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From the Office

Many thanks to those who sent articles and advertisements for this edition of the Newsletter - Peter Adamson, Tony Alexander, Jenny Johnstone, Sarah Lowes, Robin Thorburn, Ken Ward-Atherton, Sue Washington and Jane Watson.  

If you have something for the next edition, please submit to the office (e-mail: admin@nrhp.co.uk or by post: 1st Floor, 18 Carr Road, Nelson, Lancs., BB9 7JS)  by 26th November 2010.

Julie Young, Administrator
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Vacancy for Membership Secretary

Every year at the AGM, a third of the Board has to stand down.  At the AGM next April (2011), it is my turn.  Because of doctor’s orders to ‘do less’ and for no other reason, I will not re-stand - I will be 64 by then anyway and think I have done more than my share over the years!  (I also noticed UKCP Chair keeps mentioning that he is 61!)  There will, therefore, be a vacancy for Membership Secretary.

Are you interested in people rather than politics?  Please put yourself forward for the Board when asked in the Spring and have your turn at running YOUR NRHP.

Sue Washington (Membership Secretary)
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UKCP North West Steering Group meeting

Ken Ward-Atherton

I attended the above meeting on 17th July, in Manchester, on behalf of NRHP. The question being asked was whether psychotherapists wish to come under the auspices of the HPC, following statutory regulation through parliament, and this theme really occupied the whole day.

The morning started with UKCP Chair, Andrew Samuels, giving an overview of the various points of view; he personally stated that he would not join the HPC when the time came. I will not repeat the arguments for and against as I am sure members are familiar with them from previous postings, e-mails, correspondence and the NRHP Newsletter.

He further stated that, for those who wished to remain on the UKCP register (as opposed to the HPC), there would be a tougher regime to follow. This would take the form of the UKCP setting up what he described as a "Central Complaints Process" to which all members would be subject.

The Chair accepted that there will be a great many UKCP members who choose to register with the HPC, and he seemed fine with that. Questions from the floor included whether practitioners could be in both HPC and UKCP - and he said there would not be a problem with that. He did however state that if a complaint was brought against a therapist, to UKCP, and the member was also on the HPC register, this would necessitate UKCP informing the HPC. This could lead to an HPC disciplinary hearing and possible suspension from the HPC register.

Andrew also questioned whether, now that we have a new government, further dialogue might change the perspective regarding how HPC intend to operate regarding the regulation of psychotherapists.

During the late morning we were split into 5 groups where people were invited to discuss various issues. A gentleman in my group said he was already registered with the HPC as a Drama therapist, and that his experience was "not impressive". He quoted the example of having failed to renew his annual re-registration (which he had forgotten about); he was particularly upset that he did not get even one reminder from the HPC. Instead he was removed from the register, without notice, and had to go through a complex application procedure to re-register. I thought that this was something worth knowing about.

Of course those who choose to register with the HPC, when the time comes, will be able to use the then-protected title of "Psychotherapist" whereas those (including Andrew Samuels) who, as matter of principle or for other reasons, do not register with the HPC will not be able to use this title as it will be protected within government legislation.
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Andrew thought that, for those wishing to avoid registration with the HPC, using the title "Therapist" would suffice.

I raised the important point concerning colleagues who may wish to take on some NHS work; they would only be able to do so as a consequence of being an HPC registered psychotherapist. Another consideration would be that any potential income from private health insurance will be unlikely without HPC registration. A "therapist" will be less likely to receive recognition.

There is a lot to think about, but at least Andrew made clear that he was giving his personal views, and did not wish to impose them on other people. Much of the debate seems to be about title: psychotherapist or therapist?

I was pleased to meet NRHP member Peter Adamson from Warrington who also attended - he said he would also forward some notes he had taken.

Ken Ward Atherton (NRHP Patron)

A Further Report on the 

UKCP North West Steering Group

Peter Adamson

I attended the NW Regional UKCP meeting in Manchester last weekend (17th July). I had expected a fairly large turnout, as regulation is something that affects our earning power whether we are in the NHS or independent. Although I was unsure of the regional demographic; there are about 7000 members in UKCP nationwide and it would be a fair assumption that we should accumulate at least 100 on the day. Sadly, we were beaten by Newcastle's previous total of 150 - we managed only about 30.

