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Welcome from the Editor

Aspire

Welcome to the third issue of Aspire, the
e-magazine from www.clinpsy.org.uk. It seems
like once again it has taken us a whole year to
produce an edition, despite our ambitions to
make them more regular. However this time I
have an excuse of sorts, as I am on maternity
leave; my two baby daughters having arrived
prematurely at the end of May 2009. It has
certainly changed my work-life balance for
the better, and I am yet to work out whether
I will ever return to being a full-time Clinical
Psychologist (although I am likely to return
part-time in the next couple of months).
This issue reaches you once again during
application season. The application form for
clinical training has changed format this year,
and judging by the forms I have reviewed
people have risen to the challenge, although
the competition is hotter than ever as the
economic downturn has lead to bumper
numbers of applicants. Good luck to all those
of you who have applied.
It has also been a time of change for the
profession, with the change of regulator
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from the BPS to the HPC, and the roll-out of
‘Improving Access to Psychological Therapies’
attempting to address unmet need in primary
care for adults with mild to moderate mental
health problems. IAPT has opened up a whole
new set of band 4-7 posts, and a significant
proportion have been taken up by psychology
graduates. This is helpful as the number of
Assistant Psychologist posts elsewhere in
mental health seems to have decreased with
increasing financial pressures in the NHS. The
‘marketplace economy’of the NHS and attempts
to change to ‘World Class Commissioning’ have
changed the way Trusts operate, and many of
us who joined up to be part of the old NHS are
not that comfortable with the new businesslike
ethos that is creeping in.
So this issue of Aspire looks at the variety of
roles that psychology graduates take, and
explores some of the changes and challenges
that IAPT brings to our profession. We continue
to explore how clinical psychology doctorate
courses select amongst applicants, and to look
at different specialities that clinical psychologists
work in. As usual we aim to bring together
articles that will be of interest to a wide range
of readers, including undergraduate students
of psychology, graduate psychologists working
in a variety of clinical and research roles, those
completing post-graduate courses related
to psychology, trainee clinical psychologists,
academic psychologists, and qualified clinical
psychologists working in a wide range of
ways with a wide range of client groups. It’s
a challenging task but I’ve received many
interesting submitted articles, so I hope that
you will enjoy this issue as much as I have, and
circulate it to friends and colleagues.
For www.ClinPsy.org.uk it has been another
incredible year, in which we have had around
7 million page-views. We have increased from
2,300 to 4000 members, and from 17,000 to
over 37,000 posts of content on the forum!
We have also successfully launched our live
chat facility, where people are able to chat
informally to their peers in real time. We also
use the space to offer live workshops and
discussions, for example exploring clinical case
vignettes. This facility is available for signed in
forum members only, at www.clinpsy.org.uk/
chat.php so do drop in!
We’ve got some ideas about how to take www.
clinpsy.org.uk forward, but as always we are

On the Charitable front: This year clinpsy.org.uk has raised
£77.50 for ShelterBox in its Eurovision Song Contest
Sweepstake, and we are currently raising money for the
Alzheimers Society with a World Cup Sweepstake. Buy
your ticket at http://www.clinpsy.org.uk/forum/viewtopic.
php?t=9617. Our next event will be a 100 raffle later this
summer to raise money for Kids Company, so please have
a look around and see if you have anything suitable to
donate as a prize

keen to hear from you. If you have any ideas,
or suggestions, or want to volunteer to help
us with any aspect of the site please do get
in touch. I am especially keen for assistance
in taking forward the qualitative research
about the site content, promoting the site and
Aspire to undergraduate psychology courses,
organising and promoting our bookstore,
helping consider how to cover our costs
through allowing some carefully selected
advertising, and ensuring we get out the next
issue of Aspire in less than a year from now :o)
The election results and gloomy economic
forecasts might lead to a lot of concern about
cuts in the public sector. However,, someone
said to me that change is an opportunity, and
I think that they are right. We can’t keep things
the same forever in our profession or the NHS,
because society is evolving and the needs of
the population shift, and the politicians who
want to put their mark on things also alter
each election. It is easy to get bogged down
by looking backwards and mourning the ‘good
old days’ rather than making the best of where
we are now, but it is only by being aware of
the shifting landscape that we can make the
most of the present and have some small
influence over the future. So we have to find
a way to embrace change, and ensure that
we put forward a psychological perspective
so that as things evolve they also improve.
And to do that we need to keep abreast of
changes and learn the new language of the
NHS marketplace, and find ways to sell our
professional expertise. I hope that this issue of
Aspire gets people thinking, and that we can
open a healthy debate about the changing
nature of psychology in the UK. Do post on the
forum and let me know your thoughts!

Dr Miriam Silver
Chartered Clinical Psychologist
Editor of Aspire
Editor:
Dr Miriam Silver, Chartered Clinical Psychologist
Staff Writer:
Dr Ian Barkataki, Trainee Clinical Psychologist
© 2010 www.ClinPsy.org.uk
New Roles: We are currently seeking people to contribute to
various aspects of www.ClinPsy.org.uk and Aspire. If you want
to get more involved in the forum/website, and are prepared
to commit a few hours per week for a year, please let us know
at http://www.clinpsy.org.uk/forum/viewtopic.php?t=8787.
We are keen for people to help us publicise and promote the
website, forum and Aspire to universities throughout the UK,
for contributions to future issues of Aspire, assistance with
completing some research about how the forum is used and
writing it up for publication, and help in securing paid advertising of employment opportunities, courses and relevant books
and materials to offset the running costs of the site. If you can
help us, we’d love to hear from you.
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Insights from the other side…

Feedback from someone who has short-listed and
interviewed for a doctorate course in clinical psychology
The selection process
Having had some input into the selection
process I though I would shed a bit of
light on the subject as it seems that there
is a lot of mythunderstanding (sorry I just
made that word up) and confusion which
seem to be prevalent in aspiring clinical
psychologists at the moment.

Short listing
Let’s just say your course receives 400
applications and wants to interview about
60-80 people for about 15-20 places. First
of all, the course staff of a couple of admins
and a handful of part-time lecturers, who
also work as clinical psychologists in the
surrounding trusts, is not large enough
to attempt this task even if they had
nothing else to do at this time of year.
So they enlist the help of other busy
clinical psychologists from the local area
to come in for an odd day in Feb/March
to look at a pile of forms and a week to
sit on interview panels. The panels will be
made up of course staff and local clinical
psychologists. After the course admins do
a first sift to filter out people who don’t
even have the basic requirements it’s time
for serious short listing to begin. Of course
each course will do things differently but
my experience is that short listing basically
involves being holed up alone in an office
at the uni for a day with a pile of maybe
80 forms, free access to tea and coffee,
some guidelines and a healthy dose of
clinical judgement. Each set of forms is
rated separately by three or four different
people and some sort of average score
given to each form and there will be some
checks made to ensure some degree of
consistency but with the numbers of
forms at this stage it is an unwieldy and
complex process. Because short listing
has to be done by a large disparate team
under considerable time pressure there
is not really the opportunity to generate
useful feedback for individual applicants
at this stage.

are no easy ways to quantify ability or
experience, but we all know a first is greater
than a 2:1 and a Masters is greater than a
BSc, so to some extent you can give each
a numerical value and create a meaningful
total for academic achievement. And
within the applications that meet the
minimum criteria you would expect to
see some kind of normal distribution
from people with just a straight degree,
maybe a 2:2 or a 2:1 through to people
with firsts plus Masters plus PhDs. But that
is only one aspect and you would also
be looking at relevant experience. This is
very hard to quantify, but again we know
that 6 months in a paid AP post is greater
than an hour a week for the last 6 months
volunteering for the Samaritans so we can
start to build a scale of experience. But that
is still not the whole picture because there
is such a vast difference in the way people
describe their experience. The form is
now cunningly designed to get you to be
extremely concise about what you have
done and then gives you a special space to
reflect on it. If you use that space to merely
list a lot of tasks you have done in each
job then my eyes will glaze over and I will
think you have learnt nothing from your
job and will learn nothing from training –
harsh but true. Ultimately it comes down
to a balance between academic record
and relevant experience, so someone with
a good degree, with or without further
study and a couple of AP posts (or similar)
well reflected on will do well, whereas
someone with a glowing academic record
but little experience will not, and vice
versa. Out of any

random pile of forms at this stage there
will be roughly a quarter that have an
outstanding all round application, about
half who are pretty good all round or
outstanding in academic or clinical, and a
further quarter who are distinctly lacking
in some or all areas. It’s a competitive
field and the competition is hot. I don’t
think this makes the process unfair, just
challenging.
Of course if there are mitigating
circumstances or other points raised these
are taken into account as far as possible.
It is also worth noting that ticking the
disability box may guarantee you an
interview as long as you have the minimum
requirements for the course (not sure if all
courses offer this but many NHS trusts
do). And a final point, you know, the first
person who had “done the world’s biggest
bungee jump whilst travelling in South
Africa” impressed me slightly, the second
one – not so much and by the fifth, you
know, I was starting to think “Whatever!”.

Interviews
(reflections noted after
last year’s interviews)
Obviously I’ve only had experience of one
course so I don’t want to be too specific
and have tried to make these as generally
applicable as possible. One interesting
thing to note is that this year many
more people than usual were
inter viewed

So what do the short listers do? There

www.ClinPsy.org.uk
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because of equal ops policies changing, so
that people who ticked the disability box
and met the basic essential requirements
all got interviewed. In fact this meant that
people who would not normally have
got an interview because they have less
experience or were less able to reflect
on their experience on paper did get
interviews. Overall I welcome this as I have
long advocated the need to address the
additional difficulties disabled people
can face in negotiating this career path.
However, it did appear to mean that some
people who were nowhere near ready for
training were arriving at interviews, being
put through a very rigorous process, and
clearly destined to fail this time round,
which seemed harsh. It made me feel that
the advice often given to people early
on in their careers to “apply anyway for
the experience” may be misguided. It’s
a horrible process to go through and all
the more horrible if you have virtually no
experience to draw on to answer the very
testing questions we asked. That’s just
my opinion on it really although it does
reflect a general feeling among the other
interviewers I spoke to.
As a panel we saw about a quarter of the
interviewees for the course in question,
which amounted to about 20 people
over a week. Bearing in mind what we as
psychologists know about memory, this
represents a very challenging task. The first
and last person each day probably made
quite an impression (primacy and recency
effects – remember?), the men tended to
be memorable just for being men, beyond
that we really weren’t going to remember

