. Thanks to Dr
Nathaniel Minton, Consultant Psychiatrist, whose
indefatigable efforts made this highly successful
conference possible, to the Andrew Sims Centre for
Professional Development, Leeds Mental Health NHS
Trust, for the excellent organisational support and the
Institute of Psychiatry for making its facilities
available. Discussions for a further conference in
Cyprus in 2007 have commenced already.

Dr George Ikkos

Executive Committee Vacancies

Advance notice for forthcoming vacancies and new
posts on the London Division Executive Committee

Expressions of interest are invited for the posts of
Chair, Secretary, Financial Officer (Treasurer),
Representative to serve on the Education, Training and
Standards Committee, Director of Medical Education
(CPD Coordinator) & Director of Public Education.
Also required will be Committee members particularly
interested in leading and supporting the editing of the
website and the Division Newsletter.

The Edinburgh AGM in June 2005 approved changes
to the College committee structures. However, the
Privy Council will have to approve these proposed
changes. The Council will become the Central
Executive Committee, chaired by the President. The
Court of Electors will become the Education, Training
and Standards Committee chaired by the Dean.
Devolution from the College centrally to the Divisions
will mean an increasing role for the Divisions in:

0 Nomination of Regional Advisors

0 Submitting recommendations for the Fellowship



0 Nomination of assessors to serve on Advisory
Appointments Committee

0 Nominations of examiners

0 Submitting nominations for National Clinical Excellence
Awards

Any interested member should contact Dr Ikkos via
Philomena Conlon, Division Administrator

Dr Hagen Rampes

London Summit

London Psychiatry
Summit, 9 June 2005
Headquarters, London
Division, RCPsych
Standon House, Aldgate

The London Division
Executive Committee

_ | - invited Medical Directors
= = of London Mental Health
Trusts, the London Associate
Dean in Mental Health,
Chairs of RCPsych Faculties, faculties’ London
Regional Representatives, and London Psychiatric
Training Programme Directors to a summit. Dr George
Ikkos, Chair, London Division, RCPsych, stated that the
purpose of the meeting was to facilitate dialogue amongst
the participants, in order to support the development of
education, training and service delivery in mental health
services in London.

Devolution has been an active issue for all Royal Medical
Colleges during the last few years. Dr Mike Shooter,
retiring President, RCPsych, reminded the audience that
our College was previously a faculty within the College of
the Physicians and is one of the youngest. Nevertheless, it
has grown quickly and it recognises that it cannot take the
interest and involvement of its members for granted. It has
an obligation to support local involvement. The London
Division regional office is the first English regional office to
be set up and running, with the support of Ms Philomena
Conlon, full-time administrator. Dr Shooter was pleased
with how the London Division has made devolution work
very quickly.

Ms Vanessa Cameron, Chief Executive, RCPsych,
introduced the RCPsych Strategic Plan: “Standards,
Communications, Structures”. Ms Cameron pointed out
that the greatest asset of the College is it’s members and the
plan has been produced after in-depth discussions with a
representative sample of college members. The College’s
120 staff had been involved in the production of theStrategic
Plan and will be involved in delivering the action plan. The
intent is to facilitate the engagement of as many as possible
members in college activities. The plan looks 7 domains,
psychiatric practice; service development;

RCPsych interface with psychiatry/psychiatrists;
collaborative working; promotion of psychiatry/
psychiatrists; corporate identity; College infrastructure
Working with patients and carers will be at the heart of
everything we do.

Professor Dinesh Bhugra, Dean, RCPsych, gave a
presentation on the future of training. Modernising
Medical Careers (MMC) has started and Foundation
Programme common curricula for Foundation Years
One and Two (F1 & F2) were published in April 2005.
There will be 4 new work place based assessments
during the foundation years: Mini-Peer Assessment tool
(Mini-PAT), Mini-Clinical Evaluation Exercise (Mini-
CEX), Case-based Discussion (CbD) and Direct
Observation of Procedural Skills DOPS).

The Postgraduate Medical Education & Training
Board (PMETB) goes live on 30" September 2005.
The College will no longer have independent control of
postgraduate medical education standards. There will
be 2 Certificates of Completion of Training (CCT’s)
one in Adult Psychiatry & the other in Child and
Adolescent Psychiatry. There is likely to be a Part I11
MRCPsych exam, leading to completion of training.
Professor Bhugra emphasised that there is a degree of
uncertainty and fluidity with these proposals and a
college committee is working actively to ensure
practical evolution rather that unnecessarily radical
upheaval.

Mr Paul Gocke, Director: London Mental Health
Strategy, based at the London Development Centre
for Mental Health (LDC NIMHE) and formerly Chief
Executive, North East London Mental Health NHS
Trust, presented work on the Centre’s “Strategic
Framework for Mental Health and Well-being” in
London. A full summary can be found on pages 6 & 7
of this newsletter.

