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From: Chair BPPA
 
Dear Colleague

Happy New Year and my best wishes for a successful future to you all.

This message is to congratulate everyone who attended the conference.  And, thank you for your support, all the way.

 

It was a glorious day.  Guests from other organisations were very complimentary of our planned initiatives.

The speech of the President of the Royal College of Psychiatrists was a resounding affirmation of our direction and the themes propounded by the BPPA; focussing on the mainstream of psychiatry and rejecting the transcultural packaging etc.

 

Now, the regional committees are being formed, chaired by the regional executives.

30 members are going to work for the planned publication, which has been transformed from the newsletter to the bulletin.  I am in the process of finalising the editorial and review boards.

 

We are going to develop wider links and starting with the European chapter (beginning with Ireland); we have also started the Australian chapter.  Dr Syed Dawar Hussain is the link executive of the Australian Chapter.

 

Training opportunities in the USA, with the Image Institute in New York, are now available, in psychotherapy, for basic and advanced certifications.

 

We are also exploring a plan to start MRCPsych part 1 and part 2 training programmes, for BPPA trainee members (subsidised) to prepare them for the exam.  For participating in organising this, please contact Dr Khalid Saeed.  

This would be available for non-members for a fee.

 

Trainees group will be coordinated by Dr Tayyeb Tahir and all those trainees who wish to actively participate in this group, please liaise with him.

Secretary BPPA Dr Mateen Durrani will coordinate the long term locum consultants group and liaise with the college, alongside other similar groups from BIPA and BSLPA etc.

Dr Iqbal Naeem shall coordinate the SAS (Staff and Associate Specialists) group and develop a strategy to present to the executive.

 

Very soon, the minutes of the AGM would be placed on the website.

A feedback form would also be sent to every member for their comments about the conference.  We need to learn lessons from each experience.

 
Next years meeting is in LONDON, on 25th October 2003, at Hilton Watford at 10 AM.  We are hoping to arrange for a more comprehensive programme for families, if possible.  We have to finalise the finances for this plan.  Details of these plans would be circulated periodically, as they evolve.

 

Enjoy the memories of this delightful day.  I am arranging for the photos and (hopefully) video clips to be placed on the website as well.

 

We have our direction charted and our plans in place.  We need the enthusiasm and continued support from all of you.  That support is through energetic participation.
 

Mateen will be in touch with you soon, for placing membership details on the website.  Other matters, as they are finalised in the next executive, and those agreed by the AGM, would be acted upon soon.  You all will be kept fully informed, all the time.

Dr Anjum Bashir, our treasurer shall be in contact to collect the annual membership fee.  As suggested, we request the founder members to contribute 100 pounds, life members to pay 200 and the rest 20.  Any other donations would be welcome.

This is the first bulletin, the continuation of the newsletter.  Members would have to take more interest if they wish this to be a successful endeavour.  

This bulletin is for dialectical discussion on social, psychological and other individual and group mental health related issues.  I have written some guidelines for narratives and articles which may be considered for publication, on the inside back-cover. This time we have an editorial on the important topic of transference and counter-transference.  This would be a publication for narratives, clinical, philosophical and other discussions, related to emotional and psychological health of the person and the community.  This shall become an opinion making publication.  So, send your piece!

 Update on resolutions and decisions of the AGM and the Executive:

1. Mr David Cook Esq., Solicitor, of Kersey’s Solicitors has been appointed BPPA legal advisor.

2. Subcommittees of the executive have been formed.

3. List of members, names and emails is being prepared between Mateen Durrani and Anjum Bashir.  

4. Bank account has been opened and cheques can be deposited directly into the account, with receipt sent to the BPPA address.  For details contact BPPA treasurer, Anjum Bashir.

5. Website is being updated.  

6. European colleagues are being contacted to give it a EUROPEAN representation.  

7. US colleagues have been contacted for a joint conference.  They suggested New York.  Until there is registration of citizens from Muslim countries, we would not like to have the joint conference outside Europe, as the next venue.

Once again, the firm date for your diaries: next meeting of the BPPA is on 25th October 2003, at Hilton Watford.  It is a Saturday.  Book the date now!!!
All other matters are either in hand or being acted upon.  If there is anything you wish to discuss, do not hesitate to contact me or any of the executives. 

Thank you again, for all the energy and commitment.

 

With warm personal regards
Yours Sincerely
 

Akmal Makhdum
Founding Editor
Editorial:  Akmal Makhdum
Transference and Counter-transference in Psychiatry of Today

            WHAT TRAINEES SHOULD KNOW

Over a period of the last three decades there has been a significant departure in psychiatry from the dynamic theories and analytic hypotheses of the mind.  This shift is primarily in terms of aetiology and genesis of abnormal mental phenomena. The emphasis, understandably, has been towards an organic basis of mental illnesses. This has led to the feeling that the patient and the doctor are people pushed together by neuro-chemical changes in the brain. This also reflects in the management when the patient is treated as “disturbed hormones” and prescribed medication as the main if not the only form of treatment. Outpatient appointments usually last from fifteen to twenty minutes, where biological functions are assessed, for follow-up and medication monitored. In this atmosphere of organic perception of mental problems, when anxiety and depression are mainly considered as biologically based, there is little room for the notions about the psycho-dynamics of symptoms.

One aspect that goes without full consideration is the significant factor of transference. It is encountered, in clinical practice by psychiatrists, nurses, social workers, community nurses and most of all, patients. How does one tackle it? Is one aware of it? Is one aware of the counter transference one develops towards patients?

Are transference and counter-transference important?

Transference

Jung differed from Freud about the importance, aetiology and genesis of this aspect of the doctor-patient relationship. He differed with him about its very nature and both had different attitudes and strategies towards resolving it.  Freud felt that it was the reflection of infantile, sexual and unconscious tendencies, necessary for discussion and resolution for the success of therapy.  Jungian hypothesis postulated non-erotic and the hidden unconscious aspects. He believed that in narcissistic and autocratic people transference could and did take a sexual role.  Transference was the projection of non-rational energies onto the therapist. Dreams and transference were suggested as part of similar phenomena.  During therapy it was a magic circle, of transference and counter-transference, in which, a patient found himself until psychological conflicts were understood.  Withdrawal of transference from the doctor was considered signs of self-recognition and health. Unlike Freudian therapy, Jungian analytical therapy advised against giving it much importance, for active resolution.  In this process, one was cautioned that the therapist could be drawn into the web of projection too deeply.  At one time he might be “the great saviour” and at another time “a total failure”.  How many experienced psychiatrists have been lured into and affected by such sentiments?  It is clear that the trainee psychiatrists, who are extremely close to patients’ inner world, pain, pleasure and intimate feelings, are ill equipped to tackle transference projected onto them. It may be an exhilarating experience, of being praised by patients, but other times, the depressing one of being condemned as “failures and not good enough”.  It is important that trainees know how to deal with these complex, ever-present sentiments.

Then there is the unease of being able to terminate an interview and ultimately the therapeutic relationship. How many patients just keep coming to the outpatient clinics year after year without needing to return?  Is it not due to unresolved counter-transference or is it strong transference?

This dependence of the patient on the doctor takes a tremendous amount of energy. When it cannot be resolved therapeutically it is diffused through extra time, medication and deflection.

Counter-transference

This aspect is important to the doctor because it represents doctor’s own psyche. The depth of transference may vary from patient to patient, where as, counter-transference remains the product of the doctor’s mind. It may have serious consequences thus the doctor should adequately understand it at every moment, of treating a patient.  There are some manipulations of counter-transference, some of them are various off the cuff remarks, titles given to patients, e.g., it’s all behaviour, she is attention seeking, he is a personality disorder.  Such comments of hostility or overprotection are expressions of counter-transference.

This patient is a personality disorder

This diagnosis is occasionally, the ultimate tool of the professional expressing uncontrollable counter-transference felt towards “the trouble-making patient”. Sometimes, this may be used for a colleague or another staff member. This does not mean that the person diagnosed is not a personality disorder but in certain cases this may speak more about the brander than the branded.  