specific people without some sort of
memory jogger (think: “sparkly jacket, red
shoes”, “huge handbag”, “jangly jewellery
(all made-up examples)) and indeed such
comments did feature in our notes, but
not always in a good way! You also need
to pay attention to your body language –
anxiety does funny things to people and,
as psychologists, we can recognise that
but the interviewee needs to be self aware
and try not to come across as arrogant or
downright hostile as a defence against
showing a few nerves. If you have had
repeated failures at interviews it might be
worth going through the cringeworthy
process of videoing yourself doing a mock
interview to see how you come across –
you might be quite shocked!
The panel might be very curious about
your transition from pole-dancer to
psychologist but not have the scope
to ask a question about it. If you have
taken an unusual path it might be worth
reflecting on this on your form or in the
interview if you can. Similarly if it has
taken you 8 years to complete your MSc
and it’s not actually finished yet – they
might want to know about why that is –
you’d score more points by being up front
about it than waiting for them to mention
it and hoping they haven’t noticed!
Trust me – they have! While I’m on the
subject of forms, spelling and grammar
are crucial – “During this post my verbose
and wittering commmication skills were
developped father.” - just won’t cut it, I’m
afraid. Maybe that’s an exaggeration but
there were some shockers. Finally on the
subject of the form itself, do try to get

referees who appreciated your special
qualities. A poor reference is likely to be
severely detrimental; you’d have to really
shine in other ways to compensate for a
poor reference.
A big bug bear over the week was people
not answering the question they were
asked but answering one they’d prepared
earlier. Now, I know you have to prepare
for an interview of this magnitude, but
your preparation needs to leave you
flexible enough to listen to the whole
question and answer it carefully and
appropriately. So if you are asked to design
a research project off the cuff to measure
the preferences of different therapists for
tea, coffee or non-caffeinated beverages,
please don’t design a study that measures
their overall satisfaction with hot drinks in
general! Um, that’s not a real example but
I hope you get the picture. Likewise if you
are asked about theory, don’t talk about
therapy – they are not the same thing.
It’s OK to take time to think of a good
example to use to answer a question. The
pause can feel horribly uncomfortable but
the panel will be fine with you taking a
moment and will appreciate your ability
not to start garbling incoherently under
pressure. It’s also OK to own your strengths
and weaknesses, in fact many interviews
will ask directly for you to do this. Reflecting
on your weaknesses, insecurities and
prejudices is actually a good thing to do,
as long as you show self awareness and an
ability to manage these issues for yourself.
What you need to be careful not to do is
keep digging if you find yourself in a bit
of a hole and end up putting down whole
swathes of the population, apparently
oblivious to your rampant prejudices! You
need to demonstrate some socio-political
awareness and political correctness, not
for its own sake but because the nature
of our job demands that we be as nonjudgemental as we can and that we be
aware of our own prejudices.
It’s not an easy process and I’m really not
giving you the answers here. In order to
do what I’ve said you really do need to
know your stuff, have worked in the field
and have a certain level of maturity and
self awareness. If you don’t feel ready, take
my advice and don’t put yourself through
it. Of course you don’t have to take my
advice at all, you can just ignore me. . .

www.ClinPsy.org.uk
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THE BIG DEBATE:
IAPT is bad for the profession
of Clinical Psychology
By Princess86 & Rob_i vs Baa & Eponymous85
The introduction of the Improving Access
to Psychological Therapies was implemented with the intention to be an economic method of reducing the number
of individuals with milder mental health
problems, mainly mild depression/anxiety, back into work to reduce the number
of individuals on benefits. The consequent
large increase in therapists to deal with clients in primary care trusts may seem ideal
on the surface. By training mental health
workers and people from allied professions, the IAPT programme may ease the
strain on current psychologists dealing
with the ‘1 in 6’ suffering with anxiety or
depression, but may not be as good as it
may seem. The IAPT service is understandably associated with clinical psychology
in its use of “assessments” and “treatment”
for mental health problems, but could it
be that the introduction of IAPT may be
damaging to clinical psychologists?
■ For example, IAPT trainees will be
equipped with the skills to implement a stepped care approach. This
would leave only the most severe or
intractable cases for clinical psychologists to deal with which could create
an emotional strain on the psychologist, as their caseloads
become saturated

with clients who cannot be helped
within IAPT.
■ The IAPT programme could divert
potential clinical psychologists into
a career as an IAPT therapist because
of the lower level of competition and
shorter path to BABCP accreditation
(just one year, compared to a three
year doctorate after several years of
experience) and higher salary bands
being accessible earlier in the career
path. This could lead someone already
working as an assistant psychologist
to apply for IAPT training instead of
clinical training, but may later leave
them feeling frustrated or having to
retrain if they wish to progress further
up the salary bands.
■ This may further reduce diversity
within the profession of clinical psychology, as those with a greater need
to earn a higher salary or have more
career certainty within a few years
from graduating will steer away from
our profession. Experience has shown
this pattern to particularly be an issue for candidates from less wealthy
backgrounds, who are older, have
dependents or come from an ethnic
minority.
■ The IAPT programme could undervalue the work of a clinical psychologist. A trained IAPT therapist may be
seeing clients who would normally
(pre IAPT) be seen by a psychologist
and due to insufficient assessment
of the complexity of the cases,
and the simplified nature
of the interventions
consider
this
work to be
‘easy’ and
appear to

www.ClinPsy.org.uk

make change, although this may be
superficial or temporary. Since it is
only a brief intervention, neither the
client nor the IAPT therapists may
fully understand that this is different
from the work a clinical psychologist
does (assessment and model-based
formulation). They could think that
brief prescribed treatments are all
there is to it, and be put off seeking
‘proper’ therapy. More importantly
this may also be the perspective given to politicians and those who fund
mental health services; that short
cheap interventions are as powerful or successful as more individualised interventions from more highly
trained and experienced clinicians.
■ The IAPT programme may end up
being a stepping stone for prospective clinical psychologists, meaning
a high turnover of staff and training. It potentially opens the door for
graduate psychologists to train on
this programme simply for the one
year experience of providing CBT
interventions. Once the training is
finished, the person may then apply
for clinical training thus meaning a
complete waste of government resources. The IAPT trainee place could
have gone to someone who would
make a career out of their IAPT training.
■ The counterpoint to wasting training
on people who go on to train in clinical psychology is equally counterproductive. To avoid the eager psychology graduates who move on, the
doors of IAPT have been opened to
people with no background knowledge of psychology, and in fact people who are not even graduates, or
have no prior mental health experi-
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ence. These people can then progress
to being band 7 therapists without
this academic or professional underpinning, whilst those with the clinical doctorate can get stuck in band 7
posts after much more training, due
to the lack of universal preceptorship
arrangements.
■ The IAPT programme may have implications for psychologists on the
NHS’s agenda for change. In the long
run, if the amount of IAPT therapists
continue to grow and deal with most
primary care cases, the demand for
clinical psychologists may not be as
high meaning PCT’s could reduce
their work and ultimately either the
number or the pay of clinical psychologists. Similarly Clinical Psychologists
might appear expensive when prices
are compared per referral to IAPT.
■ In terms of supervision; psychologists
may be called to provide supervision
for IAPT therapists, or to teach on their
training which further increases work
load and pulls clinicians away from
delivering therapy themselves. Also,
there is no way of guaranteeing quality supervision will take place.
Thinking more broadly, there are wider
concerns about IAPT that might be raised
by clinical psychologists.
■ The structure of the low intensity
trainee moving up through the service encourages the inexpensive employment of psychology graduates
and non-professionals, who are likely
to be inexperienced in this field, leading to a range of ethical issues, including their ability to risk assess and how
we ensure there is always appropriate
training and supervision and workers
remain within their competence.
■ The public may not be able to discriminate between these new ‘low
level psychologists’ and those who
have more thorough training and
experience, such as clinical psychologists. The new job titles are confusing
and ambiguous.
■ There is concern that the skills needed to assess and triage those presenting for treatment may not be present
in the lower steps of the model, and

www.ClinPsy.org.uk

the questions that might elicit the
complexity of the underlying problems may never be asked, leading to a
superficial treatment of certain symptoms rather than a deeper or more
holistic understanding of the person.
■ The focus for distress and dysfunction
is thereby located in the individual
(and their thoughts and behaviours)
rather than anyone addressing societal issues which underlie individual
presentations (eg poverty, diet, housing, education, drug/alcohol use, the
disincentives to working inherent in
the benefit system, etc).
■ Similarly, the focus of therapy might
be skewed towards the government
aims of reducing benefit payments
and returning people to the workforce, rather than the goals of the
individual, which may not be so concrete. This may lead to bias in the way
functioning is measured, and the definition of a successful intervention.
■ The blanket use of CBT in IAPT reduces the importance of assessment and
formulation in clinical psychology to
a “one size fits all” approach, whereby
individual differences (a fundamental
part of clinical psychology) are ignored and clients are adapted to the
CBT model rather than the reverse
– whereby in clinical psychology formulation allows selection of a model
or combination of models individualised to the needs of each client.

■ IAPT is a CBT dominant programme.
While it is not disputed that research
suggests this is an effective method
of intervention, the lack of research
evaluations of other models will not
benefit from this narrowing of therapies. With the proliferation of IAPT
the popularity of CBT will grow, and
may leave little room for eclecticism.
Some clinical psychologists incorporate a variety of approaches (such as
systemic, narrative or psychodynamic
approaches) but IAPT could result in
the CBT approach being thought of
as the most effective solution for all
mental health problems, which may
not be true in some cases.
■ The introduction of this lower tier of
service, particularly where this is open
to self-referral, may actually increase
rather than reduce demands on higher tiers of mental health services, by
identifying a greater number of mental health problems in the population
(a proportion of which will be more
complex or treatment resistant and
require passing to CMHTs and CPs).
However, the perception will be that
extra funding has already been given
to mental health and this should reduce demand, therefore it will be
harder to secure the necessary increases in secondary and tertiary
mental health services.

