Health Professions Council’s Call for Ideas

Submission from the British Psychoanalytic Council

1. What are your views about how the Register should be structured for psychotherapists and counsellors?

2. Which titles should be protected and why?

The structure of the Register should be informed by two guiding principles:

· To be simple, clear and easily understood by the public

· To communicate to the public the nature of the treatment that is being offered by the professional and what can be expected from that treatment.

There are three generic titles that have gained currency within the UK, the first two fairly widely amongst the general public, the third probably more (for the moment) within the world of health policy makers:

· Psychotherapists

· Counsellors

· Psychological therapists.

The latter term has been adopted by the Improving Access to Psychological Therapies (IAPT) programme and, whilst it does not have such widespread public use as the other two, it is now clearly embedded within current mental health service policy and we may assume it will begin to acquire greater public resonance.

In addition, there are a number of other professionals who offer various forms of psychological therapy or counselling as part of their work with patients, e.g. GPs, psychiatrists, nurses clinical psychologists. Then there are the newer occupations of graduate mental health workers, IAPT’s ‘low intensity psychological therapists’ and similar support workers. We refer to the issues around this occupational grouping later on.

However, none of these terms indicate to the public certain highly significant dimensions of the psychological help that is being offered. The public has a right to understand these dimensions before seeking treatment. They are, after all, entering a process that requires considerable trust and emotional investment both in the individual professional and in the nature of the particular process involved.

This entails some differentiation within the Register. We consider that the highest level of patient protection and quality of care, as well as the principle of patient choice, requires such differentiation.  However, this needs to be kept to a minimum to reconcile to the first of the two guiding principles set out above.

A good starting point is the well-known definition of psychotherapy offered by Strupp (1978): ‘an interpersonal process designed to bring about modification of feelings, cognitions, attitudes and behaviour which have proved troublesome to the person seeking help from a trained professional’
.

Roth and Fonagy (2005) comment: ‘This definition draws attention to three characteristics of psychotherapy: the presence of a therapist-patient relationship; the interpersonal context of the psychotherapies; and, implied by the notion of training and professionalism, the sense that therapies are conducted according to a model that guides the therapists action (our italics)’
.

We consider that the public has a right to know:

· The nature (in broad terms) of the treatment model
 guiding the therapist’s actions

· That the treatment model is based upon a theoretically coherent approach, is scientifically informed and evidence based

· That there are standards of proficiency associated with the specific practice of that model and are derived from an evidence base

· That the therapist has qualified in and meets such standards of proficiency.

Wampold (2001)
 has shown that, whilst evidence from trials comparing the relative efficacy of different treatment models reveals little difference between bona fide interventions, there is a difference between those treatment models that are theoretically coherent, have a solid literature and with training and supervision based on these than those without such features.  

Some may argue that there are simply too many ‘schools’ of psychotherapy and counselling to be able to accommodate them sensibly within a regulatory framework. We recognise that there are a large number of highly specific interventions that have emerged over the years. Kazdin (1986)
 identified over 400 different therapies, a number that has certainly grown since then. Members of the public can often find the array of approaches confusing.  However, members of the public will often have a sense of the type of psychotherapy that they would find helpful, even if they don’t know its name, e.g., that they need to change their approach to the problems they face, or that they need to explore aspects of their own personal history. 

We consider that for regulatory purposes it is possible and desirable to identify four broad models of psychotherapeutic intervention:

· Behavioural and cognitive-behavioural therapies

· Psychoanalytic and psychodynamic therapies

· Family and systemic therapies

· Humanistic, person-centred and experiential therapies.

Skills for Health are currently developing National Occupational Standards around the four treatment models above. The crucial point of this work is that the standards are being solidly grounded in and derived from an evidence base. We assume this is still an important criterion for the admission of new professions to the HPC.

Some will argue that different types of psychotherapy and counselling have more in common than the differences between them. It is true that psychotherapy and counselling have been prone to levels of factionalism and dogmatism that are often in inverse proportion to the evidence that underpins the theoretical differences. This has often led to over-defensive and unhelpful forms of ‘schoolism’ or ‘guildism’.  All forms of psychotherapy and counselling have much to learn from each other. Increasingly this is recognised and we welcome the increased cross-fertilisation between treatment approaches in terms of both theory and technique. 

However, at this point in time, it is too early to simply elide different approaches. Roth and Fonagy (2006) put it well:

‘Ultimately, theoretical orientations will have to be integrated, since they are all approximate models of the same phenomenon: the human mind in distress. For the moment, however, integration may well be counterproductive, because theoretical coherence is the primary criterion for distinguishing false and true assertions in many psychotherapeutic domains. To the extent that it removes the applicability of this criterion, integration would create confusion…(our italics)’
.