There was a cross-section of different flavours of psychotherapists, some with dual registration with BACP, some who were more deeply rooted in the archaeology of Freud and Jung and some more modern representing Drama Therapy, some HIPS and probably a few types from Systemic, etc. I think I was the only member from Hypno-Psychotherapy Section. Ken Ward-Atherton attended, in his role as Patron of NRHP, having a particular interest and prior involvement in the regulation debate. 

The dress code in the room was "smart-casual". In comparison, Andrew was distinctive in his white shirt and tie, black buttoned-up suit and briefcase - obviously come to do business. Andrew had drafted an article on "Three Kinds of Belonging" but strayed from the agenda with comments about how only UKCP can save the psychotherapy profession and how 
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previous administrations had failed in some way. There were some comments about BACP not wanting to set up dialogue with UKCP - for me it sounded like two therapy organisations 
that hadn't yet learned about rapport and unconditional positive regard for their fellow organisations. 

We seem unable to decide what to call ourselves and what the titles mean: we have Psychotherapist, Psychotherapeutic Counsellor and Counsellor - I work in the profession and haven't the least idea what the difference between them is. Unless the disambiguation of titles is resolved internally then basically we are stuck with what we can get when the legislation comes into force. The idea of protecting titles so that people who work in the NHS can stay on a protected pay grade is, to my mind, erroneous because it does not reflect the person's ability or the skills they utilise. So an experienced Counsellor may be paid less than a recently qualified Psychotherapist because of their job title. 

In Andrew's discourse he suggested that those who do not wish to join HPC could call themselves a "therapist" or a "psychoanalyst" and remain with UKCP or leave UKCP. My feeling is that the profession would be best served if colleagues decide if they are "Psychotherapist" or "Counsellor" before HPC opens its doors. Andrew also pointed out that the dialogue with HPC should be a two way process and that the final arrangements had a long way to go before completion; UKCP could have a say in the process.

The whole area seems to be a minefield. My own feeling is to stick with the title of "Psychotherapist" and jump through the hoops to keep it. I've invested considerable time and money in becoming a psychotherapist and it seems quite ironic that, on the one hand the HPC is interested in me being a "psychotherapist", whereas my professional organisation is dragging its feet because it can't have all its needs accommodated. 

There were requests for new volunteers for the Steering group - I did not volunteer. Also worth a mention is UKCP has reserves of £500,000 but seems reluctant to relinquish it to provide regular financial support for the meetings, although the last three cost £500 at the cathedral, £100 at Friends Meeting House and £200 at Cross Street and the costs were met by UKCP. My suggestion would be to tap UKCP for £1,000 pa to provide support for quarterly meetings, set up an email group or use Facebook to facilitate meetings.

Peter Adamson
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Bereavement
The phone rang and I heard that a very dear and old friend was dying.

I was shocked, I couldn’t believe it ~ she’d seemed ok the last time I’d seen her. Then I realised that she hadn’t really been herself for the last six months and had been lacking in energy and enthusiasm for all the things she’d previously enjoyed. Guilt flooded me as I realised that it wasn’t that I hadn’t picked that up ~ I didn’t have that excuse. I just hadn’t allowed the knowledge to impinge too much on my busy life, consigning it to the periphery of my hectic schedule.

Tears began to stream down my face as all the things we’d done together began to play through my mind like a film. I couldn’t stop thinking about her, I felt in shock.

The next day, I went to visit her in hospital and told her how much she’d always meant to me, and thanked her for everything she’d done for me. I knew I had to let her go and the thought was excruciatingly painful to me: the very idea that I would walk out of the ward and never see her again seemed unthinkable. Convention dictates that we push our chairs back from the bed, get up quietly and go, whereas what I wanted to do was to throw myself screaming on the floor. This child-like impulse should have given me a clue as to what was to happen later on.

A couple of days later, whilst coping with the death of my friend and the sadness that flooded me, I noticed that I was feeling anxious. There followed a night of extreme nausea, broken sleep and vivid dreams. In the morning, I realised that the event had reactivated some of my worst childhood traumas.

When clients complain about something similar, that an incident has brought up issue X or Y yet again and ask whether they will ever be done with it, I usually say that life has produced an opportunity to see it from a different angle, a chance to heal it at a deeper level. You can imagine how chuffed I was to have to take my own advice…

What happened to me was not the death of a child, a spouse or a parent and I don’t want to compare it to such events, but it increased my already considerable respect for people that are going through those things right now.