■ The method of often using telephone/
e-mail contact goes again the vast
amount of research conducted which
shows the therapeutic relationship
as a significant factor in a client’s recovery. In fact research consistently
shows that the relationship between
client and therapist has a closer link to
outcome than the model of therapy
used. It is unclear whether clients feel
that having someone phone them
from time to time is the same
quality of relationship as is typical in face to face therapy. This
means optimal outcomes
may not be achieved if
there is a lack of direct
contact.
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IAPT is good for the profession
of Clinical Psychology
Plenty of nay-saying rumours abound
about IAPT, and armed with my soapbox
and megaphone I hope to quash some of
them. Here goes.
“The government are just
trying to get people back to work”
Is this such a bad thing? The majority of
people claiming incapacity benefit want
to work. In research, employment has
been shown to have positive effects on
mental health and wellbeing, and to empower people previously dependent on
the state. Intervention studies looking at
supported employment of people with
mental health problems have shown no
detrimental effects of working on symptoms. Secondly, whilst fiscal arguments
may be motivating economists, it certainly
isn’t the number one priority for front line
workers, who have the clients’ best interests at heart.
“IAPT is doing
psychologists out of a job”
IAPT is not replacing anything that existed
before; it is adding a whole new layer of
service where none previously existed.
Realistically, the alternative to IAPT is most
likely to be antidepressants and GP support, not long term psychotherapy from
a qualified clinical psychologist. Psychologists have a strong role to
play as high intensity workers,
supervisors, trainers and
consultants, and in many
areas IAPT services are led
by an 8c/9 grade psychologist. Let us not forget that
IAPT is a primary care service;
more severe, enduring or complex presentations will still need
the input of highly trained specialists in secondary care. Unfortunately we do work in a system of
constrained resources where funding may be taken from one area to
feed another; perhaps we should
be putting more effort in to creating
sound arguments for our own services, not sniping about others.

www.ClinPsy.org.uk

“IAPT is diverting potential
clinical psychologists into
another profession”
Yes, it probably is. But this isn’t a bad thing,
competition for the Clinical Psychology
Doctorate is very high. IAPT offers another
career choice to psychology graduates,
particularly for those who would like to
pursue a career focused more on the clinical work rather than consultation, supervision and leadership. There are currently
bottlenecks at two stages of a clinical
psychology career; those wishing to gain
an assistant psychologist post, and those
applying to be accepted onto the course.
IAPT can offer an alternative, helping to
reduce bottlenecks. Also, IAPT doesn’t just
attract potential psychologists, but also
occupational therapists, nurses and social
workers.
“CBT isn’t suitable for everyone”
No it isn’t. That’s obvious. You won’t find
any IAPT paperwork that says it is. However, it is a sensible starting point as a ‘one
size fits most’ treatment in a new service.
There have always been plans to expand to
other evidence based therapies, and these
are already in operation in some services.
Many
IAPT services value the support and ap-

proaches used within secondary care
and also GP based counselling services,
increasing the likelihood that patients are
offered a variety of treatments.
“IAPT therapists do not
offer ‘proper therapy’”
The concern around the lack of formulation based therapy is unfounded. High
intensity workers are trained to base their
therapy on a CBT formulation, and respect
individual differences within this. The BABCP are in the process of accrediting both
High and Low Intensity courses, which
should reassure patients, commissioners,
politicians and other professional that the
training is of high standard and applicable
to practice. This accreditation will ensure
that High Intensity workers will be proficient in CBT, and while they may not have
the same breadth of experience in other
approaches as clinical psychologists, you
could argue the focus on CBT means that
their experience and training in this area is
superior to that received on a clinical psychology course.
“IAPT was created so that
commissioners don’t have to shell
out for qualified psychologists”
Far be it from me to defend commissioners, but…
Many qualified psychologists work within
IAPT, so this argument doesn’t really
make sense. The majority of high
intensity workers come from
other qualified professions (nursing,
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social work, occupational therapy etc) and
are also paid on band 7 salaries, making
them no cheaper than newly qualified
psychologists (especially if you take in to
account the cost of the training). It may
be true that commissioners look more
favourably upon IAPT services as they
have such a high number of contacts, but
doesn’t that mean that we need to educate commissioners rather than rubbish
the service? This is a skill clearly afforded
by the extra training that clinical psychologists have.
“Ah, but what about low intensity
workers/psychological wellbeing
practitioners?”
Nurses have never totally replaced doctors, therapy assistants have never replaced OT’s, and health care assistants
have never replaced nurses. It’s all part of
a ‘stepped care’ approach where different
people receive different levels input according to need. PWPs receive supervision
from qualified clinical psychologists and/
or CBT therapists. There is a requirement
that all supervisors complete supervision training to maintain a high standard.
PWPs are unlikely to be the ones triaging
patients, gateway workers (usually experienced CPNs) and high intensity workers will be assessing
those patients where
there is a degree of
uncertainty.

www.ClinPsy.org.uk

“IAPT is based on the medical model
(which is implicitly a bad thing)”
There are no medics or medication in IAPT
services, and no real requirement to diagnose except for administrative purposes.
Especially in the case of psychological
wellbeing practitioners, ‘treatment’ may
involve exercise, reading, activity groups,
social and support groups, education, employment…
“I’ve heard that the service structures
are abysmal, there’s a policy change
every week and the ‘psychological
wellbeing practitioners’ are all suicidal. There are also even cheaper ‘IAPTlite’ services being developed in London”

As scientist practitioners, we should be
paying less attention to our personal feelings of unease about job stability and
identity, and more attention to research
evidence that says this works; lots of people have been helped by it, and if the
Gods at the Department of Health continue to fund it, plenty more will. I leave
you with a quote (predictably) from Nye
Bevan on the commencement of the National Health Service:
“The service must always be changing, growing and improving – it must
always appear inadequate”

OK so it’s not exactly perfect, but can you
think of an NHS service that is? Every new
service has its teething problems, and to
dismiss the model entirely based on this is
more than a little sensationalist.
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Exclusive Editor’s Interview

IAPT, a new frontier?
I had the opportunity to speak directly
to Professor David Clark an eminent
academic Clinical Psychologist who
is Director of the Centre for Anxiety
Disorders and Trauma at the Maudsley
Hospital and National Advisor to
Improving Access to Psychological
Therapies. I asked him about IAPT,
its relationship with the profession
of clinical psychology and put to him
some of the concerns raised about
IAPT on the forum at www.ClinPsy.
org.uk.
1) How
do
you
feel
the
implementation of IAPT is going? Has
it lived up to the hopes/expectations
of the team that designed the
scheme?
IAPT was proposed as a six year program
and we are now only in the second year.
To me there are 2 parts to whether IAPT
is working – are we training enough
therapists and are the services in which
they are deployed working well?
We wanted to train 8000 new psychological
therapists and to create NICE compliant
IAPT services in each PCT by the end of
the 6 year period. So far we are on target
with the training. In the first phase of
funding, which is for 3 years, we will
have trained around 3600
people if you include
the people
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starting in September. The scheme and
training are proving very popular as there are
always many more applicants than places,
and we are recruiting from a diverse range
of backgrounds. This brings challenges, of
course, as we have to ensure that we pitch
the training to meet everyone’s needs,
but it is also a strength as people bring
different skills and experiences. At the
low intensity intervention level delivered
by Psychological Wellbeing Practitioners
(PWPs) we have a lot of psychology
graduates, but also a wide range of other
applicants. At the High Intensity level we
have recruited a wide range of people
with substantial experience of delivering
therapy to people with mental health
issues. This includes a good proportion of
qualified Clinical Psychologists – in London
around 40% of our High Intensity Trainees
are newly or recently qualified CPs.
We are very pleased that there are National
Curriculae for the High and Low Intensity
trainings – this is the first time we have
had such a thing in CBT. We didn’t want
people to just get a generic CBT training,
we wanted them to get training in the
particular evidence-based interventions
for each presenting condition. So we
want people at High Intensity level to be
competent in at least one evidence based
CBT intervention for each anxiety disorder
and in depression to be competent in
two interventions (behavioural activation
and cognitive therapy). It is novel that we
have also developed a national course
accreditation process (run jointly by
IAPT and the BABCP). This is a
rigorous standard of
training, as in
addition

to passing the academic component
there are also checks on the standards of
therapy that are being delivered as session
tapes form part of the evaluation.
As to whether we are delivering an
effective service, the data says that we are.
The programme set itself a 50% recovery
target. That is to say, 50% of people
who were above the clinical threshold
for anxiety and/or depression move to
below the threshold for both. Even in our
first year we are close to achieving that.
We can demonstrate that people get
better, and getting better is likely to have
broader benefits – people take less days
off sick, claim less benefits, have less unnecessary medical testing (e.g. MRI scans
on people with panic attacks who claim
neurological symptoms). For some people
improvements in mental health can have
large economic consequences. This is a
persuasive message for commissioners and
politicians, but it also improves people’s
quality of life and that has an impact on
their families and communities.
2) From what I have read, IAPT is
supposed to exist as a complement to
existing Tier 3 services? Do you know
if it has created or reduced demand
for existing mental health services?
We don’t have all the data yet. However,
initial impressions are that it hasn’t done
either. It has offered a service to people
who would not have previously been
able to access one, and has absorbed the
demand created for stepping up to more
intensive services for those who need it
by having the High Intensity tier. There are
some people referred on to other services,
but these do not seem to be greater in
number to those who would have gone
there anyway. Our main aim is to
create more accessible and
less stigmatising
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services. We are trying to change public
attitudes to mental health problems
and mental health services, and to offer
accessible, effective choices to people
with anxiety disorders and depression
[apart from medication]. I think IAPT can
raise awareness of mental health services,
so this might have an indirect effect to
increase demand in other areas
3) So what is ground-breaking about
IAPT?
IAPT is full of real revolutions. For example,
it is a profound change to be open to
self-referral, that is key to reducing stigma
and the barrier of people having to tell
their [potentially shame-inducing, anxiety
provoking or embarrassing] story to lots of
different people on the way to accessing
help. People had a lot of different ideas
about what impact self-referral would
have, and it did raise anxiety. However,
in the Newham demonstration site we
studied this particular issue. People
thought that self-referrals might be of mild
or even trivial issues, or less appropriate
to the service, but the opposite was true.
Self-referrers had problems that were
just as severe as those referred by a GP,
and had been present for twice as long.
Self-referrals were no more likely to be
inappropriate than GP referrals, in fact
people had often read information on the
website which said ‘if you have problems
like…’ and felt the service was relevant to
them for this reason. People with social
anxiety or PTSD were particularly likely to
self-refer, perhaps because they found it
difficult to access help through traditional
referral routes. Importantly, self-referrals
reflected the ethnic mix and diversity of
the local communities more effectively.
Simply put, it opens the system to fairer

access from the community it serves.
We also do outcome measurement at
every appointment. That is important and
innovative. In the Newham demonstration
site they did one measure at every session
and a different measure the traditional way
(i.e. only at the start and end of therapy).
What we found was that only 50% of
people completed the traditional post
treatment measure, the rest of the data
was lost [due to patient drop-out from the
service before the end of treatment, or not
completing the questionnaire]. Looking at
the session by session data and comparing
the first session to the last available
session we had data for almost everyone.
Exploring how the people who completed
traditional ‘post’ measures compared to
those who didn’t, we found that there was
twice as much improvement in those that
completed the questionnaire at the end of
treatment compared to those that didn’t.
That means that pre-post only measures
over-estimate efficacy by only sampling
those who complete treatment and fill in
the measures. We require that IAPT sites
gather data effectively, with a minimum
standard of 90% of those who use the
service. So far we have achieved 93%
data collection. Our data for treatment
outcomes shows we are effective,
even including the tougher sampling
methodology of first to last available
session score on the outcome measure.
4) Many of the Low Intensity Workers/
Psychological Wellbeing Practitioners
seem to be psychology graduates. Is
this advantageous for IAPT or are you
having problems with turnover due
to them wanting to go on and train in
clinical psychology?