Professor Tom Sensky, Director of Clinical
Excellence, London Division, RCPsych, presented
the London Division’s Clinical Excellence Awards
(CEA) Procedures. The full procedure is available on
the Division website www.rcpsych.ac.uk/london. In
2004, the panel members took approximately 8 to 12
hours each to rate the 48 nominations received for that
year. Professor Sensky demonstrated the electronic
method of rating and scoring nominations based on
Microsoft Excel. It is hoped that, in future, data
collection in relation to outcomes may help guide
applicants on how best to proceed with applications.
The Welsh division and the Faculty of Old Age
Psychiatry had “borrowed” the London procedures last
year and it was suggested that the other RCPsych
Divisions and Faculties may wish to adopt them as
well.

44 colleagues attended this successful meeting.
Presentations were of high standard and each was
followed by lively and constructive discussion,
reflecting the diverse experience and point of view of
all those present.

Dr Hagen Rampes



Domestic Violence and Psychiatry:

Causes and Responses

The Spring Academic Meeting of the London Division
was held at Friends House, Euston Road on Weds 11th
May and focused on “Domestic Violence and Psychiatry:
Causes & Responses”.

Dr Alicia Etchegoyen, Consultant Psychiatrist in Child,
Adolescent and Perinatal Psychiatry, chaired the first
session. She reminded the meeting that over 50% of
mental health service users have experienced domestic
violence and up to 73% of women who have been abused
experience significant psychiatric disorder. “Why
Mothers Die 2000-2002”, (www.cemah.org.uk/
publications/wmd2000_2002.htm) the report of the
confidential enquiry into maternal deaths identified
psychiatric disorder as the leading factor in maternal
mortality in the first year following childbirth.

Dr Gill Mezey, Senior Lecturer in Forensic Psychiatry,
presented an update on domestic violence, focusing on
definition and epidemiology. There are some 16 million
domestic violence incidents annually in England and
Wales, at a cost of £12 billion to the NHS. The
Department of Health (2000) has produced a “Domestic
Violence Resource Manual for Healthcare Professionals”
and this can be found on www.crimereduction.gov.uk/
domesticviolence7.htm. The Royal College of
Psychiatrists has also produced a report on Domestic
Violence(Council report 2002, www.rcpsych.ac.uk/
publications/cr/council/cr102.pdf). The importance of
multi-agency work was emphasised. A key factor is that
suspected female victims should be separated from the
suspected perpetrator so that questions can be asked
safely. It is heartening to hear that domestic violence is a
Government priority, but screening for it remains a
contentious issue. Risk assessment scales do exist but
further work is required to address issues of professional
reluctance to engage screening.

Dr Elaine Arnold, Consultant Old Age Psychiatrist used
the “Action on Elder Abuse” (www.elderabuse.org.uk)
definition, when discussing domestic violence and abuse
of older adults. Problems with definitions affect
estimates of prevalence and there have been changes in
terminology and understanding over the years. It is
estimated that 500,000 elderly people are abused in the
UK annually. Special issues in older people include abuse
of medication, “financial abuse” and abuse in residential
institutions. Worryingly, there is no guidance on
detecting abuse in care settings but better trained staff
appears less likely to abuse than those with less training.
The issue of stress in carers, as a factor in abuse of the
elderly, is very controversial. The safety of the potential

victim remains paramount at all times. Following
identification of domestic violence against older people,
not taking action (omission) as well as taking incorrect
action (commission) are equally unacceptable.

Mr Dave Macnaghten, Detective Sergeant, Racial and
Violent Crime Taskforce, New Scotland Yard, described
the London Metropolitan Police approach to domestic
violence. There were 52 domestic violence-related
murders in London in 2002, some 25% of all murders in
London. One in eight acts of Grievous Bodily Harm is
due to domestic violence. Men perpetrate 85% of
domestic violence against women, and 15% is
perpetrated by women on men. 98% of repeat domestic
violence is by men against women. Domestic violence
may not present very early on in its course, with an
average of 20-25 prior incidents before the police are
called. The overall cost to the UK, taking into account
health, social and indirect costs, is £23 billion per year.
Interestingly, attacks by strangers on other people often
involve those who are perpetrators of domestic violence.

Police “Guidance on Investigating Domestic
Violence” (Association of Chief Police Officers,
2004) advocates a robust approach, aimed at holding
perpetrators accountable for their actions. Domestic
violence calls are treated as “999” calls, leading to
immediate response, with an 80% success rate in
arriving on the scene within 12 minutes. When the
police are called, they make an immediate risk
assessment including the chance of escalation. Within
London, the issue of cultural awareness is very important
but this does not trump the law, only affects its
contextual application. There is a “Positive Action
Policy” whereby perpetrators may be arrested
immediately without a warrant. Options include
cautioning, taking out a Civil Court injunction and giving
crime prevention advice.

There has been a recent Metropolitan Police poster
campaign encouraging female victims to report male
perpetrators. Female victims have been given priority
because male victims appear better able to escape violent
situations than women. The Crown Prosecution Service,
rather than the victim, now take on the burden of
deciding whether to press charges against the perpetrator
or not.

The feedback on the event was positive and there were
suggestions for future meetings.