In many circumstances, this diagnosis is the product of unconscious projections of the doctor’s own mind.  Are trainees equipped to resolve this projection?  When trainees encounter deliberate self-harm, difficult behaviour or demanding behaviour, refractory labile affect, how adept are they to understanding their anger, helplessness and frustrations, to resolve it?  Occasionally, it is the counter-transference of other professionals that steer the doctor to make this diagnosis.  There are numerous and commonly encountered occasions when the patient becomes the target of this brand, without investigation into the depths of the disorder.  This title is seldom given after detailed psychological and objective assessments.  

This was a most valuable diagnosis had it not been so loosely used. It is said that there is an under-diagnosis of co-morbidity of personality disorders.  Treatment should also vary if personality disorder is also diagnosed.  There is also a general hesitation, in formally diagnosing people as personality disordered.  But, apparently there is little hesitation in calling patients PDs.   We know from experience that stressed and depressed patients may present with symptoms which may suggest PD but that is not the reality in the long term as these symptoms abate or vanish as their depression improves.  It is with respect and compassion that we need to evaluate the other person’s distress.
For the general public, it may be felt as another abuse of psychiatry, by practitioners of psychiatry.  One should be very careful when diagnosing or branding people as psychopathic and hysterical, lest it may be the brander’s own counter-transference causing it to happen.  Was it the loose use of these terms that the profession needed to change the official nomenclature?  Was this need due to negative counter-transference?

Conclusion

It is of primary importance that the doctor is able to tackle the demands of working with the mentally disturbed people without undue stress on his own psyche. Transference and counter transference are two forces that can unnecessarily prolong and complicate therapy. They cause stress on the doctor and cause unwelcome diagnoses to be given to patients, sometimes with serious consequences. Trainees should be aware of and be able to resolve these aspects of interpersonal contact.

So in the final analysis the message is “Physician, learn to heal thy self as well”.
makmal@ntlworld.com

A Meditation of Love
by AKBAR S. AHMED (Professor Akbar Ahmed is the Ibn Khaldun Chair of Islamic Studies at the American University in Washington D.C.                                                                                                                          Judith Latham, who works for the Voice of America, invited me
to speak on Islam to her congregation at St. Peter's Episcopal Church in
Arlington, Va. As a token of friendship, she presented me a book, "Love
Poems from God: Twelve Sacred Voices from the East and West," edited by
Daniel Ladinsky.
Judith is a compassionate person and I suspect she thought the poems
would uplift me at a time when the discussion around Islam tends to be
depressing.  Muslims are commonly equated in the media with "terrorists" and the
Immigration and Naturalization Service's campaign to fingerprint Muslims in
the United States has caused anger, dismay and paranoia in the community.
The talk about war in Iraq and its possible consequences has been a further
cause of concern. The ordinary Iraqi people are suffering terribly for no
fault of theirs: first, the brutality of the dictator who rules over them;
then the war over a decade ago, which isolated them from the world and
created a wall of sanctions around them.
She was right. I was not only uplifted but even diverted from the
headlines and television news. The drumbeat of war faded in my ears.
What struck me in the selection was the similarity in the theme and
content of the poems: love, spiritual unity, and the oneness of creation.
Western, Middle Eastern, and Indian sages; male and female; Muslim,
Christian and Hindu -- if the name of the author was concealed it would be
impossible to place his or her religion, sex, or region. Take the following
six poems:
    1. "Close to God":
    "One may never have heard the sacred word `Christ," but be closer to God
than a priest or nun.
    2. "The Christ's Breath":
     "I am a hole in a flute that the Christ's breath moves through, listen
to this music."
    3. "In my Soul":
    "In my soul there is a temple, a shrine, a mosque, a church where I
kneel. In my soul there is a temple, a shrine, a mosque, a church that
dissolve, that dissolve in God."
    4. "He Asked for Charity": 
    "God came to my house and asked for charity. And I fell on my knees and
cried, `Beloved, what may I give?' `Just love,' He said. `Just love.'"
    5. "And Help Him Comfort": 
    "God has a special interest in women for they can lift this world to
their breast and help Him comfort."
    6.  With Passion"
"With passion pray. With passion make love. With passion eat and drink
and dance and play. Why look like a dead fish in this ocean of God?"
The first poem was written by Thomas Aquinas (1225-1274) who is widely
regarded as the greatest Catholic theologian. His experience led him to
believe that all in creation were revelations of God's infinite, eternal,
expanding being.
It would be logical to assume the second poem is written by a Christian.
After all, it is suffused with love for Christ. But a Muslim, Shams-ud-din
Muhammad Hafiz (c.1320-1389), wrote it. Hafiz is the most beloved poet of
Persia and considered to be one of history's greatest lyrical geniuses.
Goethe wrote that "Hafiz has no peer."
The third poem is by Rabia of Basra (c.717-801) who is considered the
most popular and influential female Muslim saint in the Sufi tradition. Born
nearly 500 years before Maulana Jalaludin Rumi, she perhaps more than any
other poet is said to have influenced his writing.
    Saint Francis of Assisi (1182-1226), perhaps the most beloved saint of
the Western world wrote the fourth poem. The son of a wealthy merchant
family, he gave up the good life to pursue his spiritual quest. Once in an
old country chapel the painted figure of Jesus on the crucifix said to him,
"Francis, go and repair my house, which, as you see, is falling completely
to ruin." While in the Middle East there are accounts that St. Francis was
in contact with Rumi's master, Shams. Rumi and St. Francis, the two great
names in Abrahamic mysticism, thus have a point of contact which reflects
their spiritual sense of unity. 
The fifth poem is by Mirabai (c.1498-1550) considered the most renowned
poet-saint of India. Although Mirabai was born a Hindu princess in Rajasthan
in India, her songs are popular with Hindus, Muslims and Sikhs in the
subcontinent. 
The final poem is by Rumi (1207-1273), one of the greatest poets in
history. What is remarkable about Rumi is his rebirth in our time. He is one
of the most popular poets in America. Considering that he was born eight
centuries ago in Balkh, Afghanistan, a land that in American minds was until
recently associated with the Taliban, this is remarkable indeed. Rumi has
transcended time and space to touch our hearts in the 21st century.
Reading the poems I was once again struck by what was common within the
great faiths. The voices in this tradition reflect universal compassion and
eternal wisdom in their love of the divine. The glowing beauty of their
message spreads far from their place of birth and remains to uplift us
today. It is a message more relevant than ever in our time of rampant
materialism, seductive consumerism and widespread violence.
But as I meditated on the love poems from God, I was also confronted
with a disturbing question: where are the voices meditating on love in the
21st century?
Professor Ahmed is the author of "Discovering Islam: Making Sense of Muslim History and Society" (Routledge, 2002). Prof. Ahmed was asked to write for the BNBP and kindly sent this article.  We are grateful for his contribution.  This is an honour for the bulletin, coming from such a distinguished scholar and thinker of contemporary times.                      

Managing Stress & burnout in an Organisation

Dr Safiullah Afghan

MBBS, MCPS (Pak) MSc (Keele) MRCPsych 

It is important to define stress and the common terms used in the field of work related stress. This also includes reference to the concept of burnout among health care professionals. Factors which play major role in the causation and maintenance of work related stress will need discussion. Finally strategies of minimising and preventing stress and burnout in any organisation are discussed. 

STRESS

When people talk about stress, they may be thinking of events, or responses to event, or some mixture of the two. Not all events are stressful. What makes an event stressful is that for some reason it makes the person stop and think, and may also produce a disagreeable emotional state, so that it may not be easy to decide what to do. Stress normally refers to unpleasant feelings and/or physical responses that people experience when they are working beyond their capacities and levels of tolerance.

Burnard defines stress as ‘psychological, physiological and/or spiritual discomfort that is experienced when environmental stimuli are too demanding or exceed a person’s coping strategies. The environmental stimuli referred to in this definition may be related to the our immediate surroundings, those that are caused by other people or those that are within us, i.e. due to our distinct ways of coping or dealing with outside influences. 

Some events would be stressful for anyone, for instance being assaulted or being involved in a serious road accident. Other events prove more stressful for some people than others, because of some personal vulnerability. It is therefore easy to understand how acute events produce responses in this kind of way. However, some stressful states are continuing rather than acute; domestic and work problems are often of this type. 