Strangely enough, I have had quite a few clients present with bereavement issues in the weeks leading up to my friend’s death. The hardest part for me, is the part I can do nothing about. I can help them to deal with guilt or regrets, anger or resentment but I can do nothing about the empty place at the table that remains unfilled, the silence of the house on a Bank Holiday, the fact that someone who loved them and  to whom they were special above all others has gone. I can, however, listen to their pain, and very few in their family and social circle can do that. This is, you might say, a unique service that I can offer.
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When someone dies, it can be a complex thing. We feel flooded with grief, but the nature of that grief is like a diamond in that it has many facets. There are so many ways in which we relate to someone: as a confidante, a person to help us make out the shopping list, a shoulder to cry on, someone to help with the cat’s tablets. We are sophisticated beings and that is reflected in our web of relating. When that web is torn apart, it is all some of us can do to survive it.
One such client asked me if I knew of a support group as she would like to meet other people who were also coping with bereavement. This seemed like an excellent idea and I duly googled ‘the name of my city and ‘support group’ etc. Straightaway, I found a  bereavement service. I looked  at the website and it said that as well as offering counselling, they ran a support group. I phoned up only to hear that they no longer ran the group. I don’t know what happened to it, but if the cuts in funding for other  local counselling groups are anything to go by, I can imagine. 

It strikes me that there are excellent support groups for medical conditions and other groups which are of a necessarily minority interest, but bereavement, which happens to everyone at some time, has nothing. Perhaps in your area, things are different. I hope so because the opportunity to get together with other people who are trying to live without those they love seems little enough to ask. I now have some experience of the guilt, sorrow and psychological problems that death can provoke and I know that we need all the help we can get.

 Sarah Lowes



Website Visitor Analysis 

I have started to do something different with my website.  I’ve had assistance and have now got a ‘counter’ on my site about where people found me.  Every morning I get a print out analysis.  Just yesterday, five people called to www.suewashington.com. Three came from Google and two through NRHP.  I find this very interesting as I wonder how many ‘visits’ one needs to average out an appointment.  The fact that people come through NRHP should make my membership fee pay for itself?  Come to think of it, I remember Simon Clarke, one of our members from London, saying to me several years ago that he got most of his business this way

. The website sending the material to me is https:www.google.com/analytics.  It is also free… It may be worth a try for you!

Sue Washington (Membership Secretary)
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AN INTERVIEW WITH DR DEBBIE JOFFE ELLIS 

ON THE RELEASE OF “ALL OUT!”!  

HER HUSBAND DR ALBERT ELLIS’ AUTOBIOGRAPHY, 

WITH  ROBIN W. THORBURN, 

EXCLUSIVE HYPNOTHERAPY, EDINBURGH

July 15th, 2010

This interview was a pleasure to conduct.  Here follows a very special 30 minutes getting incredible insight into the rapport shared by one of, if not the world’s greatest psychotherapist and his most intelligent, caring wife.  Interviewer: Robin Thorburn. 
RT: I have read “All Out!” and was most impressed with the content and the way Dr Ellis skilfully intertwined his childhood with his famed therapy, Rational Emotive Behaviour Therapy.  I also know that you contributed a chapter to the book, which was excellent and in many ways very sad and moving to read. You told us of Dr Ellis’ health problems and the ones with his Institute.

This may be a loaded question, but what did you think of the book and some of the explosive revelations he made in it?

DJE: I think it is an extremely important document and reference source about the growth, stages and evolution in the life of my husband.

Al was not only a major force in the fields of psychology and psychotherapy, but also an inspirational “moving-and-shaking-of-rigid-attitudes” humanitarian.  He also contributed to this world’s evolution towards more progressive, ethical and rational thinking.

He very much wanted to finish the book before his passing, but the decline of his health in his final months prevented that from happening He worked very hard to finish it, but it just was not possible.

I wrote the final chapter of the book.  If he had been able to complete it, he would have written about some additional people in the “Influences” chapter.  Unfortunately he did not get around to doing so.