Dr Ken Checinski
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London Division Web Pages

The London Division has space on the College
website in common with the other Divisions of the
College and these can be accessed through any web
browser using the following link:-
www.rcpsych.ac.uk/london

A screen capture of the homepage is shown below.
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College website information services are the
responsibility of the Website Working Group chaired
by Dr Martin Briscoe. This group reports to the
Publications Management Board since the College
website is part of the publishing activities of the
College. There are two paid staff members who are
responsible for the website — Mr Mike Esterman is
Website Manager (webmaster@rcpsych.ac.uk Tel:
020 7235 2351) and Ms Laura Adams the Website
Administrator. Divisions, Faculties and Sections are
expected to appoint one of their members as a
Website Content Editor for updating and editing the
website information. The Website Content Editors
have an email forum through which they can discuss
issues about the website with each other and with
Mike Esterman and Martin Briscoe.

The Website Working Group are in the process of
acquiring a content management system to run the
website. The main advantage of the new system will
be that content editors will all be able to
communicate updates directly (instead of our present
approach of copy, paste and colour-code in Word).
Laura, Mike or another designated approver will be
automatically notified of updates waiting for editing/
approval to go live, so the whole process should be
much more efficient and accurate. It is expected that
once the new Content Management System is in
place, Philomena Conlon, the London Division

Administrator will use it to update the London Division
webpages.

A new part of the homepage has been created under the
heading ‘Forthcoming London Events’. This provides
information and links to London based events that are
likely to be of interest to members of the College. The
aim is to create a database of academic departments is
London and establish a reciprocal exchange to promote
their events and those organised by the London Division.
In addition to the homepage, the London Division has
three other linked webpages — the Newsletter; a
Vacancies Noticeboard of information about college
posts requiring new appointments; and a Who’s Who
with names of London Division members who represent
London psychiatrists within the college and local NHS
structures.

The homepage for the whole college website receives
on average about 29,000 visits a month and the next
most visited page is the information page on
schizophrenia which receives an average of about 4,000
visits. The opening page on alcohol problems gets an
average of 1,458 visits a month. The London Division
homepage receives about 400 visits a month with 100
visits a month for the other London Division webpages.

The majority of these get to the site through putting the
name of the College into an internet search engine. The
other most frequent phrases that are put into search
engines that lead to other parts of the College website
are: antidepressants; tiredness; cognitive therapy;
anorexia; post natal depression; bulimia; clinical audit;
manic depression; depression; sleep problems; alcohol
and learning difficulties.

For further information please contact Dr Michael
Sinason, London Division Website Content Editor. Email:
drmsinason@doctors.org.uk

Dr Michael Sinason

Services & Practice

Developing a Strategic

Framework for Mental Health
and Wellbeing in
London

LDC is uniquely co-terminous with a number of
London-wide agencies including the Greater London
Authority (GLA), Metropolitan Police Service, the
London Regional Public Health Group, and the
London Division. So far, the London Director of



Public Health, the GLA and its associated bodies, the Chief
Executives of the 5 London Strategic Health Authorities, and
the Chief Executives of the 11 London Mental Health NHS
Trusts are committed to support the development of a
strategic framework for mental health and well being in
London. The Association of London Government, which
supports London’s 33 Local Authorities on pan-London
issues, is also on board. Leadership is provided by the
London Development Centre for Mental Health.

Our broad objectives are to:

¢ Make the case for attention to Mental Health and Wellbeing

in London

Make it easier and more routine for Mental Health issues to
be included in the ‘mainstream’ of thinking and action, rather
than be an often overlooked outlier

Make the implications of good Mental Health known to a
much wider number of London’s sectors — business, me-
dia, arts, academic — thereby opening new opportunities to
promote wellbeing

Reduce stigma, through practical action and future design

Increase London’s capacity to think and act

strategically, for mental health
The proposal has 3 phases:

Phase 1
Primarily now — end September 05, and beyond

¢ Development of a common narrative on mental health
between key agencies

¢ Assessment and depiction of the economic case for ‘good

mental health’
Agreement on measures of success for the framework

Identifying and taking action on a limited number of
current key inter-agency issues

Specific action on policing and mental health common
interest matters

High level London population and needs assessment /
depiction

Identify 4-5 areas for joint work; justifying high priority
and the need for joint-working

Develop more detailed and costed plan for future Phases
of work

Phase 2a
Initiate aspects now. Progress mainly from Autumn 05

¢ Finalise the case

Develop broader Consultation Strategy. Communica-
tion, dialogue & marketing.

Develop a tool for assessing ‘mental health impacts’
to assist future policy and strategy work of London
agencies - to facilitate ‘mainstreaming’ of MH.

Develop experience through a number of Mental
Health Impact Assessments

Develop social capital and communities engagement

Collectively engage a number of significant organisa-
tions and communities e.g. business, academic,
financial sector, culture, media etc beyond the
obvious partners

Phase 2b
Progress agreed elements mainly from Autumn 05

Add precision to the 4-5 project areas identified in Phase
1 for ‘value added’ joint work.

So far we see advantage and opportunities within:

¢ Children, Families and Education; early intervention,
emotional wellbeing, reducing stigma. Notably
working actively with the current 2005 LHC and

GLA initiative
Housing, Homes and Neighbourhood

Work, Employment, mental health and wellbeing in
the workplace

Developing readiness to contribute positively to and
influence work initiated by the Mayor on older
people for 2006

Agree how best to address issues relating to London’s
significant population diversity.