Responses to continuing, long term, stresses and to acute events usually involve emotional changes, particular thinking patterns, and also bodily changes whose severity varies with the intensity of the reaction. Response patterns tend to be varied with the chronicity of the events or difficulties with which the person has to cope.

The signs and symptoms of stress include anxiety, irritability, fear, skin ailments, high blood pressure, gastric complaints and heart disease. Certain work situations are likely to be potentially more stressful than others, such as where there are high levels of noise, poorly designed equipment, conflicting role demands, a very high workload, poor support and supervision, and unpredictable changes. 

Burnard has quoted Bailey & Clarke’s (1989) three approaches to stress which are:

1.
Stress can be defined as something, outside the person, to which he or she reacts. In this case, events like a traffic accident or disturbing life events can be examples of stress. This model is called stimulus-based model. The problem with this approach is that it tends to treat the person as a passive respondent to stress.

2.
The opposite of the above is the response-based model. Here, stress is used to reflect a person’s physiological response to a difficult environment or distressing life event. The best example this model is Selye’s general adaptation syndrome (1975), which defines stress syndrome, as ‘non specific response of the body to any demand made upon it’.

3.
The mid position between the above two models is the transactional model of stress. This model acknowledges that an individual’s perception of a situation plays a large part in determining whether or not that situation is stressful, and takes into account the fact that different people find different situations stressful at different points in their lives. The person in this model is neither a passive recipient of stress nor a consistent responder to it, but instead responds to difficult life events via his or her idiosyncratic coping style. This is more psychological than the two previous approaches.

STRESS & THE HEALTH PROFESSIONALS

The health professionals are particularly prone to stress as they have to constantly respond to environmental stimuli, which is often of variable nature and intensity. In general, health professionals have to work against time pressures and are expected to make quick decisions that have bearing on patient care. Almost all health professionals face occupational hazards of various sorts. However those working in mental health and social work face the added stressor of possible violence due to which they are prone to anxiety states and stress reactions.

Whilst discussing work related stress, it will be highly relevant to discuss the concept of ‘burnout’ which is being increasingly used in the context of stress among the health care professionals. It is described under a separate heading in the subsequent paragraph.

BURNOUT

The term ‘burnout’ was coined by Freudenberger (1974) to describe the demoralisation, disillusionment and exhaustion he observed in the mental health workers. He considered that to burnout was to “deplete oneself, to exhaust one’s physical and mental resources, to wear oneself out by striving to reach some unrealistic expectations imposed by oneself or the values of the society”.

The model tries to assess the work related distress and dysfunction, and understand circumstances in which individuals might function poorly at work. The term tends to evoke an image of efficient working requiring active involvement on the part of the individual (as a fire burning), and becoming less as a fire would cool if starved of a suitable fuel, ultimately resembling a fire no longer burning at all.

The model has proved to be accessible and acceptable to health care professionals. It has focused on pathology of professionalism and served as a means of breaking through the taboo that health professionals commonly feel in speaking to each other about their inner lives, personal struggles and vulnerabilities. In the context of Selye’s definition of stress process (i.e. alarm, resistance and exhaustion), burnout may be likened to the third stage and is preceded by unmanageable and sustained levels of arousal.

The health professionals work in challenging and turbulent environments, in which the only certainty is that there will be constant change. Stress is caused by multitude of demands (stressors). Stressors add up over time and across the compartments of the lives of these professionals. Burnout is a progressive disorder, “a process beginning with high and sustained levels of job stress, that produce subsequent feelings of tension, irritability, apathy, cynicism or rigidity. 

CAUSES OF WORK RELATED STRESS IN THE HEALTH SERVICE

Although stress has been recognised as an individual perception, yet in some situations, such as in the context of changes in the working of organisations requiring changes in the roles, functions and expectations of individuals working in them, it is not unusual to see that the threshold for stress tolerance is consistently crossed and burnout is noticed in a sizeable number of staff. We will be looking at range of factors which may contribute to rise in the work related stress, and lead to burnout in the staff reflected in the form of increasing absenteeism and low morale.

Organisational & Occupational factors

There is a consistent association between burnout and occupational roles which are compromised and unsupported, leading to overload, ambiguity or conflict. This constellation describes many unmanaged multi-disciplinary teams.

In addition to above, some leadership styles also contribute to the development of stress and burnout. A line manager or team leader who adopts the attitude of giving only negative feedback (I’ll tell you if you‘ve done it wrong’) have been associated with high burn-out, in contrast with the style which offers positive feedback and supports autonomy. Burnout can also be contagious, and stressed bosses provide a negative model for their subordinates and juniors. 

Professionals working with people with mental health problems are particularly prone to stress. Such patients can exhibit behavioural problems in the form of drug misuse, verbal threats of self harm, suicide or threats or actual display of aggression and violence towards the care givers. 

Cultural factors

Patients with mental health problems usually have less access to community and family resources and produce a greater demand for professional involvement, with a higher expectation for care and change. At the same time, these professionals have come under increasing public scrutiny. Overall, there appears to be a general progression towards expecting more and more, while resources diminish. In the current climate, when there is a talk of patient empowerment, Health care professionals are actually in danger of being progressively disempowered while being held increasingly accountable. Furthermore, the growth of a so called ‘business culture’ which describes staff as ‘anonymous units of production’ and wards as ‘income generation units’, leads to reduced morale and confidence in those who are personally committed to their work.

Educational factors

In the past few decades, the educational processes, examinations and clinical expectations among various levels of health professionals have led to progressive rise in the clinical and managerial standards. However even the current educational system does not appear to prepare the health professionals for the realities of their work practice such as teaching /training them on how to look after themselves and cope with inevitable stresses. It also fails to support them in sustaining the commitment, morale, health and enthusiasm for their work. The health professionals are inducted into work with idealistic rather than realistic models. There may be a covert message that stress equals weakness, failure and inadequacy, which promotes shame based denial or concealment and mitigates against owning, sharing and resolving.
Personal factors

Although it is known that there are certain personality types such stress prone Type ‘A’ personalities, it is the most dedicated and enthusiastic who are constantly found to be at risk. Edelwich & Brodsky (1980) call it as ‘idealistic enthusiasm’ as a first stage of the burnout process.

It is broadly accepted that it is the caring and the committed who are most vulnerable, as the saying goes, ‘you have to be on the fire to burnout’, and therefore some of the most effective and productive are at greatest risk. They tend to have idealistic rather than realistic expectations, become over involved and have difficulty in detaching. They may be co-dependent and have a strong need to be needed, valued, appreciated and accepted.  This type of personalities tend to lose touch with ordinary social contacts and personal relationships in which they can express their need and vulnerability, and so come to live in a small world where many or most of their gratifications are derived from their occupational role or the institution for which they work. Their existential needs come to be met through their professional identity and so occupational threats and stresses are experienced as challenging fundamental hopes, goals, meaning and purpose and there is little to offset this in collateral support.

Recognition of work related stress / burnout

Individuals who are going through work related stress have great difficulty recognising this, and resistance increases with severity. It is usually helpful to use an objective inventory or instrument to recognise and measure the severity of stress. Its recognition is undoubtedly easier in an occupational setting that does not regard stress as a moral flaw and react pejoratively to those suffering from it. 

Table

SIGNS & SYMPTOMS OF BURNOUT

	Emotional
	Loss of humour and gallows humour

Persistent sense of failure, guilt and blame

Cynical blaming attitude towards patients

Frequent anger, resentment and bitterness

Increasing irritability, family and marital conflict

Feelings of discouragement and indifference

Eventually becoming resigned to lack of power

Become preoccupied with own need and personal survival

	Behavioural
	Frequent clock watching

Increasing resistance to go to work each day

Postpone patient contacts, resist calls and visits

Increasingly go by the book, loss of creative problem solving

Work harder to achieve less

Avoid discussing work with colleagues

Increasing social isolation

Increasing use of mood altering drugs

	Physical
	Feel tired and exhausted all day

Sleep disorders

Frequent and long lasting minor ailments

Increasing use of sick leave, high absenteeism

Accident proneness

	Cognitive
	Increasing thoughts of leaving job

Inability to concentrate on or listen to what patient is saying

Rigid thinking, resist all change

Increasing suspiciousness and distrust

See patients as objects rather than people

Stereotype patients

	From Cherniss (1980) Reproduced from Roberts (1986) 


Maslach and colleagues developed a user friendly self report questionnaire known as Maslach Burnout Inventory (MBI). Nowadays, researchers tend to use the term ‘burnout’ in relation to results obtained with the MBI. Experience with the questionnaire has shown that phenomenon of burnout, indicating difficulty in adaptation to the work environment is broadly reflected in the following three clusters:

1.
Emotional exhaustion (EE)

2.
Depersonalisation (DP)

3.
Reduced personal accomplishment (PA)

High degrees of burnout are usually associated with the high EE and DP but low PA. Emotional exhaustion refers to a sense of feeling work a burden, not wanting to be involved. Depersonalisation points to a tendency to treat others as objects rather than people, and personal accomplishment involves a sense of job satisfaction.