The differentiation between models is important not because any one model of treatment is intrinsically better than another but because different models of treatment are better suited to different types of patient and/or different types of condition.

Finally, some may concede that such differences are important but then claim they are not relevant to the more limited function of regulation. However, we consider that such differentiation is central to the objectives of regulation. There are specific standards of proficiency that derive from these different treatment models and which are enshrined in different standards of education and training. Not to embody these in the structure of the Register would lead to a deficient form of public protection.

We would illustrate this from the perspective of the psychoanalytic or psychodynamic model. Psychoanalytic or psychodynamic clinicians uniquely set out to work with the mind’s dynamic unconscious. In doing so, they will bring to the surface unconscious mental processes which can often be disturbing and even, in certain cases, dangerous. Therefore, it is essential that a clinician working has the proficiency to be able to contain and deal with them. 

A training programme in psychoanalytic psychotherapy not only contains extremely rigorous theoretical content (in respect of the workings of the dynamic unconscious, as well as other areas) but is also based upon a personal training analysis.  It is the synthesis of these two features that gives the psychoanalytic psychotherapist a highly specific ability to work with unconscious mental processes. 

Generic standards of proficiency and standards of education and training would simply not be sufficient in this case.  Therefore, not to structure the regulatory framework around this distinction would imply that practitioners trained in other approaches could legitimately ‘move across’ to working in this way. This ‘model-blind’ approach seems to us to be highly undesirable and potentially harmful in terms of patient protection. 

We propose, therefore, a structure for the Register that is analogous to the Art Therapists.

We propose that the relevant part of the Register is described as being for psychotherapists, counsellors and psychological therapists.

We propose that there are four groups of protected title related to psychotherapy:

· Psychoanalytic or psychodynamic therapist

· Behavioural or cognitive-behavioural therapist

· Family or systemic therapist (see note 6 above)

· Humanistic, person-centred and experiential therapist

Counselling

There is a complicated question about the position of counselling and how this relates to protected title. There are different views as to whether or not psychotherapy and counselling are different practices.  Linguistically, ‘therapy’ is associated with the notion of healing and cure and ‘counselling’ with the giving of advice and direction.  This distinction is broadly reflected in the provenance and development of the two traditions. 

There are many types of counselling which are focused on the provision of advice and low-level psychological support and are not associated with the depth of psychological intervention normally associated with psychotherapy. However, much modern counselling would probably fit Strupp’s definition of psychotherapy above and often the two terms are used more or less interchangeably. There are many training courses in counselling that are based on similar treatment models to those of psychotherapy, e.g., CBT counselling, psychodynamic counselling. Many such trainings are often no less rigorous than many training courses in psychotherapy.

We expect, for example, that BACP is likely to argue and may even produce evidence that the two traditions cannot be artificially separated. Others may argue that there is a specific practice of psychotherapy which is wholly distinct from that of psychotherapy. This question will not properly be determined by philosophical argument but rather by empirically looking at the real-world practices that are undertaken and what type and levels of training underpin these practices. The BPC has not systematically examined this subject and has no wish simply to add to the volume of unsubstantiated assertion.  It may well be better to focus on the differences in standards and quality across the fields of both psychotherapy and counselling rather than between them.

IAPT’s low intensity workers, graduate mental health workers and comparable support workers

Mental health services, at both primary and secondary care level, are making increasing use of graduate mental health workers and similar positions. Additionally, the IAPT programme has initiated the occupation of ‘low intensity psychological therapist’ and associated training courses.

It is undoubtedly the case that such posts should be subject to some form of regulation and the HPC is likely to be the most appropriate regulatory body (unless the regulation is carried out through the employer).

Whilst we support the regulation of this occupational group, the BPC, along with all the main professional bodies for psychotherapy and counselling, considers that it should not be regulated within the same grouping as psychotherapists and counsellors. This involves a qualitatively different cluster of skills, knowledge and training.

3. What criteria might be used in considering which voluntary registers should transfer and which should not?

We would endorse all the criteria you have suggested in the Call for Ideas.  We are suggesting expanding them a little as detailed below:

· Clear criteria for entry to membership which includes a qualification from a training programme either accredited or approved by the membership organisation or another body recognised by the membership organisation

· Clear and robust criteria and procedures for accrediting or approving education and training programmes and/or for recognising other accreditation processes

· Clear and transparent standards of ethics and professional conduct

· Clear, transparent and robust procedures for dealing with complaints about members (with lay membership of adjudication panels) which have public protection as their primary objective, with an appropriate range of sanctions including removal from membership

· A clear policy on Continuing Professional Development (CPD) for its members with robust procedures for assessing and monitoring compliance with the policy

· Lay involvement in decision making at all appropriate levels of the organisation.
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