Next steps:
We now want to

¢ Engage with the wide range of London organisations
which deal with, or significantly influence Mental Health

as part of their core responsibility

Develop and validate, or improve, the ideas from the
health community (see below)

Initiate some particular pieces of work which
contribute to the Strategic Framework

It is explicit in the approach proposed that the Strategic
Framework is only useful and credible through the
involvement of all agencies and sectors of London’s life.
In particular, we believe that we will only achieve valuable



impact in London’s business, academic, arts and media
communities if the London agencies with core mental health

responsibilities act together.

The proposal contains a number of questions which
we wish to discuss:

1. How can we best engage with your organisation in
promoting and developing the Strategic Frame
work ? How do we maintain effective communi
cations beyond here ?

2. Can we develop a shared vision of improved
mental health and wellbeing in London ?

3. Can we agree a broader-based arrangement for
steering and ‘governance’ of the work ?

4. Do you share the areas where we believe useful
joint work can be done? Can you help us to be
more specific ? What work is already underway
which we can embrace ?

5. What can your organisation commit to this in
terms of people or other resource ?

For information and comment on the Strategic
Framework, please contact 07974 304328
paul.gocke@londondevelopmentcentre.org

Paul Gocke.

Connecting Capitals

CONNECTING CAPITALS CONFERENCE REPORT
- WHAT CAN LONDON LEARN FROM THE
MENTALHEALTH EXPERIENCES OF OTHER
EUROPEAN CAPITAL CITIES

Are the experiences of mental health in major cities too
different or diverse to make meaningful connections?
Or can we find evidence of common mental health
experiences and learn from the solutions as well as the
problems other cities have grappled with. This was the
question behind a major conference in February of this
year, organised by The London Development Centre
for Mental Health, together with the Unit of Social and
Community Psychiatry, Queen Mary, University of
London.

Representatives from 7 European capital cities, Belgrade,
Berlin, London, Madrid, Paris, Prague and Rome
presented on the experience of mental health and mental
health services in their city. A number of themes
emerged.

SEVEN CITIES: COMPARISONS AND CONTRASTS
INMENTALHEALTH SERVICES

COMMUNITY CENTRED

The transformation from institutional to community-
based models of care has been a universal trend, albeit
each city following different routes at different paces.
This shift from large asylums to networked community
based care has been a key driving force behind change in
mental health services across Europe in the last 10 years.

Addressing the needs of a diverse population

Services have had to respond to the changing needs of a
changing population. The systems for funding and
providing services vary from city to city however the
matching of need with appropriate resources represents a
significant challenge to all. As service providers continue
to attempt to improve the quality of care the needs of the
minority groups remain of concern. There was
recognition that minority groups often require a specialist
response in order to provide effective, quality care.
Many cities, particularly Berlin, Rome and London are
making strides in trying to improve services in this
regard.

PROBLEMS WITH INEQUITABLE ACCESS TO
SERVICES

Capital cities share a high burden of demand. Their
problems often seem qualitatively and quantitatively
different to those experienced in the rest of their
respective countries. A mismatch between demand and
resources was a common experience of many cities.
Patchy distribution of services, leading to inequitable
access was particularly apparent in Paris and Belgrade.

LINKING TO THE SOCIO-ECONOMIC LIFE OF
THE CITY

There was widespread recognition among the conference
representatives of the interdependency of the socio-
economic life of their cities and their population’s mental
well-being. Across Europe, services continue to face the
challenge of working with people whose difficulties are
not purely psychiatric, but are compounded by a range of
other factors, such as housing, employment, social
isolation. The importance of strong statutory support for
mental health services and mental health promotion, was



highlighted. Despite challenges, examples of effective
cross governmental and sector working, from
education to housing services, were reported by a
number of cities including Madrid, Prague and London.

CHALLENGING STIGMA

The stigma of mental ill health was a recurring and
enduring theme across each city. It was accepted that
there is a complex range of stigmatising attitudes and
behaviours that we collectively need to tackle if the
experience of being mentally ill, or of using a mental
health services is to change to an experience of positive
recovery. Paris, Prague and London in particular
highlighted this as a fundamental barrier towards
improving mental health and wellbeing.

Peter Horn, Chief Executive of the London
Development Centre commented on the themes that
emerged: “Although each city is unique in terms of
population profile, health system and recent histories, a
number of marked similarities have emerged in the
issues of mental health care. It is clear that London
can benefit from listening to the challenges that other
European capital cities face in delivering effective
mental health care, and that we can contribute to an
ongoing learning and working alliance of connected
capitals.”

Further information

Details of the conference speakers, papers,
presentations and background information can be
found on the London Development Centre for Mental
Health website. (www.londondevelopmentcentre.org).
Conference papers will be published in a special
supplement of the European Journal of Psychiatry later
in the year. For further information contact Alison
Cooley alison.cooley@londondevelopmentcentre.org
020 7307 2454. The London Development Centre for
Mental Health aims to support the improvement of

mental health and mental health services in London.
We are one of 8 regional development centres in
England that are part of the National Institute for
Mental Health in England (NIMHE). NIMHE is now
part of the newly established Care Services
Improvement Partnership. For more information on
our work, go to www.londondevelopmentcentre.org.