We’ve been clear that we’d expect a few
years of work as a Low Intensity Worker,
although there is no national guidance
about contracting this in with people,
that’s down to individual PCTs. I think it
is fine if some people progress to High
Intensity training or go on to train in Clinical
Psychology, but we need to ensure a mix
in who we recruit and a career structure
that also allows people to stick with Low
Intensity work as a career. Its hard to know
so early on if that is working, but we are
trying to create a career pathway at the
Low Intensity level, including having Senior
Low Intensity posts, where people can
contribute to the training for LI workers,
who can be involved in the academic part
of training, act as mentors, or supervise
the trainee or less experienced LI workers.
There may be scope for this to allow some
people to progress onto band 6.
5) What impact do you think IAPT
has had on the profession of Clinical
Psychology? Where do qualified CPs
fit in IAPT, are we HI workers or can
we progress beyond band 7? Are
clinical psychologists taking up the
leadership/training roles, or are they
needing further CBT training to match
the new service design?
I hope that IAPT and Clinical Psychology
have a positive impact on each other. But
change raises anxiety, so I can understand
there is also discomfort with something
new and different. There are also legitimate
concerns, so communication is vital. One
of the issues under discussion with the
group of Trainers in Clinical Psychology is
the need to evolve the clinical psychology
doctoral training in CBT to meet BABCP
accreditation standards. That way Clinical
Psychologists who enter IAPT at the High

Psychological therapies and the General Election

All three of the main parties include a commitment widening access to psychological therapies
in their manifestos. The entries are as follows:

Labour

Conservative

View Manifestios

A commitment to:
“Access to psychological therapy for those who
need it.” (Page 4:2)

We will:
“Increase access to effective talking therapies”.
(Page 49)

Labour: click here

And the further details:
“We will pioneer better mental health care and
tackle the scourge of mental illness. Over the
next Parliament more than 8,000 new therapists
will ensure access to psychological therapy
for all who need it as we seek to change our
society’s attitudes to mental illness”. (Page 4:4)

Liberal Democrat

Liberal Democrat: click here

www.ClinPsy.org.uk

Conservative: click here

We will:
“Improve access to counselling for people with
mental health problems, by continuing the
roll-out of cognitive and behavioural therapies”.
(Page 41)
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Intensity level won’t need to do the High
Intensity training for a year after they
qualify. Clinical Psychology trainers seem
positive about moving that way quite
quickly. The HI trainees who are qualified
Clinical Psychologists can be paid at band
7 because their job description can reflect
greater experience and an expectation
of initially managing a more complex
caseload than other people doing the
HI training. That means that by the time
they complete training they can progress
further up the band. It was intentional to
band IAPT in a way that would attract and
select the best people.
Certainly we’ve recruited a lot of Clinical
Psychologists, both those who are newly
qualified at the High Intensity trainee level,
and those who are more experienced
amongst the service managers who set
up and run IAPT services in each locality.
I think if you feel that you qualified a long
time ago, it could be quite daunting to
supervise and manage a service where
everyone else is familiar with the latest
information on the new evidence base,
that could legitimately be quite anxiety
provoking. So the SHAs have funded a topup training program (in London this is a
program of 16 workshops that senior IAPT
staff can opt into according to where they
identify areas in which they’d like to build
competence or confidence). The take up
for this

offer has been good, and it has been an
effective way to bring in experienced
people but also keep them fresh with the
models and the evidence.
In terms of qualified clinical psychologists
who take up HI worker posts, we hope
that in a mature service there will be some
scope to progress into band 8. We see a
need for Advanced Practitioners, who can
take on supervision of other HI workers,
develop particular initiatives (eg IAPT
projects for those with physical health
problems, or substance abuse). We’d hope
that HI training isn’t the end of professional
training and development. Funding in the
longer term is not completely certain, any
more than in other parts of the NHS, in a
time of political change and economic
constraints. However, we’d like to retain
the more skilled staff, and hope to remain
competitive in what we can offer.
6) One of the criticisms made of IAPT
on our forum has been that often
there are so few other mental health
services about, and limited resources
even at the higher intensity level, so
more complex cases are being held
at the lower intensity level of service
- for example, people with eating
disorders, personality disorder, or
quite severe or entrenched mental
health problems. Do you see this as a
problem, and if so, what can be done
to resolve it?
The service is
designed
to
meet
the
needs
of
people
w i t h
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anxiety disorders and/or depression. Our
audit shows that anxiety and depression are
the primary things that IAPT is being used
for. However, as it is a new resource, some
referrals may not be entirely appropriate
and services need to address this. We are
still in the early days of IAPT and we need
to be clear about what we can offer. We
don’t want to waste the time of people
who won’t benefit. For this reason, there
needs to be very close liaison between
IAPT services and local GPs, we need to
educate them about what is on offer,
including the benefits of a stepped care
model. When a GP would normally give
an antidepressant for a first presentation
with depression IAPT should be accessible
enough to provide an alternative first
intervention, and one that the patients
often prefer. It’s a culture change, where
we need to partly use IAPT for people that
didn’t meet referral thresholds before, and
that means getting people to think about
therapy for a wider group than those who
have been referred in the past.
7) There seem to be some new “I can’t
believe its not IAPT” type schemes
emerging, especially quite a large one
in London, that are trying to pay much
less. The London scheme offered only
3/5 of Band 3 pay to their trainees.
What do you feel about this?
I haven’t heard about that. However, all
official IAPT trainee posts have full time
salaries. We pay course fees, we provide
time for training and we guarantee a postqualification job. There are funds available
to help services set up proper IAPT
schemes, so it is hard to understand why
any PCTs would choose to do what you
mention, but I know nothing about it.
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8) Mental health seems to be an area
which is currently suffering in budget
cuts and NHS reorganisation. Are you
concerned that IAPT will also face
cuts?
The initial commitment is stepwise. For
example, in London in the first year 5 of
31 PCTs started an IAPT scheme. In the
second year another 10 have started. Our
aim is to get as many of the remaining
16 to start one this autumn. Funds are
available to help them do so, within the
initial 3 year commitment.
The longer term is not certain, but we are
optimistic. It is encouraging that all 3 main
political parties have made a commitment
to IAPT, or at least to increasing the
availability of evidence-based mental
health services and patient choice beyond
medication [see box].
9) One of the criticisms I have heard
about IAPT is of high caseloads and
poor supervision. Is this an issue?
Initially the support and supervision
structure in some services was less than
ideal. So the Department of Health
issued guidelines on what IAPT trainees
could expect in terms of their caseload,
supervision and balancing demands.
These are applied now, so standards have
improved. The standards are available
to refer to in an annex of ‘Realising the
Benefits’ [a document available on the
IAPT website: www.IAPT.nhs.uk].
10) Do you see IAPT progressing to
incorporate therapy models other
than CBT, or client groups other
than adults with depression and/or
anxiety?
IAPT aims to implement NICE guidance for
the treatment of depression and anxiety
disorders. At the moment, NICE only
recommends CBT for anxiety disorders.
However, the position is different for
depression.
Interpersonal
therapy
(IPT) is recommended for all severities
of depression. For mild to moderate
depression, behavioural couples therapy
is also recommended if an individual is
in a relationship, there is evidence that
the relationship is contributing to the
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depression and the partner is willing to
join the therapy process. Counselling and
brief dynamic therapy also have some
indication in mild to moderate depression.
A recent audit of IAPT services in London
showed that these therapies are already
available in some IAPT services. Our
intention is that all services will be able to
provide patients with a choice between
evidence-based treatments for depression
as they mature.
Turning to the issue of other disorders,
and age groups, we very much hope
that the example set by IAPT will help
further the case for increasing access to
psychological therapies for children and
for other disorders.
11) Finally, you made a persuasive
case that IAPT could pay for itself by
returning a modest proportion of
clients to the workforce. Has this been
fulfilled? Is there anything that can
be done to persuade the government
that investment in psychological
therapies now will be cost-saving in
the long-term?
Helping people improve their mental
health has a massive impact, both in terms
of their quality of life and economically in
a variety of direct and more subtle ways.
I mentioned improving productivity at
work, reducing sick days, reducing the
number of people claiming benefits by
helping people to be able to access work,
reducing health care costs. The broader
picture should more than justify the cost
of the service, and the data so far shows
that we are meeting the targets that we
set.
The ongoing tasks for people on the
ground are to reduce stigma around
mental health, highlight that mental
health is getting a raw deal compared to
physical health, measure outcomes and
feed this information back, and to help
show the devastation of untreated mental
health conditions. We need to increase
commissioners’ awareness of the broader
picture. Mind is running a good campaign,
their website explains how people can
show support, help influence politicians
and highlight the importance of mental

health. They also have a range of other
campaigns. See http://www.mind.org.uk/
election.
So what can I conclude? I think I started
out the interview feeling fairly neutral
about IAPT. I saw it as the new big thing,
but rather simplistic in targeting a narrow
range of problems with a single model
of treatment (CBT). Having found out
a bit more, I think IAPT has been able to
grapple successfully with the culture
of the NHS marketplace, by evidencing
effectiveness in changing people’s lives
and saving the government money. I don’t
think it will have a negative effect on other
mental health services, and I think it does
have the potential to offer an alternative
to medication or suffering in silence for
the large numbers of people with mild or
moderate anxiety and/or depression. As
well as this, their commitment to outcome
measurement and quality training and
evaluation is admirable. So, maybe we
should see IAPT as a role-model for how to
get political support and funding? Maybe
other mental health services need to learn
to collect and broadcast the evidence that
we can change outcomes and save costs
too. As scientist-practitioners, Clinical
Psychologists are well placed to gather this
evidence and present it to commissioners,
yet we don’t really have a culture of doing
so and see that as ‘red tape’ when we’d
rather be delivering the clinical service. I
wonder if we fear that efficacy will be hard
to demonstrate with ‘real world’ clinical
populations with complex problems
each set in complex families, systems
and cultures, and where the therapies we
deliver are not as ‘clean’ as those used in
research trials either (or are not models
which have had enough research trials
to show efficacy). However, I think the
culture is changing whether we like it or
not. Commissioners have a responsibility
to show that they are getting value for
taxpayers’ money, and if we do not provide
this evidence, they will increasingly favour
funding services that do.
Dr Miriam Silver, Consultant Clinical
Psychologist. April 2010.
Professor Clark’s biography can be
found at http://www.iop.kcl.ac.uk/
staff/profile/?go=10813
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A week in the life of...

A Trainee Primary Care Mental Health Worker
By Hannah Desmond
I have been in my post as a trainee Primary Care Mental
Health Worker (PCMHW) at Tameside and Glossop Primary
Care Mental Health Service for three months. My role
involves working with clients who have been referred by
their GP, and are suffering from common mental
health problems, i.e. anxiety disorders
or depression. I also spend some
time networking with services and
organisations in the community in
order to promote mental well-being.
As a trainee, none of my weeks thus
far have been the same, as I have not
had regular clinics. I have recently started
working with clients, and will continue to
build up my caseload as I train.

Monday
Monday is currently my designated
study day, which I would usually
undertake with my colleague and fellow
trainee, but this week she was on a
training course so I was studying alone. I
spent the morning running through the
official Improving Access to Psychological
Therapies (IAPT) training materials, which
involved reading around the rationale
for the psychological interventions and

watching video role-plays of sessions.
Primary Care Mental Health Workers
provide a range of Low Intensity
Interventions, based upon the principles
of Cognitive Behavioural Therapy. The
interventions vary, but all have a psychoeducative component and involve
normalising distress and helping people
develop a helpful understanding of, and
some skills to address, their difficulties. I

also spent time looking through some
of our ‘Books on Prescription’ which are
self-help books which have been placed
in all local libraries that we can prescribe
to clients. I find these very useful as they
explain the interventions in different
ways, which I can then explain to my
clients.