Particular causes in the context of current changes in the NHS 

Dissatisfaction among the mainstream NHS Staff

Before discussing the specific implications in my own organisation, it is prudent to look at the indicators that reflect the morale of NHS staff nationally and point towards the visible causes. It will not be inappropriate to say that similar causes also operate at micro level within each of the smaller organisations of the NHS, such as individual Trusts.

According to the editorial by Smith et al (2001), the unhappiness felt by health professionals and managers does not stem from the government’s policy for reforming the NHS, but the way that policy is being implemented: ‘through endless prescriptions for change involving unprecedented micromanagement from the centre, which has the effect of constraining and undermining the ability of managers to manage’. The authors further comment, ‘The command and control style, a never ending stream of “must do” edicts, a “name and shame” culture, and the perpetual obsession with organisational restructuring can only detract from the ability of the NHS to deliver the plan’. The editorial is most appropriate in its criticism of the way the government has attempted to control and regulate the NHS. 

Implications of organisational change in ‘a mental health Trust’

Changes in top and middle level managers

The changes have come about rather quickly and unexpectedly which has resulted in slow down in the routine work, breakdown in communication channels and uncertainty among health professionals working under different arms of the Trust.

Reshuffling of the Community Mental Health Teams

The new management has initiated a major policy decision, involving re-configuration of existing mental health teams. For example, the community team for Rehabilitation services has been disbanded and their staff has been sent to report to the existing case management teams. This has led to diluting the expertise of specialist rehabilitation services in mental health for the sack of efficiency savings. In addition, a reshuffling exercise has been carried out, in which members from one community mental health team have been transferred to other sector teams and vice versa. This has led to confusion and had its impact on low morale of the multidisciplinary teams in general. It has also impacted on the clinical care in the community.

STRATEGIES TO MINIMISE & PREVENT WORK RELATED STRESS

The initial strategy for preventing the progression of work related stress into burnout is to be fully aware of the magnitude of the problem. Only if the individuals (health professionals) are able to recognise this, they can protect themselves. This is equally true in the organisational context. Organisational leaders and managers, who are perceptive and have a vision to sense and perceive such a problem developing in their organisation, can think of minimising or preventing it.

Strategies at the Organisational level

It is important to keep in mind that an organisation is certainly contributing to a varying degree in the discontent of its employees. In today’s climate of name and blame, organisations often tend to displace responsibility for problems in employees who may well be ‘primed’ though reason of personality characteristics to take responsibility for performances which more objective review would show to be attributable to organisational and not individual shortcomings. 

Aveline (1995) has emphasised the need for employing authorities to consider their staff as their most valuable resources and give considerable care to retaining them. There are many suggested ways of improving the health of the structures where health professionals work and to make these structures more effective in supporting the individual’s commitment, morale and creativity.

Shared professional Model

The working team or department may benefit from developing a shared professional model which is overt, consistent and collectively owned. The model should include a clarification of lines of responsibility and an understanding of realistic goals. The health professionals need to know and agree on what business they are in and why. Those new to the job should be provided opportunity for realistic and appropriate induction. The department (organisation) should also develop systems to provide qualitative and quantitative, clinical and caseload supervision, with encouragement and assistance to organise personal supervision.

Continuing professional development plans

In addition to the above, the organisation should address the important issue of work related stress and burnout as part of its continuing professional development plans. 

Career guidance

Another important factor which is worth considering at the organisational level is integrating opportunities for career guidance within the workforce planning and human resources development of the organisation. The career guidance should be available throughout the professional life cycle and should include flexibility for the healthcare staff to move between full and part time working.

Workplace counselling

Many recent studies have found a strong interest in health professionals for a dedicated counselling service and some psychology departments have provided this service to the staff working in hospital and community settings.

A systematic review carried out by McLeod et al (2001) has revealed that counselling can achieve reduction in work related stress in more than 50% of people. In two thirds of studies included in the review, the authors found that over 50% of the client’s level of sickness and absenteeism fell by 25-50%. Counselling intervention also had smaller but significant, positive effect on levels of job commitment; work functioning, job satisfaction and substance misuse. The review showed that relatively short term interventions, as few as three to eight sessions of counselling achieved effective stress reduction. This approach also proved to be cost effective in studies looking at economic costs and benefits.

Political action

As mentioned earlier, it is often the case that in the event of a problem or crises, the individuals within the organisation are made the scapegoats rather than identifying the gaps within the organisational structure and function. There may then be a need for some kind of political action, for how else the staff within the organisation deal with the anger and powerlessness of being held responsible for issues and circumstances over which they have limited or negligible control?

Communication channels

For any dynamic organisation, Formal and non formal communication channels flowing both from top to bottom as well as from bottom to top are important. This provides opportunity for the management to do risk and crises assessments and managements fairly early. 

Away days

One way of allowing health professionals and other employees working within a team of an organisation is to enable them to ventilate their concerns, fears and apprehensions in an n environment which is distant from their place of work; hence the concept of away days is gaining increasing recognition among the health professionals.

Organisational appraisal

It is often helpful to have appraisal and assessment of both individuals and organisations made by impartial individuals (of integrity) or organisations (such as CHI) whose credentials are established beyond any doubt, but should not be actually part of the organisation itself.

Strategies at the individual level

Social support & peer group

The health care professionals need to adopt the attitude that the work could be, and should be, enjoyable and cultivate their personal resources to support them in this position. According to Caplan (1981), “individuals can tolerate exposure to high levels of stress without increased risk of mental and physical illness if they receive adequate support”. There is also growing body of evidence showing a strong relationship between effective social support and improved mental and physical health of the health professionals, which may be mediated by formation of secure attachments. The secure attachments can be developed in the form of an informal peer group or relationship with a mentor, or confidante. Membership of a confiding and confidential group can be particularly effective in normalising stress issues and learning from them. 

Creative and practical interests

Developing and sustaining creative and practical interests enlarges the health worker’s small world of professional preoccupations. The health professional needs to make space for such activities as exercise, diet, relaxation and play, as these will complement and invigorate their work.    

CONCLUSION

Although it is not possible to prevent stress and burnout in any organisation going through transition and change, it is however possible to take corrective measures in the form of improving top to bottom and bottom to top communication, adopting strategies such as shared professional model, provision of counselling and support to staff, career guidance and integrating stress and burnout in continuous professional development (CPD) plans. Such measures will certainly reduce and minimise the magnitude of stress and burnout. 
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 A Brief Guideline to Prepare your CV
Dr Iqbal Naeem
The importance of a CV written in a beautiful and impressive way can never be underestimated. It is a phenomenon, well focussed and stressed upon. Especially when you are from overseas and try to compete for a job in Britain, it is crucial to know what kind of CVs are appreciated. The information about you will allow some one to decide whether you have the skills, personal attributes, experience and qualifications for the post being advertised. However, it is not just enough to list your qualifications and experience.

[image: image6.wmf]
Once upon a time a senior consultant

said, “Your CV is your shop-window,

your only chance to show yourself

to   potential employers”.   How   will

they   know   you are different   from

others and that you are going to

be a front-runner for the job?   The

answer is a CV presented in a tidy,

crisp, concise and interesting   way.

Make sure that your CV reflects your

true potential.

While most applicants use white paper, you may increase the likelihood of being noticed by using a light buff or off-white paper. Send the full number of copies requested in the advertisement; otherwise simple photocopies will end up looking just like all others to the members of the selection committee.