Alison Cooley Commnications Manager
Gemma Hughes Programme Director.

Poor Clinical Performance of
Doctors and the role of The

National Clinical
Assessment Service

Bristol, Clunis, Ledwood, Shipman: all headline makers.
All provoke strong reactions. Some extraordinary
happenings; some very ordinary individual and organiza-
tional failings.

Psychiatry, too, in the late 1990s experienced an unprec-
edented set of inquiries into homicides and suicides.
That period of fear and self-criticism may have lessened,
but the shadow lingers.

Psychiatrists may have concerns about patient ‘expecta-
tions’, compensation culture and complaints. We may
also experience the cognitive dissonance of simultaneous
budget cuts and service developments.

In this context how are we to respond to the notion of
poor clinical performance? Something our duties as
adoctor require us to act on. Some old clichés persist:
doctors look after each other; doctors are treated
differently. But doctors — and other team members — do

raise concerns.

When we receive calls at the National Clinical Assess-
ment Service, it is usually an NHS Medical Director (or
associate) or HR director (or deputy) wishing to discuss
a concern about an individual doctor. A few examples
will give an idea of the range of problems faced by
trusts. One doctor was caught up in criminal activities
which turned out to be linked to his own drug misuse.
Another was hardly seeing any outpatients and reluctant
to discharge his inpatients. Another was alleged to have
failed to obtain proper consent for a research project.
Another was rude and argumentative — staff and patients
were complaining. Another had discharged a patient
against the wishes of some team members — the patient
had killed himself soon after. Yet another had been
arrested outside work for an assault.

Very often the trust was trying to decide whether the
concern was sufficiently serious that the doctor should
be prevented from clinical work while the concern was
investigated. Sometimes the trust is already clear what it
is doing and is simply reporting in. The revised NHS
disciplinary policy for doctors and dentists “Maintaining
high professional standards in the modern NHS"



(www.nhsemployers.org/EmploymentPractice/

disciplinary procedures doctors_dentist.asp) which
came into force on 1 June this year requires trusts to
contact NCAS.

When one starts thinking about the above case examples
it is soon apparent that not only is there a wide range of
The majority of NCAS case work is providing advice to
trusts faced with these various issues and concerns.
Most often this involves clarifying the nature of the
concern, and making sure that they are following proper
processes. We also remind trusts of their duties to
adequately inform the doctor, and to offer and provide
appropriate support to the doctor.

‘Proper processes’ usually means a sequence of stages.
This begins with a phase of investigation, gathering
facts and evidence. Evidence is not the same as rumour
or gossip, nor ill-founded complaints. The investigation
is followed by a judgment about what the findings
amount to, and what should happen next. This judg-
ment is usually made by the medical director (or
someone in medical management), almost always in
conjunction with a colleague from HR, and sometimes
with the chief executive (or appropriate manager).
What happens next may sometimes be very serious for
all concerned, but we need to remember that the
majority of concerns are properly dealt with ‘infor-
mally’. The word informally is misleading here as what
is involved is invariably structured, reviewed and
certainly documented. Informal actions include giving
feedback to the doctor who will remedy the concerns
himself, supportive actions including mentoring or
adjusting the job plan, and more complex retraining and
remediation.

NCAS may provide one-off advice, or ongoing advice at
different stages [we call this ‘advice and support’].

The trust follows its own procedures and makes its
own judgments. This does not usually involve any
direct contact with the doctor concerned. However, in
some advice and support cases we may visit and meet
those involved. Our role is as an independent external
body to help facilitate further progress between the trust
and the doctor.

Occasionally doctors self refer. In these circumstances
we can offer only limited advice. We invariably encour-
age the doctor to involve their trust.

In a minority of cases — less than 10% - we carry out
our own NCAS assessment. The aims of this are to
get behind the concerns to the cause of the problem,
and to identify a way forward and where possible a
return to normal working: this often involves some
sort of remediation. Assessments are carried out only
with the full support of the doctor and their employing
trust, and with a joint commitment to any action plan
that follows from the assessment. Since we started in
2002, around 80 assessments have been completed
across primary and secondary care in England and
Wales, out of over 2000 any number of different
causes. NCAS, in line with the referrals, with a
further 20 ongoing.

These in depth assessments comprise occupational
health, occupational psychology, and clinical
assessments in the work context. Further information
may be found via the website on

www.ncas.npsa.nhs.uk .

It is not often that we think of psychiatrists and
surgeons as having a lot in common. But when it
comes to referrals to NCAS both are well above
average. Psychiatric doctors make up about 10% of
the NHS hospital and community medical workforce,
but almost 20% of those referred to NCAS. This is a
puzzle both for the college, for psychiatrists, and for
NCAS. I would be interested in any thoughts from

readers.

For further information please contact Dr Neil
Margerison, NCAS adviser (secondary care)
Email: neil.margerison@ncas.npsa.nhs.uk

Dr Neil Margerison



Mental Health and the NSF for

Long Term Conditions

The National Service Framework
for Long term Conditions,
Department of Health, March
2005, is a ten year programme for
change. The focus is on long term
neurological conditions such as
multiple sclerosis.