Tuesday
Tuesday morning is when I plan my
clinics. This is a luxury that I currently
have as a trainee, as I don’t have a great
deal of experience working with clients
yet, and need time to plan exactly what I
am going to do with my client on Friday
morning. I re-read the clinical notes that
I made in the last session, and came
up with an agenda for Friday morning.
I also did some reading around the
clinical intervention that I am planning
on using. On Tuesday afternoon I spent
time phoning various GP surgeries in
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order to find a room in which I can hold
a regular clinic at this time. I found one
available in a surgery about five minutes
walk from the team’s base, where I had
previously shadowed my Mentor (a
qualified PCMHW). I was also given
three new referrals, on top of the one
client that I am currently seeing. I wrote
appointment letters to all three, and
looked forward to meeting three new
clients, despite still being a little nervous
about developing my first caseload.
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Wednesday
On Wednesdays I go to the University
of Central Lancashire to attend the
training course – the Postgraduate
Certificate in Primary Care Mental
Health Practice. In the morning
one of the Cognitive Behavioural
Therapists who run the course spent
time discussing caseload management
with us. This discussion made me feel
very pleased to be in such a supportive
team. One of my course colleagues

had 42 clients on her caseload, and
several others were working without
supervision. (My clinical supervisor, a
senior PCMHW with whom I have at least
one hour of formal supervision with per
week, is on annual leave this week.) On
Wednesday afternoon we spent time
practicing our clinical skills, and on this
occasion looked at graded exposure for
phobias. I found this helpful on several
levels as I also have a fear of flying, and

had booked myself a flight for later on
in the month and can practice the steps
of graded exposure therapy on myself
this month. I feel that it is important to
practice all of the interventions, such as
filling in ‘thought diaries’ and relaxation
techniques in order to develop a
thorough understanding of them & the
difficulties inherent in completion before
explaining them to others.

Thursday
On Thursday morning I attended
a black, minority and ethnic (BME)
sub-group meeting in Ashton-underLyne with one of the senior PCMHWs,
and the community development
team. The community development
team work with BME communities to
promote social inclusion and mental
well-being. This was the first time that I
had attended this meeting, and found
it very interesting in light of my recent
project, which highlighted the fact that
few people of a BME background were
accessing the mental health service.
We discussed ways that we could work

together to help break down some of
the barriers that BME communities have
in accessing our services, and how we
can work together to promote mental
health. Thursday afternoon is meeting
time for the team. This particular Thursday
was our ‘locality’ meeting, where we split
into four geographically determined
localities and discuss current issues. This
is followed by peer supervision, which
involves discussing any problematic
cases that we have. I discussed what I
was planning on doing with my client,
and got some very helpful feedback.

Friday
I have a clinic on Friday morning,
and first thing in the morning, I
saw my client for the third time.
Although I had planned this session on
Tuesday, my client and I decided to work
on something different after having a
discussion about it. I had learned from
previous sessions that I need to have
a good grasp of all the psychological
interventions, as clients may not always
want to work on what I have planned
to do that session. After the session I
write up my clinical notes and drive back
to base. In the absence of my clinical
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supervisor, I meet one of my colleagues
to discuss the session. We talked about
different ways in which I could move
forward with the client, and had a
general discussion about how I felt my
skills were developing. Friday afternoon
is my administration time. I entered my
client data onto the patient information
system, and ensured that everything was
up to date. Having a very small caseload
at the moment meant that I was able to
spend the remainder of the afternoon
studying, and reflecting on the work that
I had done throughout the week.

14

Aspire

My journey
by Stephanie Albinson

When I read the first issue of Aspire,
I thought it was really helpful to
read ‘Career Shifter’ and to see other
people’s journey’s along the route
to become a Clinical Psychologist. I
do sometimes wonder, as mentioned in
the article on Diversity if, as a profession,
Clinical Psychology may be guilty of
selecting trainees who all have very similar
experiences.
However, when I talk to other people
in the same boat as me, trying to get as
much experience as possible in order to
help them to gain a place on the DClinPsy,
I am again filled with hope as I see the vast
range of experiences that people have
gained from their various different roles.
After all, it’s not just about what you do,
but how you are able to reflect upon, and
learn from the experience that matters.
I feel that I have been able to develop
and hone my skills in different ways in my
various different jobs. I hope that all these
different experiences, will, one day make
me a better Clinical Psychologist.
So here’s my journey……
My love for Psychology began at school,
when I campaigned for my college to
put Psychology on it’s A level options. It
was only about 2 months into the course,
whilst learning about the diverse ways
that Psychology can be applied to help
people that I resigned myself to a career
in Psychology! Having said this, I went in
to the profession with my eyes wide open,
knowing that it was a very competitive
industry.
I then went on to university to gain a Bsc
Hons Psychology and realising I needed to
gain some hands on experience, spent 3
months at a Summer Camp in America for
children with Autistic Spectrum disorders.
I loved every minute of this experience. It
definitely taught me to develop my stress
management skills and that whilst I needed
to reflect how I was communicating with
individuals with special needs, not to take
everything personally.
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I realised during my work in the Summer
Camp that I very much enjoyed working
with children. My next role included
working in a Residential Children’s Home.
This gave me great insight into the care
system, and how the way in which we are
parented and our childhood experiences
can affect how we communicate and
respond to the world as we grow older.
I learnt the importance of modelling
appropriate behaviours and to think
about why individuals may be exhibiting
challenging behaviours.
My next role was working in Child and
Adolescent Mental Health Services
(CAMHS) as an Assistant Psychologist. I
worked with children aged between 8 and
16. I developed my skills here of assessing
children and their families and trying to
understand what their main problems
were, how long they had struggled with
them and where they think they came
from. This service was designed to meet the
needs of children with low level problems,
from the premise that if we teach these
children techniques that will help them
with problems such as anger, phobias,
soiling and bed wetting now, then we will
hopefully dramatically reduce the chance
of them developing a more severe mental
health problem when they are a little older.
A lot of the work of the team focused on
‘emotional literacy’- to help children to
identify and communicate their feelings.
I also learnt how to develop a
‘formulation’ to share with the
family - an idea of how the
problem developed,
what factors may
be maintaining
it and what
we could do
to help.

My current role is working as an Assistant
Psychologist within a Chronic Fatigue
Syndrome service. My main role is to cofacilitate groups of individuals with the
condition alongside a Physiotherapist. This
has given me great insight into the role of
Psychology in physical health conditions. I
help people to come to terms with many
losses that they have experienced due to
the illness, including loss of hobbies, loss
of fitness, loss of relationships, which can
contribute to a loss of confidence and self
esteem. I also use Cognitive Behaviour
Therapy to help people to see that the way
in which they think about things can affect
their behaviour and to find alternative and
more positive ways of viewing situations.
We also talk a lot about stress and the
impact of this on our physical and mental
health, which is something I am very
interested in.
I fully believe that every position I have
taken, and experiences that I have been
through personally have helped me to
learn different skills. I hope that I will gain a
place to train to be a Clinical Psychologist
in the future, but if not I have definitely
enjoyed the journey!
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Ever thought about
working in research?

by Eponymous85

In the mad dash to get a job postgraduation, most psychology graduates (myself included) head straight
for the assistant psychologist jobs.
But is there another way to get the experience you need? After 6 months working in
an inpatient unit as a health care assistant,
I applied for a job in research. These jobs
are few and far between, but in my experience they can give you just as much as an
AP post if you choose carefully.
First of all, the basics. Although they can
be harder to find, research jobs tend to
pay very well, and can really help with that
enormous student debt. Posts are usually
fixed term like clinical assistant jobs, although they often last for the life of the
project. This can give you more stability
and stop you job hopping for the next
few years. It also gives you the chance to
really get to grips with a topic, and those
of you who’ve done a dissertation project
will know there’s nothing more rewarding
than seeing a project through from beginning to end. You may also be one of the
lucky ones who get offered a PhD position
along the way. This can really help to boost
your DClinPsy application, especially if you
want to improve on previous academic
achievements.
There are plenty more advantages to a research position. You will often get plenty
of training opportunities, especially in
things like the administration of psychometric and assessment tools. If you’re employed in a good department there are often many lectures and guest speakers that
present on a range of fascinating topics
within mental health; this can help broaden your focus when you’ve been stuck
on the same logistic regression
calculation for a week.
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You may also get to hear about new research before its publication, or even
while it is in progress, keeping you really
up to date with current thinking. This all
maintains your critical thinking keeps you
thinking scientifically, essential skills for
any nascent clinical psychologist.
If you start with a project from the beginning, you get to see how the whole process works right from that first proposal
and ethics application through project set
up and data collection to interpretation,
write up and journal submission at the
end. If you’re lucky you may come out of
it with a few publications to your name,
and possibly the odd conference or poster
presentation. This really gives you a feel of
the place of research within health care,
and how new thinking and evidence affects the way we practice clinically.
There are of course down sides to any job.
The work can be stressful, especially if you
have tight recruitment deadlines to meet.
It can be frustrating to see clients but not
have the opportunity to work on psychological interventions if you are purely involved in data collection. This can be especially distressing if you are working with
clinical populations. If you’re considering
applying, make sure there is provision for a
good supervisor who can support you
in these issues.

administrative in nature (remember all
those hours of data entry you did for
your dissertation? Imagine doing that full
time…) so choose carefully which posts
to apply for. Sometimes research jobs
on longer projects can be hard to get as
a psychology graduate, as we do have a
reputation for moving on rather quickly to
clinical training or other posts. However if
you find the right post with the right opportunities, working as a research assistant can be an incredibly rewarding experience.
I currently work on a project investigating an exciting emerging area of mental
health; informal coercion. In the context of
a health care service, effective treatments
are usually the focus of clinical research;
however what good are those treatments
if clients don’t engage with them? The issue of non-compliance with treatment is
usually seen as the remit of psychiatrists
working with patients detained in hospital under the Mental
Health Act; however it is clear