Keep four fundamental rules in mind while compiling your CV: 

1. If you have done something interesting or worthwhile, say so;

2. Explain why you did it and what you gained;

3. Never leave the appointment committee guessing about things;

4. Say why you want the job, and why you merit it.

Try not to ignore the basic fact that your employers are interested to appoint people, not just doctors. It is a general feeling that the people who do something with their lives outside of work are likely to be the sorts who really contribute to the service they work for, no matter what grade. There should be a fair balance between being an interesting person and being too busy at work. The description of your hobbies must be comprehensive. Don’t just say reading when you are really fond of reading classical Urdu poetry.

Finally, it is not advisable to use unusual font style in word processing or to use multicolour papers in CV writing. The information given must be accurate and true. Never try to impress others by making spurious claims and overplaying your experiences. It is one of the most dangerous yet not uncommon experiences when reading CVs. In case you try to mislead the employer it is not difficult to be spotted and hence losing the chance to be short-listed. On the other hand false modesty does not help either. Try to explain the value of your varied experiences and itemise all of your achievements.
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Background

Being a child psychiatrist and medical epidemiologist with an interest in child health in developing countries, I am interested in studying the role of child-care practices as a risk or protective factor for child survival in this region.

 I am steeped in the tradition of quantitative research and find that a fair bit of territoriality exists between the two traditions. As in so many other walks of life, is this division real or based on preconceived notions and untested hypotheses?  I felt I would not be in any position to comment unless I experienced the ‘other’ culture.  I decided to apply two techniques, viz., ‘in depth interviewing’ and ‘field observation’ in order to gain insights into child-care practices in a poor urban area of Pakistan. This exercise was not a research project per se, but an attempt to understand the issues involved in carrying out such research, particularly in a developing country, and to see how this approach could fit in with my quantitative approach. This essay is a reflection of my experience. I feel these reflections may also be relevant at the launch of this new journal, the Bulletin of Narrative Based Psychiatry, which will consist largely of material derived from the ‘qualitative’ experiences of mental health professionals.

Why use the Qualitative Approach?

What could the qualitative approach achieve that the quantitative approach couldn’t?  Ragin (1987) addresses this issue when he states that: quantitative researchers work with a few variables and many cases, whereas qualitative researchers rely on a few cases and many variables. It was clear to me that child care and maternal behaviour is a complex subject with many variables, encompassing individuals, families, groups, culture, tradition, and economy to name but a few. A quantitative approach could provide bits of information, but clearly, the qualitative approach could provide a more comprehensive and holistic view. Babbie (2001) supports this viewpoint, when he characterises topics or situations appropriate to qualitative field research:

Qualitative field research is especially appropriate to the study of those attitudes and behaviours best understood within their natural settings, as opposed to the somewhat artificial setting of experiments.

By going directly to the social phenomenon under study and observing it as completely as possible, researchers can develop a deeper and fuller understanding of it. This method is therefore especially suited to topics that appear to defy simple quantification.

The method is well suited to the study of social processes that evolve over time.

I therefore felt I was justified in using this approach to address my area of enquiry. 

Thinking in a “qualitative” way – design issues

Being used to quantitative approach, my first problem was coming to terms with the open-ended broadness and ambiguity of the qualitative approach. A different thinking process was required to formulate my research question. However I quickly came to realise that qualitative research also follows a format and as in quantitative research, good design is the key to successful outcome. One such format is provided by Marshall and Rossman (1995) and is shown in Box 1. While there are other ways to achieve this, I found it to be a useful framework within which to structure my research ideas.

Box 1: Format for Planning Research, based on Marshall & Rossman (1995)

	Main Heading
	Subheading

	Introduction
	Problem and Significance

Focus and Research Questions

Limitation of the Study

	Research Design
	Overall Strategy and Rationale

Focussing on the Specific Setting, Population and Phenomenon

Sampling People, Behaviours, Events, and/or Processes

Issues of Entry, Reciprocity, and Ethics

	Data Collection Methods
	Participation in the Settings

Direct Observation

in-depth Interviewing

Document Review

	Recording, Managing, and Analyzing Data Resources for the Study
	Time Line 

Level of Data Collection

Personnel Needed

Resources Needed

	The Value and Logic of Qualitative Research
	Criteria of Soundness


Using this structure, my research design is summarised thus: 

Infant morbidity and mortality is an important health issue in South Asia. What role does maternal child-care behaviour play in protecting or putting at risk the health of these infants? This is obviously a huge and complex area of research. My remit was simply to ‘get a feel’ of how this problem could be studied. I decided to visit 2 health centres in a poor urban area in Rawalpindi, Pakistan, with the objective of directly observing mothers bringing their infants for immunisation.  I also planned to carry out an in-depth interview with a mother. I would take detailed field notes, which I would then analyse to look for important themes that could become issues for future research.   

The strength of this design, in my opinion, lay in its practicality. By choosing to observe mothers and babies in the waiting areas of the immunisation clinics, I would have access to a number of women and infants in a limited time period. The environment was more or less ‘naturalistic’, and I could remain relatively inconspicuous during my observations. However, the time period and number of subjects is very small even if this is a pilot study. Another major limitation in this design is the issue of sampling. My interviews and observations are carried out at an immunisation clinic at a health centre. This is not representative of the population in general. Many children are not brought for immunisation, and it is perhaps mothers of these children who need to be studied a priori. This limitation of my study population would need to be kept in mind before drawing any generalizable conclusions from the findings.

Issues of Validity and Reliability

To what extent would my approach help me in reaching finding “truthful” answers to my research question? Would other researchers come to similar conclusion if they were to repeat my exercise? In very broad terms, the former question relates to the validity of my study, while the latter relates to the reliability. LeCompte et al (in Murphy, 1998) provides more conventional definitions of the two concepts:

“Validity means the extent to which propositions generated, refined and tested match what occurs in human life”.

“Reliability is the extent to which a researcher using the same methods can obtain the same results as those of a prior study”.

Validity issues in my study

For example, in my study, I use in depth interviews. I have to be extremely cautious that what I report is ‘genuinely’ based on critical investigation of all my data and does not depend on a few well-chosen ‘examples’ from the interview. Silverman (1993) refers to this problem as ‘anecdotalism’, and sees it as a central weakness that needs to be overcome in qualitative research. He suggests five interrelated ways of thinking critically about data in order to achieve more valid findings. These are given below with examples of how I could apply them to my study:

The refutability principle: Seeks to refute initial assumptions without jumping to easy conclusions. For example, some women were accompanied by their mothers-in-law to the health centres. Instead of assuming that this represented greater social support found in joint families, I should apply the refutability principle and seek to verify or validate this assumption through other means, such as asking mothers whether they felt this was true. It so turned out that the women interviewed stated that they felt disempowered rather than socially supported.

The constant comparative method: Always attempts to find another case through which to test out a provisional hypothesis. For example my initial observations indicated that mothers who looked ‘depressed’ had less healthy babies. To test out this hypothesis, I might have focused on more mothers who looked depressed, and observed their infants’ health, comparing them with well-looking mothers and their babies.

Comprehensive data treatment: One should not be satisfied until your generalization is able to apply to every single piece of relevant data you have collected. In the above example, all the data should be carefully analysed to see if it supports the provisional hypothesis.

Deviant case analysis: Seek out and address deviant cases. If my observation included any mothers who looked depressed, but had healthy babies, this should not be conveniently ignored but actively addressed.

Use appropriate tabulations: There should be a theoretic rationale behind tabulated categories. For example, in the above example of mother who look ‘depressed’, should I decide to categorise my observations, I should have a theoretical rationale for explaining why depressed mothers should be different from non-depressed mothers in terms of their child-care.

Reliability Issues in my study:

Kirk and Miller (1986) state that for reliability to be calculated in field research, it is incumbent on the scientific investigator to document his or her procedure. Furthermore, it is necessary to demonstrate that categories have been used consistently. For example, in categorising mothers who look ‘depressed’, I should be consistent in observing and documenting what I perceive to be ‘depression’. This consistency in observation and detailed documentation will enable other researchers to verify the reliability of my findings, should they so desire.