There are eleven Quality Requirements, as
follows:

e A person-centred service

» Early recognition, prompt diagnosis and treatment
* Emergency and acute management

* Early and specialist rehabilitation

¢ Community rehabilitation and support

* Vocational rehabilitation

¢ Providing equipment and accommodation

* Providing personal care and support

* Palliative care

e Supporting family and carers

e Caring for people with neurological conditions in
hospital or other health and social care settings.

This NSF aims to transform the services given by
health and social care to improve the quality of life,
and support independent living for people with long
term conditions.

What is the relevance, and implications of this NSF
for Mental Health? Many mental health disorders are
as lifelong and enduring as diabetes and asthma. The
omission of mental health from this key government
agenda, the next step in the NHS reforms, has been
pointed out by the NHS Confederation in its briefing
paper, January 2005. Suicide is the second most
common cause of death amongst young people in
England. Eight billion is spent by the NHS and Social
Services per year on mental illness.

The Long Term Conditions model is one of risk
stratification in the community, and forming teams
involving both primary and secondary care staff to
provide personalised outreach services. This involves
redesign of existing care pathways, and outcome
measurements.

Though the major psychoses fit more clearly into the
Long Term Conditions paradigm, other mental health
conditions, for example, obsessive compulsive disorder,
chronic depression, and a number of comorbid
conditions such as personality disorder with substance
misuse, can be as crippling, with long term disability.
Better management across the Primary / Secondary
divide can also contribute significantly to suicide
prevention and risk management.

In addition, mental health components play an important
part in the management of compliance in many other
long term conditions. Unwanted side effects of
psychotropic medication also contribute to physical
morbidity such as weight gain and type 2 diabetes

On the 19 October 2005, we are holding a conference,
Managing Long Term Conditions in Adult Mental Health,
at the Royal College of Physicians in London, to
consider how the LTC model can be applied to mental
health. Speakers who will address national perspectives
include Louis Appleby, David Colin-Thome, a deputy
from the Directorate of Social Care, and Dr Sarah
Davenport. There will also be presentations on
innovative projects across primary and secondary care.
The afternoon will feature audience participation, either
via a debate, or a panel discussion with familiar case
scenarios.

This conference is supported by both Royal Colleges of
Psychiatry and General Practice, and the Department of
Health. For further information please contact
Keri.Dowsett@nelmht.nhs.uk

Dr Annie Lau



Psychiatry & Literature

London, literature and psychiatry

1.Psychogeography:
The uncanny experience of the

The invitation to write a regular column for the
Newsletter on: “London, literature and psychiatry” gives
me an exciting, diverse territory to explore. This first
article describes my experience of visiting the six
surviving London churches created by the architect
Nicholas Hawksmoor between 1712 and 1729. My
expedition was inspired by reading Peter Ackroyd’s
eponymous novel that also introduced me to the
concept of psychogeography and the writings of
another London author, Iain Sinclair.

Nicholas Hawksmoor built his churches in response to
the Fifty New Churches Act of 1711 in the aftermath of
the Plague and the Great Fire that had laid waste to
London and Londoners at the end of the seventeenth
century. A pupil of Christopher Wren, Hawksmoor’s
personal style is quickly discernible on visiting his
churches in succession. Each is constructed from large
blocks of white stone, with imposing elevations,
impressive columns and clean classical lines curiously
embellished by hieroglyphics, esoteric symbols, urns
and pyramids.

Ackroyd’s fictional architect is named Nicholas Dyer.
He describes himself in the opening chapters as having
been a solitary, fearful child whose mother nearly died
in giving birth to him. Dyer goes on to recount
witnessing the deaths of his parents from Plague, aged
eleven, with apparent unconcern that chills the reader.
Is this a dissociative response to overwhelming trauma
or a sign of emerging psychopathy?

The bereaved child finds sinister refuge with Mirabilis,
the master of a group of Devil worshippers.Dyer grows
up to honour the cult by designing secret temples under
the guise of his profession as respected church
architect. In the novel, Dyer describes his drawings of
the churches actually built by the real life Hawksmoor.
According to pagan rites, each temple must be
sanctified by human sacrifice and in order to fulfil this
demand, Dyer becomes an unrepentant killer.

Ackroyd alternates Dyer’s ominous narrative with that
of a contemporary detective, named Hawksmoor,
investigating a series of murders centring on Dyer’s

ke
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churches. Hawksmoor becomes increasingly
disturbed, as past and present seem to coalesce in an
uncanny repetition of menace and murder. Is the
spirit of Dyer haunting his churches, continuing to
make human sacrifices to the devil or is the modern
day detective losing his mind?

The novel is based upon Iain Sinclair’s
psychogeographical “Lud Heat.” The concept of
psychogeography asserts that places have specific
atmospheres that exert influence for good or ill upon
events and human behaviour. In a complex, compelling
mix of poetry and prose, Sinclair contends that the
eighteenth century Hawksmoor created his churches in
deliberate alignment with powerful occult forces that
continue to resonate malevolence today. He describes
the links between the sites of the churches, ancient
burial grounds and a repetitive pattern of horrifying
murders. In an interview on the Internet he explains
his view of psychogeography as rather like the
“psychoanalysis” of a place.