I love the book and its engaging style of the same manner that he would use if you were sitting with him in his room and he were conversing with you.  I love Al’s straightforward, honest approach and his typical unabashed willingness to be completely open about himself and his thinking.  He did this to demonstrate his human-ness, his fallibility, the lessons he learned from mistakes and undesirable outcomes in order that readers might be inspired to accept themselves and any of their flaws and mistaken actions unconditionally as he did and so that readers might be encouraged to learn from their mistakes as he did – and grow from them.
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Throughout his life, my husband used what he learned about his own and others’ behaviour to help himself and the lives of others.  His goal was to empower as many people as possible to cease creating unnecessary suffering in their lives, so that they might experience greater joy.

He was a great model of a person who is authentic, aware, honest, compassionate – and most dedicated and vigorous in his actions to help others.

RT: What was the secret to the great mutual adoration and joy that you and your husband shared?

DJE: No secret actually, it was just simple, pure, honest love, cherishing so many aspects about the other and willingness to accept anything in the other that we did not prefer.  Al would often say how rare it was for two people to be so remarkably compatible in so many ways as we were.  We shared the same ideals and goals.  We respected life and were grateful for our lives.  Both of us desired to contribute to one another and to this world in positive ways.  We enjoyed each other’s accomplishments and were sensitive to one another’s disappointments. I automatically preferred to put Al’s well-being before mine – it was a natural inclination and in no way a sacrifice.  I adored him more than I will ever be able to say in words.

Many people have commented on the depth of love they observed that we shared and  praised  me  for my devotion to Al  –  especially when he was ill. I feel sad that my dedication is noteworthy and not a natural path of life for some. I saw the same loving behaviour displayed by my parents towards each other, towards me and to others in our family and to their friends.  So for me it is natural, normal – use whatever word you like – to want to do all that we can for the ones that we love.

RT: Your husband described you in the book by saying” Debbie has had the most profound and positive influence on my life”.

What is your recipe for positivity?

DJE: My recipe is making the choice to remember and be grateful for the good things in my life.  In our toughest times, Al and I cherished, appreciated and felt gratitude for that which was still good in our lives.  Throughout the day and night, he and I would cherish being together and the love we felt.  No matter how bad things are, they can always be worse.

So the recipe for realistic (not Pollyanna-ish) positivity is to keep things in healthy perspective and to remind ourselves daily of the things we have to be thankful for.

RT: What have you yourself learned from your relationship and the difficult experiences you and your husband have gone through?
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DJE: I have learned that by using the principles of REBT and by working hard and making the effort to keep things in healthy perspective, that I can maintain my inner and outer stability.  In Al’s final years, he and I were not treated well, but by my choosing not to focus too much on, or dwell on, the bad actions against us, and by focusing on the tasks that had to be done in the care of my husband and by relishing the enjoyment I had with him, I learnt that even if others have some outer power in imposing restrictions in my life, no-one can have victory over my inner state and well-being unless I allow them to have it. 
I refused to allow myself to give too much energy to the bad, very bad happenings; I focused on Al, my one and only priority and in so-doing, I prevented myself from succumbing to debilitating depression or illness.

RT: What are your fondest memories of your husband?  Are there any really funny ones that you can share with us?

DJE: Every minute with him was a joy, his outrageous, wise and witty humour and smile and enthusiasm and absorption in his work and his ways of expressing his love and appreciation for me. There are so many memories.  Our quiet stillness and pleasure in just hanging out together.  The intensity of our love.  His boldness and courage in fighting for what he believed in.  His authenticity in practicing what he preached.  We enjoyed a remarkable rapport when we worked together.  I felt energised and elevated when we worked and felt humbled and grateful that he enjoyed working with me.

As for funny memories – again, there are so many.  His wit was apparent in serious situations in our lives, such as in 2003 when Al had to be rushed to the hospital.  His large intestine was massively infected and close to bursting – which would have killed him.  When I told him that doctors would have to remove the entire large intestine, Al said “at least they are not taking my balls”!

In 2006, when Al had serious pneumonia we were told he would have to have a stomach tube inserted and that for the rest of his life it was most likely  that  he  could  never take  solid  food  or drink liquid  through his mouth again.  Not good news.  Again, he could joke and he said “Oh - no more strawberry shortcake”!
During workshops and public presentations, people would roar with laughter as Al put things into healthy perspective through the expression of his unique style of humour.
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For me, being with Albert Ellis was being next to greatness. His intention was to help people suffer less and be happy more, and to this end he formulated his REBT tool and made a lifelong effort to share it with as many as possible.  Hundreds of thousands have shared that REBT helped, and in some cases saved, their lives. He practised what he preached.