Ethical Issues

Berg (2001) states that social scientists, perhaps to a greater extent than the average citizen, have an ethical obligation to their colleagues, their study population, and the larger society. The reason for this is that social scientists delve into the social lives of other human beings. From such excursions into private social lives, various policies, practices and even laws may result. Thus, researchers must ensure the rights, privacy and welfare of the communities that form the focus of their research.

Neuman (2000) has laid down 15 basic principles of ethical social research. These are reproduced in Box 2 below:

        Table 2: Basic Principles of Ethical Social Research (Neuman, 2000)

	· Ethical responsibility rests with the individual researcher.

· Do not exploit subjects or students for personal gain.

· Some form of informed consent is highly recommended or required.

· Honour all guarantees of privacy, confidentiality, and anonymity.

· Do not coerce or humiliate subjects.

· Use deception only if needed, and always accompany it with debriefing.

· Use the research method that is appropriate to the topic.

· Detect and remove undesirable consequences to research subjects.

· Anticipate repercussions of research or publications of results.

· Identify the sponsor who funded the research.

· Cooperate with host nations when doing comparative research.

· Release the details of the study design with the results.

· Make interpretations of results consistent with data.

· Use high methodological standards and strive for accuracy.

· Do not conduct secret research.


The issue of informed consent is an important one. I used a written form to ensure this was done. This form is reproduced in Box 3 below:

  Box 3: Informed Consent Form

While the interviews did not present with any ethical dilemmas, I was mindful that my observations on the mothers waiting for their child’s immunisation did not involve fully informed consent, as this would have been impractical. I realised that these mothers represented a fairly powerless segment of the society. Would a more powerful group be as accessible? What would a group of middle class women in an affluent area of Britain have to say about a man taking notes while they waited to have their child immunised? 

In discussing this issue, Berg (2001. p54) concludes that: no hard and fast answers exist for resolving the dilemma of voluntary participation. Researchers must balance how voluntary subjects’ participation will be against their perceptions of personal integrity; their responsibilities to themselves, their profession, and their discipline; and the ultimate effects for their subjects. In other words, in the end, researchers must define for themselves what is ethical in research”. In my situation, I felt I was not encroaching on the women’s’ privacy in any harmful way, and my observations were aimed at for the good of their children. I therefore did not feel ethically unjustified in my approach.

Access issues and other practical considerations:

Lofland and Lofland (1995) summarise the problem of gaining access with the following statement: “It is one thing to decide for yourself about interest, appropriateness, accessibility and ethics; its quite another to get all the interested parties to go along with your plan”. A useful analytic framework to discuss issues of access is given below: Box 4: Analytic framework for access


My study can be classed as an overt study with open access. It needs to be recognised, however, that openness is a matter of degree, and exists at multiple levels. In my study, I had open access to the health centres. The reasons for this are interesting. The centres exist in a city where I was trained as a doctor. The doctors in charge of these health centres were my colleagues from medical school, and I was assured open access to these centres. However, the immunisation clinics were run by “vaccinators” who were not doctors but paramedics. The relationship between the paramedics and the doctors in both centres involved a subtle interplay of power politics. Hence the perception of the doctor’s “researcher friend” invading the vaccinators territory had to be negotiated with sensitivity and care.

At another level, the vulnerable group (mothers and infants) under study did not present with any formal barrier to access. To whoever asked, I was introduced as a doctor researching the health of babies to see what could be done to improve it, and the mothers apparently appreciated this. However, in a conservative society, the presence of a male, not directly involved with the health centres, investigating the activities of the mothers, caused a degree of discomfort among some of the subjects. I could see that a more detailed and longer term excursion into the lives of these women could perhaps not be possible for a male investigator.

Another problem in of the health centres concerned the limitation of actual physical space to carry out the observations. The centres were busy places, but from 10am to 11.30am, there was such a rush of women and children that it became very difficult to find a place to stand. 
The reason, I was told was that the women attend to their chores in the morning, and then come to the health centres, wanting to return in time to get the afternoon meal ready for the family. As most had the same routine, they would turn up at the same time. 
While this was an interesting finding on its own, I could do little except adapt to the situation by finding an inconspicuous corner from where to observe the proceedings.

Analysis of the data:

It will be appreciated that this was a very limited study, and would probably contribute little to the understanding of this vast and complex area. While I collected a limited amount of data (one in-depth interview and notes on 2 field observation sessions), I could see that organising and making sense of one’s data is quite a challenge in qualitative research. However, even with this limited amount of data, certain themes became apparent, such as, more girls than boys appeared malnourished; many of the women seemed ‘depressed’, as evident by their apathy and lack of involvement with the infants. Babies of these mothers appeared more irritable; less than 10% of the babies were brought by their fathers. Those that were appeared to be healthier. It appeared that women had more responsibilities but less empowerment. 

I found the scheme proposed by Wolcott (1994) useful for analysis of my data. It consists of 5 steps, which are summarised in Box 5.

A limitation I face in data analysis is that using computer programmes such as AtLAS or NUDIST would have the added complication of first translating the notes into English, and then transcribing these onto the programmes. Many of the more subtle observations risk being lost or even misinterpreted in translation. My conclusion is that it would be more valid to do the analysis in the original language using conventional means.

Box 5: A general data analysis strategy proposed by Wolcott (1994)


Conclusions:

My experience of conducting a very small qualitative pilot study in a poor urban area of Pakistan has led me to believe that the so-called rift between qualitative and quantitative approaches is largely unfounded and not based on reality. I agree with Murphy et al (1998), who conclude their review of the relationship between qualitative and quantitative methods with the following statement:

“In conclusion, we have considered various dimensions of the arguments put forward by those who argue that qualitative and quantitative research should be seen as two incommensurable paradigms, marked by dichotomies of philosophy and practice. We have concluded that such arguments are ill-founded… …We suggest it is more profitable to recognise the complimentarity of quantitative and qualitative methods, acknowledging the particular strengths of the latter in terms of their capacity for studying socially meaningful behaviour, holistically, in context and with due attention to the dynamic processual aspects of social events and interactions…”
I feel that in my area of research the two methods can be used together to gain the maximum understanding problem. Qualitative research is invaluable in hypothesis generation: my study has led to at least one testable hypothesis – children of depressed women are more malnourished than children of psychologically well mothers. This can be tested by a combination of quantitative and qualitative methods. Children can be weighed and measured, and their mothers’ mental states assessed by questionnaires. This can be complemented by qualitative methods such as focussed groups and participant observation techniques, avoiding the problems I have outlined in the discussion above. A convergence of views using the 2 methods can indicate a greater strength of evidence, leading to research findings that are more robust and meaningful.

It is my hope that as in publishing research articles, the Bulletin of Narrative-Based Psychiatry will adopt this middle of the road philosophy rather than being entrenched in one or the other tradition. Narrative has a rich tradition in psychiatry that can very usefully inform not only clinical practice but also research.
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NHS Modernisation agenda: A critical appraisal of its stated objectives in the light of the NHS Plan
Dr Safiullah Afghan
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I intend to pick some of the prominent themes from the governments’ modernisation agenda and discuss my understanding of the inherent contradictions and weaknesses in these plans which are likely to result in gaps and failures on the part of government to achieve its stated objectives. I have attempted to support my arguments by referring to the recent medical and media literature. 

Modernisation in the National Health Service

The definition and deeper interpretation of the term ‘modernisation’ within the context of the NHS is filled with uncertainty.  To ‘modernise’ literally means adapting to modern needs, ways or views. Our systems and institutions have undergone evolutionary changes and embraced modernisation due to multitude of social, scientific, technological, political and economic influences. The NHS has been no exception to these influences. One therefore fails to comprehend as to the yardstick and definition of the modernisation as espoused in our NHS plan [9], particularly the fact that why need was felt to play the trumpet of modernising a service which (as if) hitherto had been in a dormant and static mode. 

The government announced a comprehensive programme to raise standards and modernise the NHS was set out in a White Paper (1997-98), The New NHS: modern, dependable [8] and the three supporting documents, A first class service, Information for Health and Working Together.

The NHS has also established a modernisation agency in April 2001. The agency claims to be unique in the healthcare world in combining service modernisation with the development of current and future leaders and managers for the NHS. 