Certainly, psychotherapists try to identify recurrent
patterns of relationships in arriving at a psychodynamic
formulation.I wondered, however, what Freud might
have made of psychogeography. In “The Uncanny,”
written in 1919, he proposes a number of factors that
might turn something frightening into an uncanny or



“unheimlich” experience. Of these, lingering primitive
beliefs in magic, animism and fear of the dead, linked
to defences against the acknowledgement of human
insignificance and the inevitability of death seem to be
most relevant. He writes: “...our unconscious has as
little use now as it ever had for the idea of its own
mortality.”

What of my unconscious, then, in suggesting that my
friend and I choose Easter Sunday, surely one of the
holiest days of the Christian calendar, for our
expedition? Reading “Lud Heat” however, I learned
that Easter is also the time of greatest occult threat!
Christ Church, Spitalfields, is probably the best known
of the Hawksmoor churches. It emerges in the
distance above the dark tangle of surrounding streets
like a glimmering, white mirage that materialises into a
solid, commanding presence on closer approach. The
interior has been extensively and accurately restored
but I found the atmosphere inauthentic as if something
indefinable had been plastered over along with the
columns. The proximity of the jostling Spitalfields’
market felt like an impious alliance of sacred and
profane.

This uneasy juxtaposition echoed, persistently. St
Mary Woolnoth is squeezed into a triangle of land in
the heart of the City. The church is built over Bank
Underground station from which blasts of hot air issue
into the courtyard as if from nearby Hell. St
George’s-in-the-East is stranded in the dereliction and
deprivation of Wapping in sight of the gleaming
pinnacles of financial institutions such as the Swiss Re
building, Lloyds of London and the Nat West Tower.
St Anne’s Limehouse is overshadowed by the City
towers to the west and the wealth of Canary Wharf to
the east and St Alphege in Greenwich also adjoins a
busy market. The church grounds were deserted by
all but a few dispossessed alcoholics. I heard later
that even the pretty garden next to St Alphege is
shunned by local children because of its “spooky”
reputation. St George Bloomsbury seemed less
perturbing but it is undergoing major reconstruction
and is surrounded by scaffolding.

Our feelings of discomfort grew as our journey
progressed. That night, my friend was
uncharacteristically, violently sick. Several days later,
I fell off my bike. This reiterates lain Sinclair’s
experience in “Lud Heat,” where he suffers sunstroke
after leaning against the pyramid in the grounds of St
Anne’s.

To conclude, our alienation might be understood from a
psychogeographical map according to occult influences,
from a psychological map as suggestibility and
projection of fantasies or as simple coincidence. I
leave readers to decide and hopefully to investigate for
themselves.

References:
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Yesterday life was fuller and
faster than this

Sarah Wardle: Psyche:
(Fields Away, Bloodaxe Books, 2003)

Major poetry and mental health event set to deliver a
powerful anti-stigma message

‘Poetry and mental health’ evening — organised by
‘Poet in the City’

Royal College of Surgeons, 35 — 43 Lincoln’s Inn
Fields, London WC2A4 3PE

6.30pm for 7.00pm on Tuesdayll April 2006

Working as a Clinical Phychologist with Camden &
Islington Mental Health and Social Care NHS Trust
every day my patients bring me their narratives - their
search for meaning, their confrontation with depression
and the whirlpool of anxiety, their reactions to diagnosis
of illness and to the unfairness of life. Often I find
myself feeling deeply moved by what they tell me and I
learn from their courage and resilience. Their accounts
often show extraordinary strength in adversity.

Since a lot of mental health work concerns such
narratives, it is interesting to discover how poets,
professional ‘wordsmiths’, have written about mental
health issues. If poetry can shed a light on our
experience of love or of nature, why should it not also
contribute to our understanding of mental health? A
good poet can distil a great deal of observation and
emotion into a few simple lines and phrases:

Yes, yesterday with racing thoughts and clenched
fist

I can say life was fuller and faster than this

Sarah Wardle: Psyche: (Fields Away, Bloodaxe Books,
2003)

Poetry offers a different use of language and the
juxtaposition of meanings, associations and textures of
words, rhyme and rhythm can present experiences of
mental health in new and striking ways.

I am learning peacefulness, lying by myself quietly
As the light lies on these white walls, this bed,
these hands.

Sylvia Plath: Tulips. (The Collected Poems,

HarperCollins, 1981)

Poetry and the arts are increasingly playing a part in
health and mental health services, for example in arts
groups, community outreach projects (Poetry for
Health, 2004), leaflets for the waiting room (Rogan,
2002) and suggestions for health professionals
(Coulehan & Clary, 2005). Insights from poetry can
also be incorporated into traditional therapy sessions.

Tell me about despair, yours, and I will tell you
mine.

Meanwhile the world goes on.

Mary Oliver: Wild Geese. (Dream Work. Grove/
Atlantic, 1986)

In arts groups, poetry can speak of shared experience
and survival and can empower the service user through
self-expression. Even in solo writing, poetry can
provide contribute to the regaining of confidence and
perspective, if only by providing an effective outlet for
the expression and processing of feelings and thoughts.