Not all projects involve contact with patients, and
may even be more
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that people experience a more subtle range of pressures from a variety of
sources when facing treatment for mental
health problems.
Our current project aims to assess how
much this type of informal coercion occurs; in particular we are assessing how
many people have experienced the use
of ‘leverage tools’. This term describes anything that is used to get the patient to
engage with treatment services, and can
come from a variety of sources ranging
from friends and family to clinicians to the
criminal justice system. Many people with
mental health problems rely on welfare
systems to continue living in the community; therefore most commonly leverage involves the withholding of access to
money, housing or child custody or the
use of pressure from the legal system to
get treatment. There are clearly many ethical issues involved in the use of such measures, and we aim to explore these along
with how clients perceive their use – are
they a help or a hindrance to recovery?
My role in the project is largely recruitment
and data collection at the moment. I spend
a lot of time with different mental health
professionals explaining the research
study and trying to gather interest and recruit patients. I conduct questionnaire
style interviews with outpatients from a
range

www.ClinPsy.org.uk

of populations; Assertive Outreach, Community Mental Health Teams and Substance Misuse. I had extensive training at
the beginning of the project in order to
conduct the interviews properly, which
consist of a number of psychometrically
validated scales, questionnaires, and a few
clinical assessments of symptomology and
functioning. I had input in the beginning
about which scales we should use; this
involved a lot of literature searching and
weighing up of research evidence. I also
had thorough training on the ‘informed
consent’ process – making sure people
are fully informed of what’s involved in the
study before they take part.
It is also my responsibility to code and
input the collected data, and to produce
periodic reports. This involves using SPSS
for storage and some basic descriptive
analysis (more in-depth statistics come
later on). I’ve also had the opportunity to
go to a few conferences on related topics,
and will be making a presentation on our
progress at an international conference
next month.
Of course the job isn’t always easy;
there are difficult patients (and staff!) to
deal with, and as with any job for a new

graduate it’s a very steep learning curve. To
help me deal with these issues I get peer
supervision with the other assistant on the
project from an experienced researcher
who is also a trained Gestalt therapist. We
set aside time every two weeks to discuss
whatever we would like to bring to the
session; if there is nothing in particular we
would like to bring up she will hold a small
workshop on a particular issue. It’s a great
space to reflect on the job and my development needs, and peer supervision is a
good way to gain perspective and hear
others’ opinions and advice.
For me, research is a fascinating and exciting area to work in. I get plenty of client contact and probably see a wider
range of professionals and patients than
if I was working in a clinical job. There are
so many opportunities for learning and
development, and some incredibly experienced and well-respected people to
learn from. I love being immersed in an
environment where new ideas are born
and things are progressing all the time. In
my view, research is definitely not an area
to be overlooked when considering work
experience.
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It is who you know, not what you know: Networking
Dr Ian Barkataki

For the Aspire team, a commonly heard
complaint is “I am looking for relevant
experience or an assistant post, but there
are so few jobs advertised. Those that are
advertised are so competitive I wonder
if I even stand a chance!” Undoubtedly
true, but doesn’t detract from the fact
that hundreds of psychology graduates
manage to get the positions they need,
often facing little or no competition. They
are not lucky, they network. It is often said
that between 50% and 75% of all jobs are
never advertised but are filled by people
who build up a network of contacts. I
am uncertain how accurate those stats
are, but lets face it if you are looking for
someone to work with, you will probably
look more favourably on someone you
already know and can trust.
At this point you may think “But my
mum isn’t a senior NHS manager who
can hook me up with a job” or “I never
went to Oxbridge so am not part of an
old girls network.” It’s important to clear
up a few misconceptions. Networking
isn’t the same as nepotism or getting a
job because of a friend or family member
makes one for you. Yes, it is nice if your
uncle happens to be important and well
connected, and no doubt things may
be easier for you. Yet most of us do not
have this luxury and we still make use of
networks. It is likely you will already know
people who do have some degree of
connection to where you want to get
to. That said you may have to look a bit
further than your immediate family
or circle of friends. Undergraduate
students will be in a position to
meet lecturers and psychologists
at university, who can assist you
directly or may in turn know
other people who can. Another
common path is volunteering
to assist research, or donating
your time to something
like befriending older
people or telephone
counselling. This not
only teaches you skills,
but also connects you
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with other like minded people who may
know others who can help you.
“Isn’t networking all about wearing a
flashy suit, a fake smile and pressing your
business card into the hands of people
who don’t want it?” Most of us would
balk about accosting strangers to get
something out of them. We feel it almost
like begging or telesales calling. However,
all of us will already network to some
degree in our every day lives. Do you have
friends you have made through other
friends? Do you use chatrooms, Myspace,
or Facebook groups and contribute to
discussions? Do you attend lectures
and seminars as part of your education
or your professional development? Do
you read internet forums like the ones
at www.ClinPsy.org.uk or www.bps.org.
uk? If so, you have already have started
the process of networking. It’s not much
more effort to say hello to the person
sitting next to you at a seminar or to post
on someone’s Facebook wall.

helping yourself. If you are in the
psychology line of work, people tend to
assist others because that’s the way they
are naturally predisposed, who in turn
may end up receiving help because other
people have that same desire to help too.
All networking does is help move you
into the right place at the right time.
The vast majority of the time networking
isn’t intentional or calculated. It can
happen completely out of the blue. I got
my current job when I walked into the
trainee’s office in my final placement, and
saw a stranger who was introduced as
a consultant in another service. I made
some jokey, half hearted comment
about “if only she could make more jobs
for newly qualified psychologists” (out of
lack of imagination more than anything
else). I was then told that this was exactly
what her service was doing, and would
I be interested in applying because the
HR and admin people were getting
ready to advertise. While I wasn’t given
a job on the spot (I was still interviewed

Remember, networking is just as much
taking opportunities to help
other people as it is
about
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It is who you know, not what you know: Networking
and had to compete against others), I
have to admit that this tiny, completely
unintentional piece of networking
helped me considerably. Being open to
opportunities is critical if you are going to
make use of that network.
You may feel bad about accepting help,
sense unfairness or subscribe to an ideal
of “doing it the hard way all by yourself”.
However, if you think about it, we all
do need help, and will have accepted
helps from parents, teachers, friends,
neighbours, professionals and more in
our lives already. Bear in mind, while
networking is about people who know
you being in a position to help you, it is
just as much you helping them. In the
same way you probably would not feel
bad as a teenager accepting a fiver for
mowing your parent’s lawn, similarly
there is nothing inherently wrong helping
someone who already works in the
field you are interested by
doing something
they would
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have otherwise found a chore. Taking
meeting minutes, getting information
from inpatients, proofreading research
papers, managing databases can be
your valuable CV experiences or learning
experiences, but are likely to be yet
another thing on someone else’s very
long “to-do” list.
Good networking involves staying in
touch with people that have helped you
before. At the most basic level this is simple
courtesy and appreciation, but staying
in touch strengthens your contacts and
allows even more opportunities to come
your way, because you stay in other
people’s minds. Okay, it can be a bit of a
hassle, but the benefits of hearing about
someone leaving
a job that is
perfect for
you,

or a course that teaches you a much
needed skill is well worth the cost. Taking
good care of your network and staying
on good terms with people, also means
it naturally expands, so even if you are
the shy and not particularly outgoing
type, others are more likely to come to
you due to recommendations. Network
well enough and you too can say
good bye to the NHS Jobs website and
scouring the pages of the Appointments
Memorandum, because you’ll hear about
things through the grapevine ahead of
time.dations. Network well enough and
you too can say good bye to the NHS
Jobs website and scouring the pages
of the Appointments Memorandum,
because you’ll hear about things through
the grapevine ahead of time.
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What is Person Centred Planning?
Valuing People
The Department of Health white paper
‘Valuing People’ (2001) first introduced
‘person centred planning’ (or PCP) as a
vital new way of working with people
with learning disabilities in the UK. More
recently, ‘Valuing People Now’ (2009), sets
out government objectives for the use of
PCP within learning disability services up
to 2011.

So what is
person centred planning?
The origins of person centred thinking
can be found in the work of individuals
such as John O’Brien, who set out five
accomplishments for people with learning
disabilities as follows:
■ Community presence
■ Choice
■ Respect
■ Competence
■ Community participation
Similarly, person centred planning is rooted
in the key principles of individual rights,
choice, and independence, and states
strongly that ‘it is no longer acceptable
for organisations to view people with
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learning disabilities as passive recipients
of services; they must instead be seen as
active partners’ (Valuing People p.51).
The key aims of person centred planning
are:
■ To keep the person at the centre; this
requires careful listening about how a
person wants to life their life.
■ To value contributions from the
individual’s friends and family, as an
integral part of the process, and as
people who know the individual
best.
■ To tailor services provided to the
individuals’ interests and strengths,
rather than ‘fitting’ them into a
prescribed ‘slot’ of available care.

Person centred
planning in ac tion
A new approach to work
Being ‘person centred’ does not just entail
having regular PCP meetings; person
centred planning is not an end in itself.
Being ‘person centred’ should inform how
we work with all people with learning
disabilities on a day to day basis.
The following excerpt from a poem
by Elaine Popovich helps sum up the
reflection on attitudes and assumptions
which is demanded by PCP:

You and I

■ To create an ongoing commitment
between services, the individual, and
those close to them to work together
to create the changes that will
enhance that person’s quality of life.

I am a resident. You reside.
I am admitted. You move in.
I have behaviour problems. You are rude.
I am non-compliant. You don’t like being
told what to do.

■ To lead not only to improvements
in the individual’s life, but also to
the service itself, as it becomes
increasingly responsive to the wishes
of the people it is involved with,
encouraging them to achieve their
goals.

By Elaine Popovich
In institutional settings such as care
homes, thinking in a ‘person centred’ way
can promote real changes in the day to
day experiences of individuals accessing
the service. Changes can be so simple,
and yet have a real impact on the amount
of choice and independence offered.
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Real life impacts of being A Consultant Clinic al
person centred
Psychologist ’s view:
‘Tim’ lives in a large residential home
for people diagnosed with autism and The role of facilitator

At the close of this meeting, all present
were asked to provide spontaneous
verbal feedback on their experience of
the meeting, here are a few examples of
this feedback:

learning disabilities. Tim is non-verbal and
communicates through sign language.
He has limited funding, and money for
luxuries is often tight. In the past Tim often
became frustrated and aggressive when
out shopping in town, as he would ask for
expensive items and hated to be told by
staff that he ‘couldn’t afford that’.

‘I feel I have been listened to and heard
today’

Tim’s key worker talked to colleagues,
and together a multidisciplinary team
including the key worker, psychology, and
speech and language therapy devised a
calendar showing Tim clearly how much
money he had each week, and giving
him choices of what he wanted to spend
it on. At first Tim made choices such as
whether to go to McDonalds or buy a CD.
However, over time Tim’s understanding
of monetary value has become more and
more sophisticated. He now happily goes
without small luxuries in order to save
for something big, and comes to staff
with catalogues showing them what he
wants to save for next. Tim’s most recent
purchase is a wonderful video camera for
his own personal use, and he is ecstatic!

Facilitating a person centred planning
meeting is a privilege. It provides an
opportunity to really start to get to know
someone, and to understand how they
view the world.
Traditionally, annual reviews etc have
been focused on problems, difficulties,
and the challenges that service users
can sometimes present. Person centred
planning meetings have a radical impact
by focusing instead on positives; on the
skills, qualities, and activities that people
possess and want to develop further.
Recently at a person centred planning
meeting, all those present participated
in the exercise of focusing on ‘my ideal
day’ from the point of view of the
service user. The experience of closely
examining a person’s daily routine
highlighted how small events during the
day can have massive effects on quality
of life, depending on whether they are
facilitated to happen as the person would
like (ideal) or not.