Complex structure of the Modernisation Agency

Laura Donnelly in a report published in the Health Services Journal [5] claim that the modernisation agency has so far had little impact on the public since it was created in April 2001. She compares the agency structure from the outside to that of a labyrinthine, which makes it quite difficult to understand agency’s corporate structure and on the face of it, does appear to be incredibly complex and difficult to understand.  

The agency has undertaken a massive workload consisting of some 60 programmes.  

The same report also quotes Dr. Kieran Walshe from Birmingham University health services management centre as suggesting that the agency’s performance is likely to be hampered by the limited power it was given at the time of its creation. Dr. Walshe has also voiced his criticism of the term ‘agency’, saying ‘the problem is it’s not an agency at all. People think that it is some sort of separate agency but in fact it’s just a branch of the Department of Health.’ He is further comments, ‘this is not just a nerdy structural thing, I think it is a sign of how much the DoH wants to control it’. He goes on to argue that the modernisation agency has heterogeneous roles and functions, such as leadership centre plus teams sorting out access in trusts which makes it look like a very perplexing combination of things, rather than an agency with a corporate mission.

Rapid organisational and structural changes

When the present labour government assumed power in 1997, it emphatically criticised the outgoing conservative government of subjecting the NHS to too much structural reform. Yet, this government has embarked on the largest and least debated reorganisation of the NHS for two decades. The government issued a consultation document entitled, “Shifting the balance of power in the NHS: securing delivery, published in July 2001 [4] and without waiting sufficiently to study its impact on the key stakeholders, forcefully went ahead with its reorganisation plans. We have now witnessed a major overhaul of the NHS structure in the form of abolishing of executive regional offices of the NHS and two thirds of health authorities and formation of new primary care trusts to take on the responsibilities from the health authorities by 1st of April 2002.  

The above is one example of the governments’ inherent contradictions between its stated aims and policies voiced in the form of release of plethora of public documents and speeches by ministers and media wizards and what the government actually practices. The NHS plan and the modernisation agenda talk the language of empowerment of patients, clinicians and managers, devolution, collaboration and support. However the reality is that the government through its state machinery, which includes ministers, civil servants within the Department of Health and various arms within the NHS (including the modernisation agency) display top down command and control style of management in which unrealistic lists of targets and objectives are cascaded down to the middle and lower cadre managers, who struggle in a macho climate that demands instant delivery, which leaves them feeling undermined and burnt-out.  

Dissatisfaction among the mainstream NHS Staff

According to the editorial by Smith et al (2001) [10], the unhappiness felt by managers does not stem from the government’s policy for reforming the NHS, but the way that policy is being implemented: ‘through endless prescriptions for change involving unprecedented micromanagement from the centre, which has the effect of constraining and undermining the ability of managers to manage’. The authors further comment, ‘The command and control style, a never ending stream of “must do” edicts, a “name and shame” culture, and the perpetual obsession with organisational restructuring can only detract from the ability of the NHS to deliver the plan’. The editorial is most appropriate in its criticism of the way the government has attempted to control and regulate the NHS. 

The same editorial argues for fundamental rethinking of the relationship between the central government and the NHS. It feels that devolution and democratic renewal in real sense is likely to offer the potential to prise the NHS out from the grip of governmental influence and ‘hot house atmosphere of Westminster and Whitehall’.  

Rabbi Neuberger, the Chief executive of the King’s Fund has also echoed similar views in her article entitled, ‘Act of Settlement’ [7]. She believes that the NHS is going through serious problems some of which are chronic shortage of staff, over- centralisation, over-politicisation and lack of responsiveness to patients. In view of these problems, the managers are compelled to focus more on meeting flurry of government targets instead of focussing their attention on assessing patients’ needs and finding out how staff believes they can best carry out their jobs. 

She refers to a recent King’s fund study which found that once NHS specific inflation and other government priorities such as cancer, heart disease and hospital waiting times are accounted for, less than one fifth of the extra money the service received this year can be used to meet local priorities. She believes that solution to these problems does not lie in changing the way the NHS is financed or in imposing yet another restructuring exercise on the service. Both these options would again disrupt of the NHS, taking managers’ eyes away from the crucial tasks of increasing capacity and making services better suited to their patient’s needs. 

Proposals from King’s fund

Neuberger  proposes that the future lies in continuing to increase funding steadily over time, supporting increased staffing levels and creating a new legislative settlement for the NHS, changing the balance of power away from the centre and into localities. This will entail setting up NHS trusts as public interest companies, publicly owned but with permanent control of their assets, and giving Primary Care Trusts more freedom in the way they operate. According to her, these changes should be reflected nationally in the form of setting up a corporation to manage the NHS at arm’s length from the Department of Health. In these circumstances, the government would determine funding levels and health policy, while the corporation would spend the money and regulate local service providers to ensure the highest possible quality of care is always provided.  Neuberger sees considerable benefits for both the NHS and the patients in the form of real empowerment for all the stakeholders, i.e. patients, managers, health professionals as well as the government itself. While on one hand, the government’s role will be to focus on broader determinants of how healthy people are and on providing adequate funding for the NHS without the burden of dealing with every dropped bedpan, it will also enable local managers and staff to work without constant interference from the Whitehall, and to encourage them to think innovatively, and to be able to pay more heed of the needs, wishes and preferences of their patients.

Strategic Management in the NHS

As part of the modernisation plan, and discussed further in the subsequent text, the governments’ approach to bring about a systematic change is top down and interventionist in style. This has reinforced the vertical structure (instead of flattening it) within the organisation at all levels. This has also promoted a culture of ‘us and them’, between senior mangers and local level managers and front line staff within the health service. It is noticeable that the enthusiasm shown at the top, i.e. the Secretary of State, top NHS leadership has not filtered to the ground level as reflected in some of the surveys published. 

Mark Crail (2000) reported findings of Health Services Journal survey [12] with nearly 1000 members of the Institute of Healthcare Management. The survey results show widespread dissatisfaction with many aspects of government’s health agenda. One health service manager urged the government to stop wasting millions on constant reorganisations which change nothing for the patient.  The survey results showed that managers do not own high profile policies such as NHS direct, and believe that too much priority is being given to attacking waiting lists, reconfiguring acute care and searching for management savings. In contrast, it was felt that ministers place too little emphasis on addressing staff shortages, on mental health strategy and on tackling health inequalities. The survey also revealed that the managers had little faith that they will have required resources and training to help them deliver the government priorities, within the proposed timetable.

In yet another survey quoted by Smith et al [10], it appears that both medical and managerial support for the government is at an all time low. Over 80% of general practitioners believe that the government’s plans for the NHS are not achievable in the proposed timescale and more than three quarters of managers consider the “shifting of balance” reorganisation will delay delivery of the NHS plan. These indicators are an ample proof that the governments decision to steamroll its plans have not been taken with consensus of the key players or with adequate homework and therefore there is a strong fear that such a massive restructuring exercise may not deliver the desired results for the government.

Mode of governing the NHS: Top down command and control
Matt Muijen (2002) [6] claims that modernisation in the NHS is in fact characterised by two distinct events, which are poles apart and moving independently in different directions but having a potential to collide with one another, leaving the people caught in the cross fire. One event, according to him relates to NHS management where structures are being constantly reshuffled and abolished, accompanied by new generations of leaders with a fast turnover. He refers to the second event as relating to clinical care and best clinical practice, affecting relatively static group of clinicians expected to adopt new treatment methods at a growing pace. Muijen agrees with the clinicians’ belief that the current thrust of reform within the NHS is going to affect their clinical care. He therefore raises an important question of the utility of abolishing regions and replacing them with strategic health authorities and primary care trusts as there is a growing perception that such a change in itself cannot improve the practices or lead to better services. 

He further believes that the newly established interface organisations such as National Institute of Clinical Excellence (NICE), the Modernisation Agency and the Commission for Health Improvement (CHI), which are required to identify, disseminate and monitor implementation of national clinical priorities, are not likely to be sensitive to the diversity and unique qualities of individual clinicians. However he argues the case for devolved and decentralised roles for organisation such as the Modernisation Agency and its subsidiary arm, the National Institute of Mental Health (NIMH) enabling the shared ownership of clinicians, managers and academics at a local levels,  in which case he sees a real great opportunity. However, he questions if such a diversion will ever be tolerated.