But that is not all. Beyond the waiting room, the
consulting room and the therapeutic process, poetry
can also reach out to a wider audience, informing and
challenging prevailing ideas about mental health,
especially notions of difference, stigma and shame.
Many of us will have a friend or family member
touched by a mental health problem and many of us
will be touched ourselves. And yet the wider
community continues to be defensive in its attitude to
mental health issues.

Poetry is a powerful way of bringing mental health
issues firmly onto the agenda for a wider audience.
The work of a poet like Sylvia Plath breaks through to
readers who want to hear her words, her self-
expression, regardless of her profound mental distress.

This is the light of the mind, cold and planetary
The trees of the mind are black. The light is blue.
Sylvia Plath: The Moon and the Yew Tree (The
Collected Poems, HarperCollins, 1981)

Bringing poetry about mental health issues to public
attention can inspire and transform attitudes. It can
articulate the universality of mental health issues and
carry a powerful anti-stigma message. The fact is that
any one of us can be affected by mental distress, but
poets are in a position to give these issues a powerful
artistic expression.



Dug deep in dark despair at dead of night
Depression holds me prisoner from sleep.

Sarah Wardle: Set Pieces (Nocturne). (Fields Away,
Bloodaxe Books, 2003)

This very public anti-stigma message will be to the
fore in a major ‘Poetry and mental health’ event that is
taking place at the Royal College of Surgeons in
Lincoln’s Inn Field on 4 October 2005. Organised by
Poet in the City, a leading City of London charitable
project, the event will appeal equally to mental health
professionals, service users, city professionals, poets
and interested members of the public. The event is
part of the varied programme of poetry events held by
Poet in the City in partnership with various
organisations and charities with the support of leading
City sponsors. The ‘Poetry and mental health’ event
will explore the relationship between poetry and
mental health and will feature readings of some of the
outstanding poetry reflecting on mental health issues.

For more information, or an invitation to the event

please contact Danuta.Orlowska@candi.nhs.uk

or visit the Poet in the City web site at
www.poetrysociety.org.uk/poetinthecity/

References
Coulehan J and Clary P (2005) Healing the healer: poetry in
palliative care. Journal of Palliative Medicine

8(2);382-9.

Rogan W (2002) Poems for the Waiting Room: King’s Fund
Grant April 2000 —March 2002: an evaluation. Poems for the
Waiting Room Project, London

Poetry for Health: Improving Health in London case
study (2004) King’s Fund, London




Executive Committee Members

Dr George Ikkos General Adult (Liaison) Chair E2001
Dr Hagen Rampes General Adult Hon Sec C2001
Dr Trevor Turner General Adult Treasurer C2001
Dr Ken Checinski Substance Misuse Academic Secretary C2003
Dr Michael Sinason Psychotherapy Website Representative E2001
Dr Pradeep Arya CTC Representative C2004
Dr Janet Carrick Old Age Committee Member E2001
Dr Nicholas Dunn General Adult Regional Advisor SE C2005
Dr Alicia Etchegoyen Child & Adolescent Committee Member E2003
Dr Navina Evans Child & Adolescent Committee Member E2001
Dr Anthony Holton OldAge Regional Advisor SW C2003
Prof Rob Howard OldAge Convenor South London C2005
Dr Eric Johnson-Sabine General Adult (Eating Dis) Regional Advisor NE C2003
Dr Michael Maier Academic (General Adult) Committee Member E2003
Dr Mike McClure Child & Adolescent Committee Member C2002
Prof Robin Murray General Adult Co-opted Member C2004
DrAmanda Owen Associate Specialist (Liaison) Affiliate Rep C2002
Dr Stephen Pereira General Adult (PICU) Committee Member E2001
Dr Nippani Ranga Rao General Adult Committee Member E2003
Prof. Thomas Sensky Professor (Liaison) Committee Member E2003
Dr Igbal Singh Learning Disability Regional Advisor NW C2001
Prof David Skuse Child & Adolescent Co-opted Member C2005
Website...... Diary Dates....

Please refer to the College website for the
full colour version of this Newsletter in PDF

DIVISION ACADEMIC EVENTS:

Tuesday 8th November 2005. Joint Autumn Academic Meeting

eTgmEs with the Institute of Psychiatry.

http://www.rcpsych.ac.
uk/college/division/londonNewsletter.htm

EXECUTIVE COMMITTEE MEETINGS:
Tuesday 1st November 2005. Standon House, 21 Mansell

Newsletter..... Street, London E1 8AA. 2pm-5pm.

Please feel free to send your articles to

pconlon@londondiv.rcpsych.ac.uk.by 30th

November 2005 for inclusion in the next
edition of the Newsletter

Disclaimer.........

The opinions expressed in this newsletter are those of individual
authors and do not necessarily represent the views of the Royal
College of Psychiatrists. The mention of any product or service

should not be taken as any sort of endorsement by the College.

How to Contact The London Division: Philomena Conlon (Administrator and Newsletter Co-ordinator)
Tel: 020 7977 6650 Fax: 020 7481 4842 E-mail: pconlon@londondiv.rcpsych.ac.uk www.rcpsych.ac.uk