‘I have found out so much about this
person today that I never knew’
‘I feel so excited about the possibilities
for other service users following today’s
meeting’
Person centred working is not just
something to do on a Monday afternoon,
and put back in the filing cabinet until
next time. It is a continuously evolving
process to support and enable people to
live the lives they want.
by Stacey Parker
(Consultant Clinical Psychologist)
Stacey Parker is a Consultant Clinical
Psychologist who has been working
with people diagnosed with learning
disabilities for over twenty years. She has
worked both within the NHS and the
private sector, and with people of varying
ages and abilities.

This example is an indication of the impact
that being ‘person centred’ can have in
real life. Small changes have enhanced
this individual’s;
rights (having access and control over
funds),
independence (understanding of
monetary value)
and choice (of choosing and getting
what they really want).
By Emma Stephens
(Assistant Psychologist)
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TELLING THE STORY

A FIRST ENCOUNTER WITH NARRATIVE THERAPY
Attaining a first Assistant
Psychologist post, whether it
is voluntary or paid, is a huge
milestone for many people in their
journey towards a career in clinical
psychology. Due to the importance
often placed on a first ‘foot in the door’
post, it seems to me that an especially
strong emotional connection often
remains associated with that position,
the people involved in supervision and
the particular therapeutic orientation or
client group encountered.
This is an article about my first voluntary
post, which was in a systemic, narrative
therapy oriented service in South
Birmingham. This post was hugely
enjoyable and for me it was a formative
first step into clinical psychology. I hope
to share some of what I discovered in
relation to narrative therapy and how this
knowledge has influenced my thinking
and development in general, as well as
more specifically shaping my practice
in a recent post within an Older Adult
Community Mental Health team (CMHT).

INTRODUCTION
Firstly, I want to offer my own
understanding of narrative therapy
and some of the ideas underpinning
it. Narrative therapy positions the client
as the ‘expert’, the person with the most
insight into their life and their relationship
with the problem that has brought them
to therapy. The word ‘narrative’ explicitly
refers to the idea that we build up stories
about our lives as a way of understanding
and integrating our experiences.
However, the particular stories we ‘write’
about ourselves, and the experiences we
choose to remember and incorporate
into these stories, are often governed
by particular social, political or cultural
ideas, which are constructs of the society
we live in. As a result many of us hold
stories about ourselves that are problemsaturated, perhaps because we do not
see ourselves as living up to the particular
ideals of our society.

www.ClinPsy.org.uk

However, there are many different ways
of telling one’s story. Narrative therapy
seeks to guide the client, and sometimes
those closest to them, in re-telling, or
re-authoring the story they hold about
themselves by bringing to the fore their
strengths, dreams and hopes, focussing
on the times that they have exerted
control over a problem and not the
other way around. A key tool in the reauthoring of a story is the language with
which it is told. Through conversation,
and the creation of therapeutic
documents, details of a rich, vibrant,
and alternative but parallel story can be
revealed.
I will now share my experience of
some of these ideas in action and their
subsequent impact on my professional
development.

THE PERSON IS NOT THE
PROBLEM, THE PROBLEM
IS THE PROBLEM
A key method of a narrative therapy
approach is that the presenting
problem is personified or externalised
as a separate entity from the person

presenting for therapy. The influence of
the problem in the life of the person and
those closest to him/her are examined
alongside the times when the client
has undermined the problem-saturated
narrative in the past.
It has been argued that this kind
of approach absolves a person of
responsibility for their problems and
behaviour. However, it seems to me that
encouraging a person to think about
how their behaviour may provide a
problem with sustenance that allows it to
continue, and to think about the things
they could do to undermine it actually
empowers a person to take responsibility
and regain control over a problem that
once seemed insurmountable.
I have found this approach particularly
useful in working with the families of
people with pronounced physical health
problems, such as a fairly progressed
dementia or people who have suffered
a stroke. Caring for a person with
problems after such a deterioration
in physical health can be an isolating
experience, and families often seem to
become so frustrated by the situation
they find themselves in that they start
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to ‘blame’ the person or think that the
person is ‘doing it on purpose’ to make
life difficult. Externalising the problem
allows everyone involved in the caring
process to think of ways of behaving that
could reduce its influence on their lives
and in their relationships with each other
and the person concerned. This paves
the way towards creating a more unified,
collaborative ‘team’, one that is capable
of confronting the situation and the
illness together, rather than blaming one
particular person.

CLIENT AS EXPERT:
FOSTERING A SENSE OF
CURIOSITY
During this post, the idea of the client
as ‘expert’ was central to the therapy I
observed. The client was encouraged
to recognise the times when they
influenced the life of the problem; by
undermining it, ignoring it or doing the
exact opposite of what it told them to
do. The therapist played the role of an
influential and expert conversationalist,
guiding discussions towards the
externalisation of a problem in order to
avoid blaming and pathologising the
client as much as possible.
This approach required the therapist
to hold back from imparting expert
knowledge or offering advice as such.
Questions were asked with a marked
sense of curiosity, a sense of really
wanting to get to the root of what life
is like for each particular client and thus
encourage them to tell their story in as
much detail as possible. In this way the
story could be examined for details of
‘unique outcomes’, or times when the
client had managed to undermine or
make things difficult for the problem.
I have retained a healthy sense of
curiosity about my clients and am
always keen for people to describe their
experiences in detail and in their own
words. However, in my recent older
adult post, I noticed some difficulties
with the ‘client as expert’ idea. Indeed,
some clients actually found this idea
rather confusing. This might best be
understood within the context that an
older generation may be more familiar
with a ‘medical model’ perspective; where
the professional is clearly demarcated as
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the expert. Therefore, many people in
this client group, in my experience, seem
to be slightly more comfortable with an
assessment, formulation and intervention
process led by the professional. However,
despite the difficulties encountered I
believe it is especially important to allow
people from this client group, arguably
a socially disadvantaged and neglected
group whose members are rarely given
the opportunity to express viewpoints, to
tell and re-tell their stories.
Perhaps to do this we need to think
about the idea that mental health
services in the past, and to some
extent in their current form, may be
perpetuating one of the many socially
constructed stories by which our clients
define themselves. Maybe, by changing

practices now, we can foster a culture of
curiosity within mental health services
as a whole. This culture should be
dedicated to empowering people from
all backgrounds to play an active part
in understanding and challenging their
problems, and would achieve this by
taking a keen interest in the client’s own
interpretation of their experiences and
the world around them.

THE IMPORTANCE
OF THERAPEUTIC
DOCUMENTS
During my time in Birmingham I noticed
a dedication to the production of
therapeutic documents, particularly

letters, amongst the clinicians. These
documents were often used as a way
of summarising sessions and of making
suggestions for ways to undermine
a problem-saturated story whilst
‘performing’ or giving more strength to
an emerging parallel, positive story. Also,
letters would highlight key moments
in sessions where the person had taken
a step forward in understanding the
relationship between themselves and
the problem, or had reflected on a time
when the problem had been thwarted.
Therapeutic documents do not have
to take the shape of formal letters and
can include, for example, ‘achievement
awards’ and contracts of intent and
actions to be taken against the problem.
One thing I greatly enjoyed in my

recent post was the chance to construct
my own letters to clients, and before
leaving I spent a great deal of time
drafting personal summary letters to
each client. This was a way of reminding
them of the key themes and issues we
had spoken about. I hope that written
communication will continue to be an
important part of my practice in future.
Of course, my work with the CMHT has
highlighted the importance of versatility
in the way a message is communicated.
For example, the words, the level of
detail and the size of font used are all
issues to consider when writing letters
to clients. This is certainly true when
working with older adults, this is a
diverse group covering a wide spectrum
of cognitive ability; some have visual
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problems and some have executive
functioning problems, which may impair
concentration. So, I have learned that
tailoring communication to suit the
individual is hugely important.
It is encouraging to me that therapeutic
documents need not always be
formal letters and can be much more
creative and visually pleasing. This
means that people who find it difficult
to read large blocks of text are not
necessarily precluded from this aspect
of the therapeutic relationship. It seems
important to remember that therapeutic
documents can also be provided to
people close to the client. This is
particularly important in an older adult
setting where referrals for people with
a dementia are common, and involve
the development of a good working
relationship with the family and care

www.ClinPsy.org.uk

system surrounding the client.

therapy and a new e-journal.

CONCLUSION

‘Narrative Means to Therapeutic Ends’
by Michael White and David Epston –an
invaluable book, particularly for those
wanting more detail about different
kinds of therapeutic document and those
wanting to understand the theoretical
underpinnings of narrative therapy.

I hope that this article provides an
interesting introduction to those who
haven’t been exposed to narrative
therapy before, and I hope that it
also gives an insight into how my
first voluntary post has subsequently
influenced my thinking and practice.
Finally I want to recommend two
excellent resources for those who want to
look more deeply at this approach. They
explain narrative therapy practice in detail
and provide good examples of various
therapeutic documents and the process
of externalisation:

Laura Bettney
Assistant Psychologist with
Manchester Mental Health and
Social Care Trust

www.dulwichcentre.com.au – hosts
many free articles, a bookstore, an online
community for those practicing narrative
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Book Review
Mark Pearson & Helen Wilson

Using Expressive Arts to Work with Mind, Body and Emotions
Reviewed by Adam Croney
This book is thoroughly engaging,
effectively proposing the wider use
of Expressive Therapies within the
counselling and psychotherapy arena.
The authors detail the evolution and
ethos of Expressive Therapy, highlighting
the experiential learning process of
the therapist and the emphasis on
experiencing being in the role of a client
in order to understand the self-discovery
firsthand. The book moves on to discuss
how the theory of Expressive Therapy has
been shaped, including fundamentals
of the counselling relationship: offering
client choice and an accepting, invitational
approach to questioning underpinned by
a genuine desire to gain insight into the
client’s world. The reference to Gardner’s
theory of multiple intelligences is valuable
in expressing to the reader the benefit
of flexibility during sessions and the
importance of “meeting the client where
they are”.
From here the authors then bring attention
to Expressive Therapy’s holistic approach,
encompassing an integrative manner
that focuses on full-body symptomology.
The notion on full-body symptomology
highlights some similarities between
the focus of Expressive Therapy and the
presentation of mental health complaints
in primary care settings. In addition to the
full-body focus, the authors also highlight
the psyche natural healing movements,
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which it is proposed the counsellor needs
to be attuned to, in order to interpret their
direction.
The book truly comes alive in the second
half, where the authors both highlight
and describe tools within the therapist’s
arsenal, as well as providing detailed
activities for their application. The authors
firstly cover the use of expressive writing,
highlighting its main benefits being that
the client is able to control the “rate, depth
and intensity of therapeutic work”. In
addition to this, the client is also able to
feel in control of the therapeutic session,
instead of taking on the role of “submissive
responder” assuming the need to take on
the therapist’s view and norms.
The authors next explore the topic of
Art Therapy and symbol work, including
particular emphasis on its value when
working with children and those suffering
with Post Traumatic Stress Disorder. The
authors discuss in great detail the use
of reflective drawing, process drawing
and completion drawing, with specific
exercises for use with different client
groups. Following on from Art Therapy,
the authors briefly cover the use of
music within Expressive Therapy, drawing
attention to its value in building rapport
between counsellor and client.
The authors move on to discuss at
length the role of Dreamwork, and their