Coming from his authenticity, there was an alchemy that often happened between him and his clients and audience members which helped to empower those of them who were ready to make positive changes in there lives to do so.

To be with Al was to be in the company of greatness. My gratitude for the life and intimacy we shared is immeasurable and eternal.

Robin W.  Thorburn ADHP(NC) MNRHP UKCP(H) FNCSAG

www.exclusivehypnotherapy

The Saga of Noggin the Nog

I’m not sure all members will be old enough to remember the above 1960s children’s TV programme – but I’m guessing many will.  I’m in the midst of a saga and it keeps going on without seeming to get anywhere very different – which reminds me of those words: “In the lands of the North….”

One of the main effects of this saga has been to curtail all non-essential activities, so I have done less ‘communicating’ in general and less writing in particular (hence my lack of copy for recent newsletters).  The saga has not interfered with my commitment to NRHP and I have attended all Section and UKCP meetings, with the exception of the Manchester ‘meet Andrew Samuels’ day, which was kindly attended by Ken Ward-Atherton.  I have dealt with all queries sent to me by the office, and UKCP, including those relating to complaints and ethics.  I am also privileged to have been invited (in my role as a member of the Ethics Committee of UKCP) to be on the small panel that is to review this year’s submissions for Honorary Fellowships of UKCP.
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‘The Saga’ began back in 2007, when my mum, then aged 84, had an emergency hospital admission with Atrial Fibrillation – her resting heart rate was 150+.  She was ‘shocked’ out of this and we went to Australia, to visit my sister, that Christmas.  Whilst in Oz, she was diagnosed with high blood pressure, which was a novelty, as she previously had low blood pressure.  The medications began.  Things were manageable until early 2009, when there were more episodes of AF (and more scary ambulance rides) and some complications from the expanding array of drugs.  One side effect, that was to have interesting repercussions, was an attack of gout – of which more later…

One of the main reasons I began working as a psychotherapist in private practice was to accommodate other responsibilities and commitments; I wanted to be flexible and to work from home.  When my disabled brother died, in 2000, it became possible for mum to come away with me when I was teaching or attending meetings in London and elsewhere (she had been Simon’s full time nurse since he had a motorbike accident in 1970, aged 17).  We also began going abroad every Christmas and Easter: to New Zealand, the Holy Land, Rome, Florence, Venice, etc… with Raffles Hotel in Singapore and Brisbane, Australia, being our last major outing.

Mum is now 87, and had a state-of-the-art biventricular pacemaker fitted at Leeds General on Christmas Eve 2009 after yet another life-threatening episode.  We had to borrow another sister’s 4-wheel drive vehicle to get over the Pennines in the winter whiteout.  Me and my brother, who is a GP in Leeds, walked the snowy streets and went to Mass in the Cathedral but mum rallied in time to eat Christmas dinner on the ward.  The pacemaker is generally a marvel, and ‘fixes’ the heart at 60 on a good day… except when it doesn’t.  Mum has had 2 further episodes of AF this year; the first time she was ‘cardioverted’ in A&E, with a drip of Amiodarone, and subsequently added this medication to her arsenal.  The second time she was out of normal sinus rhythm for a week before being ‘shocked’ back electronically on the ward (2nd try); scorch marks front and back – not for the faint-hearted (ha!)

Because she had a near-fatal bleed from a stomach ulcer in 2005 (on the day of a family Christening – rather put the dampers on proceedings) mum is unable to take blood-thinning medications, which are normally de rigueur for patients with AF.  This means that when she goes into AF there is a major risk of blood clots forming in the heart (when the heart pumps erratically, it is not efficient and blood can ‘pool’ in the upper chambers).  On account of this risk, a camera is fed down, prior to cardioversion, to check there are no clots.  However, it would seem the procedure is not foolproof…  Three days after she was discharged, mum felt a sudden shooting (‘agonising’) pain from the right thigh down to the foot, which she said felt like a blood clot (she was a nurse/midwife and survived a previous pulmonary embolism).  Jim (who arrived 20 minutes later from Leeds for Sunday lunch) checked for a DVT and observed...  The right foot went gradually numb…
Two days later mum saw her own GP; he pondered and prodded and mum described the sensation and traced the line of pain; the thigh was still tender.  Not a DVT, we think we are 
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relieved to hear, but could be an arterial embolism, ie a clot from the heart having shot down the leg and lodged somewhere in the foot.  Good.  (At least good it went down, and not up, and can’t go anywhere else?)  So what do we do?  Ah…  I have another brother, a mechanic, who will advise, when confronted by a car with an occasional rattle: “let it develop”.  A comparable philosophy is apparently observed by experienced medics who learn: “don’t just do something, stand there!”