interpretation allowing access to the inner
processing of outer events. The authors
highlight multiple ways of working with
dreams including using sandtrays, roleplayings, writing and free-associations once again including a range of exercises
to use directly in therapeutic sessions.
The authors finally discuss Transpersonal
Influences and its importance in being able
to work with client’s material that come
from different levels of consciousness;
including how this relates to an individual’s
inner healing compass.
To summarise, Pearson and Wilson
have done an exceptional job with this
engaging text, which is easily accessible at
undergraduate level, whilst undoubtedly
offering value to the experienced
professional. It needs to be noted that
whilst the exercises included are insightful
and allow the reader to observe the theory
in practice, they should not be interpreted
as an ability to practice and instead
relevant training is essential; in line with
the Expressive Therapies notion of the
counsellor finding value in experiencing
the role of client. They have crafted a text
that can be both read cover to cover in a
single sitting whilst at the same time being
referred to over time for novel exercises.
This would be a worthwhile purchase
for the undergraduate, whilst also being
worthy of a place on the professional’ s
bookshelf.
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An introduction to common materials and measures
1) Family Relations Test
This is a classic set of materials used
to explore a child’s perception of their
relationships with others in their family. The
premise is that the child selects post boxes
to represent themselves and everyone
in their family (plus any other important
relationships or attachment figures, such
as foster carers, boyfriend or girlfriend, etc)
from a range of line drawings of male and
female figures of all ages. A final post box
is added with a picture of a man wearing a
hat, which the psychologist introduces as
“Mr Nobody”. The child is then given a set
of cards with messages or statements on
to post into the appropriate box, with the
instruction to post them to Mr Nobody if
they don’t suit anyone in the family. The
cards say things like “this person deserves
a nice present” or “this person is mean
to me” or “this is the person my mother
spoils the most”. The cards represent
both positive and negative feelings,
which are weak or strong (eg “this person
frowns at me” might be a mild negative,
whereas “this person frightens me” might
be a strong negative) and outgoing or
incoming (eg “I like to hug this person”
is outgoing, whereas “this person likes
to hug me” is incoming). There are also
specific cards to explore maternal and
paternal overindulgence, and maternal
overprotection.

in their network, and is accessible with a
simple practical focus. I have added a set
of child protection cards to my copy of the
FRT, which I find invaluable. It is a simple
and non-leading way to explore whether
the child has any information to disclose
about the way that they have been treated,
and lets me corroborate other sources of
information (for example about whether
a child is aware of domestic violence, or
parental drug or alcohol abuse).
In terms of downsides, the family figures are
quite limited (for example, my set has only
white British appearance, and somewhat
dated clothing), transferring the data from
the cards to the record sheet can be quite

time consuming, and the post-boxes can
be quite fragile and don’t always want
to stay shut. I would personally find a
computerised version of the materials,
similar to that in ‘In My Shoes’, more up-todate, less fragile, and able to offer a greater
variety in both ethnicity of figures and the
statements/messages available. However,
I would recommend the FRT to anyone
working with children and families as an
essential part of your testing repertoire.
Dr Miriam Silver
Consultant Clinical Psychologist
December 2009

The manual helps the psychologist
interpret the pattern by which the
cards are posted, however it is fairly
self-evident: more cards represent more
significant relationships, the content
of the cards represents the quality of
the relationship. It is also interesting to
explore whether the child is comfortable
in giving some negative cards to their
carers, or whether the relationships are
idealised or polarised.
I use this test a lot, particularly in my
child protection and court work, where
I find it gives me an insight into the
relationships within the family, which
are hard to explore in other ways. It also
gets a child talking about each person
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The
Writing
Cure
By Joanna Pitt
The idea that “getting things off your
chest” will make you feel better is a
known folk therapy used by many
mothers, teachers and highly likely
to be avidly practiced by your best
friend. However, an intervention that
has come into place in the past twenty
years has found writing down such
deep thoughts and feelings can have
a significantly positive effect on your
physical health. This link was first made
by Pennebaker & Beall (1986) in which
they asked participants to write about a
previous traumatic experience, for twenty
minutes, over four days, and found
that there was a significant decrease in
their medical health visits six months
later. This was compared to control
participants who had followed the same
writing procedure but only written about
mundane topics, such as describing their
shoes, rather than a previous trauma.
Since Pennebaker & Beall (1986) study,
there have been many replications of
the “written emotional disclosure” (as it
now known) producing a large variety of
positive results. These have ranged from
physical health improvements such as

reducing pain for those suffering from
asthma (Warner et al., 2006), chronic
pelvic pain (Norman et al., 2004) and
stage II breast cancer (Stanton et al.,
2002). Not only helping people physically,
writing down emotional feelings has
also helped people psychologically; with
findings of quicker re-employment for
those who had lost their jobs (Spera et
al., 1994) and improving grades for those
preparing for an entrance exam (Lepore;
1997).
The paradigm is also inexpensive, easy
and quick to administer in comparison to
other intervention techniques (Kacewicz
et al., 2006). Alternative methods such
as psychotherapy require individuals
to voice their personal thoughts and
feelings to a therapist which can be
difficult and uncomfortable, especially
to a stranger. Confronting a trauma by
either talking or writing about it are both
positively practical, however written
disclosure allows deeper thoughts and
emotions to be explored that normally
may be difficult to verbalise (ibid).
But why does simply writing down your
thoughts and feelings improve your
health? First, it is important
to address the notion
that in order to
write or
talk

about a trauma, it must be confronted
(Stroebe et al., 2002). This idea stems
back to Freudian theoretical views of the
unconscious whereby Freud & Breuer
(1976/1895) suggested that while a
thought is “conscious” it is easy and
accessible to retrieve that thought. When
a particular thought is “unconscious”
and not talked about it can cause
anxiousness. This can be applied to
the emotional disclosure in that after
confronting such traumatic event and
writing down how it made you feel,
allows the unconscious thoughts to
become conscious and allows “working
through” of that anxiety, or trauma.
Not talking about such trauma, according
to Pennebaker (1989), leads to emotional
inhibition causing a decrease in social
bonds and an increase in physiological
stress. Emotional inhibitions require
the brain to process highly emotive
information putting large amounts of
stress on the rest of the body resulting in
worsened immune functioning causing
one to become unhealthy. To elaborate,
the effect of stress from containing built
up emotions can cause psychosomatic
problems (Pennebaker, 1997, p.164);
physiological changes in the body
which increases susceptibility to illness
by enhanced stress. On the contrary,
confronting traumatic events and
revealing previous concealed thoughts,
improves body functioning.
Although the implications of
such a method are in
theory inexpensive
with excellent
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repercussions, it remains unclear why the
method is successful. It also should be
noted that written emotional disclosure
does not work for everyone. Reports have
found there were no effects in people
who had been sexually abused (Batten
et al., 2002) and for those who were
coping with bereavement (Stroebe et
al., 2002). Moreover, in one study there
was actually an induced negative effect
on participants suffering from Post
Traumatic Stress Disorder by increasing
medical visits subsequent to disclosing
about such traumatic events (Gidron et
al., 1996). These studies suggest that the
written emotional disclosure technique
should be used with caution, particularly
with traumatised participants.
With further research however, into the
underlying mechanisms behind the
paradigm this intervention could add
to the therapeutic repertoire of not only
clinical psychologists, but doctors, nurses,
teachers, and most importantly the
general population. So, next time you are
feeling troubled it may be worth letting
off steam and sharing it with a friend, or
better still take time to write it down. It
might just make you feel that bit better
later.
I am an Msc Psychological Research
Methods in the Study of Emotion student
at Portsmouth University, and hoping to
eventually go into clinical psychology
after gaining more practical experience.
My thesis is based on the Written
Emotional Disclosure Paradigm in which I
hope to incorporate a cognitive approach
into investigating the underlying
mechanisms behind its success. I want
to know at what point people’s cognitive
processes change during and after
the writing task and how this assists
their health and well-being. If you are
interested in this area, please email me at
psy40174@port.ac.uk.
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Happy Psychology Charlatans?
In July 2009 regulation of practitioner
psychologists was handed over from
the British Psychological Society to the
Health Professions Council. Unfortunately,
instead of regulating all BPS members, as
used to be the case (with the weakness
that membership was not compulsory,
and therefore the regulatory process had
no teeth) the HPC regulations only cover
certain small groups of psychologist
who choose to use protected titles such
as Clinical Psychologist or Counselling
Psychologist (although registration is
statutory). In my opinion this fails to
protect the public from people who
offer counselling, psychotherapy, talking
therapies or other psychological or
mental health interventions who do
not use these titles. It means that any
person offering bogus services merely
has to avoid claiming the protected
titles but can continue to practise with
impunity, whilst those of us who are
legitimate have to pay more fees and
jump more hoops than ever before. If
someone chooses to set up a private
therapy service, they can call themselves
a psychologist, a specialist in particular

disorders, a therapist, a consultant or any
other title they wish outside of the few
HPC titles, and the HPC can do nothing
about the way that they practise. If the
HPC strike off a registered professional,
they can merely change their title and
keep on offering the same services!
This means that the most dangerous
practitioners (who tend to operate
outside the main public sector employers
where there are clearer professional
standards and complaints procedures)
are the least affected by regulation.
And the public would have no idea
whatsoever that a ‘clinical psychologist’
is someone who has been checked for
legitimacy but a ‘consultant psychologist’
or a ‘child psychologist’ or an ‘eating
disorders therapist’ or a ‘mental health
specialist’ might be someone completely
legitimate but could also be someone
with no qualifications or professional
standards at all!
If this concerns you, it is important
you let politicians and the BPS know,
because they are currently reviewing how
statutory regulation is going.

Qualified psychologists who practise in
the following categories now have to be
registered with the HPC:
•
•
•
•
•
•
•

Clinical Psychologists
Counselling Psychologists
Educational Psychologists
Health Psychologists
Forensic Psychologists
Occupational Psychologists
Sport and Exercise Psychologists

It does not apply to anyone who is not
yet fully qualified who is working towards
one of these roles (eg assistants, trainees)
who are normally supervised by someone
else who will be registered. It also does
not apply to any other people providing
psychological therapies but not using
these titles (eg you can still work as a
counsellor, a mental health therapist,
a psychotherapist, an IAPT therapist, a
gestalt therapist, an eating disorders
psychologist, a child psychologist, or any
other term that does not exactly match the
above list).
As the BPS put it: Statutory regulation will
not affect you unless you wish to offer
services as a psychologist using one of the
protected titles.

Caption competition

“Alex had never come across a
stripe-phobic before Tessa, but the
exposure therapy was going quite well ”
Maven
If you want to suggest a caption for our next image, please look on the forum
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