The date of the ominous shooting pain was 23rd May and the distal third of mum’s right foot stayed cold and more or less numb, blanched when raised and turned pinky-purple when put down – for 2 months.  For the 2nd of these months the sister from Oz visited with her family and, apart from the colour-changing strangely-insensitive foot, mum looked and felt well and was her usual busy self.  She had been referred to the vascular surgeon and on 19th July, the day before the Australians flew home, mum had an angioplasty for ‘critical limb ischaemia’.  She went in early morning and was home and comfortable by tea-time (though the procedure was less than comfortable).  The radiologist was very pleased with the results and his report makes fascinating reading; differently sized balloons were used to open up arteries behind the right knee and to the foot – crucially, blood pressure to the right lower leg was normalised.

For the next few days, mum rested, as instructed, and we studied the foot…  As if to reward our interest, it began to respond, going from pale and starved to engorged and angry; a week after the procedure, it was alarming.  At first it was red and shiny and reminded both mum and myself of the gouty episode – the pain was equally excruciating, but by the time we saw the vascular surgeon, on day 10, it had begun to blister and ooze.  I took photos and my brother sent them to colleagues in cardiology, dermatology, rheumatology, etc… everyone was mystified.  Could it be reperfusion injury complicated by gouty deposits?  The dermatologist suggested cholesterol embolization…

Of course, the foot is nigh impossible to stand on.  Come day 19, mum developed a searing pain in her right groin, judged to be a bleed from the angioplasty site (aggravated by anticoagulant injections) and a bruise flowered on her inner thigh; she was unable to walk and was again admitted to hospital.  Three weeks into the ‘very angry foot syndrome’ mum was in constant pain and sleeping fitfully; we were and still are relying on 8 paracetamol daily as NSAIDs are contra-indicated with the prior GI bleed and anything likely to make her unsteady, when she is already one-footed, would be inviting disaster; the heavy-duty painkillers left her nauseous and reluctant to eat, and the heart medication has to be factored in.  The rheumatologist suggested Colchicine (autumn crocus), a remedy for rheumatic disease mentioned in the Ebers Papyrus of 1500 BC – apparently the most potent anti-inflammatory known to man, but also the most toxic.

Today is 1st September, on the 6th it will be 7 weeks since the angioplasty and 15 (nearly 4 months!) since the ominous shooting pain (that mum says no-one but her took seriously).  Mum is currently on a 3rd round of antibiotics and has taken one course of Colchicine – a fascinating drug, for anyone interested, but one with a ‘low therapeutic index’, meaning the difference between the amount that ‘cures’ and kills is not much.  We got half way through 
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the 2nd course before the side effects became a bit trying, but restarted last night, hoping to ease the pain and inflammation before seeing the vascular surgeon this afternoon.  The very angry foot has evolved into a more localised ‘toxic toe’, with the big toe ulcerated and the nail on the point of being pushed off, but the rest of the foot looking more normal.  Mum says the pain is indescribable (as if the toe is being physically twisted off) and I believe her, because I have the baby monitor in my room…  When we get more than 4 or 5 hours sleep it’s a good night.

On the bright side, the pacemaker has performed beautifully.  Even when the  metal  flap  of the  ambulance ramp flipped onto her toe  (and the paramedics had to give gas and air) the heart has remained steady and the BP passable.  Mum has dropped some weight but looks a picture of health from the foot up.  Clients have been shunted and graciously accepted my apologies, and friends and colleagues have been solicitous (for which many thanks).  Family members are intermittently panic-stricken and relieved, and the various doctors, surgeons and health professionals have paid rapt attention.

Yet the saga continues…

Jane Watson
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