Financial Mismanagement

While on one hand we are loudly talking of modernisation within NHS, it is sad to find out that widespread financial mismanagement has been allowed at the cost of most essential elements of the National Service Framework. A news item hit the national press on 17th March 2002 entitled, “Hospitals siphon off cancer cash” [2]. The news item in the Observer reported that the government had promised £560 million over the next 3 years for a National Cancer plan that would drag services up to European standards. However much of this is now being spent on paying off hospital deficits and non-essential treatments like varicose veins.  The news also quotes a senior Health department official as saying that an amount of £255 million was earmarked for cancer services for this year alone, but this money will not come through to the front line services. It was also revealed by the Observer, recently that the number of cancer patients waiting for radiotherapy for longer than the government target has doubled in the last two years.

In yet another story by Butler [3] suggested that NHS in the south-east of England has overspent its budgetary allocation by approximately £60 million and the NHS Trusts have been directed to make savings of the equivalent amount by the end of the financial year. This may mean sacrificing some of the priority / essential services in order to meet the targets for savings.

Diluting the patient’s voice

The NHS modernisation agenda particularly focuses on placing patients’ voice at the forefront. However, the changes suggested in the NHS plan have attracted some valid criticisms.  The NHS plan [9] in the chapter 10 has proposed a package of reform in the form of ‘re-designing the health service from the patients’ point of view’. It is also one of the important components of the modernisation agenda. One of the elements of the reform involves abolition of Community Health Councils (CHC), the patients’ statutory Watchdog. The CHCs were created in 1974 and have until recently proved to be an effective and independent voice for the patients in the NHS. According to the Association of Community Health Councils for England & Wales [1], the government made no prior consultation about abolition of CHCs. According to them, CHCs currently provide a national, independent network of support for patients. The CHCs combine the roles of monitoring and scrutinising services, and supporting individual complainants, they are ideally placed to identify broader problems in service provision. 

The new proposals in the NHS plan call for fragmenting some of the work CHCs across a number of disparate bodies, such as patient advocacy and liaison services (PALS), patient forums, independent local advisory forums (ILAFs) and local authority scrutiny bodies. The association rightly fears that fragmenting the CHCs work in this way will not only raise serious questions about the selection process, efficiency and independence of the new bodies but it may be possible that problems with local health provision or medical blunders may never come to light.

Patients’ empowerment: Risks

Patient empowerment is one of the cardinal themes of the NHS modernisation plans. The term ‘empowerment’ has not been adequately defined, nor has there been any clinical or scientific limitations placed on it. Richard Smith in a recent editorial in BMJ [11] has cautioned at the dangers of allowing unrestrained autonomy to the public to make decisions and exercise choice in the name of ‘empowerment’, which in some cases has resulted in jeopardising the health of the individuals as well as of the large sections of population. The editorial refers to the issue surrounding the MMR (measles, mumps and rubella) vaccine. While there is almost unanimous view by the clinicians and researchers that the combined vaccine is in no way likely to increase the risk of either bowel disease or autism in children, the public (as a result of propaganda in the media) seems to be increasingly worried and distrust the authorities. The result is the fall in the number of children being vaccinated and more outbreaks of measles. Offering more choice to the public in a purely clinical and medical domain is likely to lead to lower levels of protection and more infections. 

Additionally, allowing choice to the few to refuse vaccine may be that somebody else’s child suffers brain damage from measles. The author believes that the governments’ own rhetoric on patients’ empowerment is likely to reinforce such tendencies which are result of arriving to a wrong decision as a result of confused and conflicting information that reaches the public.

Conclusions

In summary, the government’s NHS modernisation plans appear to be too ambitious, characterised by abundance of rhetoric and driven by desire to find quick fix solutions to appease the electorate by pursuing hasty policies and frequent strategic changes in the whole of the NHS without adequate consultation or involving the key players and stakeholders in the ownership of change. This has resulted in poor morale and confusion among the front line staff, managers and health professionals about the strategic direction of government plans. Instead of striving for a decent quality of healthcare to the people, which will reflect in their satisfaction with the system, the current environment is characteristic by public’s lack of satisfaction with the system, scandals of financial mismanagement and diversion of monies meant for essential services towards balancing the overspent on management costs. This uncertainty is likely to persist, until the government makes concerted effort towards depoliticising the NHS. One way of achieving this is a move towards real decentralisation as suggested by the King’s fund [7] and empowering the regional NHS bodies to be fully independent in operational and corporate affairs. The regional bodies should fully regulate the health services at arms length from the central government. The decentralised health service can than initiate consultations on bringing about efficiency and improvements in the clinical and operational services, which in my view is likely to offer better results than to raise the slogan of ‘modernisation’ which is still far from reality in the NHS.
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Some thoughts about managing Heroin addiction in an NGO-run service
By:

Khalid Hameed Zaigham M.D.

INTRODUCTION 
Heroin addiction has emerged largely as a major social problem in Pakistan

for the last two decades. Heroin is extracted from opium and is frequently

produced illicitly in the same places where opium is harvested. Pakistan

happens to be in the vicinity of one such major area and a sizeable amount of

drugs are made available in Pakistan.

Gradually the number of addicts has grown alarmingly high. Many agencies

both at the governmental and non-governmental levels are focusing on the

rehabilitation of drug, addicts.

The number of heroin users in particular has exploded in Pakistan during the

last few years. Apart from the staggering numbers 6 millions according to

a careful estimate an intriguing aspect in the social composition of

heroin addicts as a group. Definitively, it is no more an upper class

phenomenon.

We, at Nai Zindagi, had perfected our rehabilitation methods keeping in

view our clients in the first few years. Though we were open to all social

classes, we mostly had upper class addicts. Towards the end of 90,s this

situation started changing. We could see that our 'traditional methods' were

not as effective as before. The percentage of our clients having relapse was

increasing as well as the process of the first rehabilitation was taking much

longer time. At the same time we got additional resources to expand, as our

NGO in the mean time had become a leader in the field of drug rehabilitation

in the Punjab region of Pakistan. To overcome our relative failure an

exploratory research was established to measure the effectiveness of our

prevailing methods with an aim to suggest better methods. Our hypothesis

was that our upper class addicts were more susceptible to our method of

rehabilitation.

The co-relation between the rehabilitation methods and the socio-cultural

background of the addict has been focused by many researchers. Mohan2

(1980) insisted, some 20 years ago, on the relationship between the

personality type deeply embedded in the cultural settings and the pattern of

drug use and the pattern of response to respective treatment set (2).

Apparently this correlation has become axiomatic. But as the socio-cultural

settings are diverse all over the world, mere theoretical consciousness of this

correlation does not suffice to formulate guidelines for the formulation of policy

and planning of programs; the ultimate usage of such research projects, so

refining the compilation of social profiling of the addicts is the necessary first

step of this "action research ". Only then would we be able to avoid the pitfalls.

of "one size fits all" in the practice of rehabilitation strategies.

In the social research literature in Pakistan the scheme of social stratification

remains an important area of debate. The usual 3 class stratification i.e.

Upper, Middle and lower remains rather simplistic. At the same time the

exhaustive stratification recommended by the Western scientific bodies

such the European society for Opinion and Market Research are too

complex for Pakistan (3).

As we based our research on Nai Zindagi the question of the

representativeness of Nai Zindagi experience in the overall context had been

thoroughly explored. Our informed discussions with the sister institutions

suggest that almost all the rehabilitation services especially in the NGO sector

are facing the similar dilemmas. The programs were undertaking in most of


1.  Nai Zindagi:  I joined Nai Zindagi just months after its establishment. Nai Zindagi was established as an NGO in 1991 with the help of UNDCP, British High Commission and Canadian High Commission. Nai Zindagi is a leading innovative enterprise involved in social and commercial entrepreneurism for marginalized groups and individuals as well as the community at large and its mission is to maintain an environment to learn change and improve upon the over all effectiveness of NZ. Nai Zindagi is a Residential Rehabilitation Centre.

2. D. Mohan Socio -Economic development and Changes in Drug Use. In G Edwards & A. Arif (Ed) Drug problem in the socio- cultural context: A basis for policies and programs planning. Geneva World Health Organization 1980.

3. Quratulain Imam. Socio-Economic Classes in Urban Pakistan in slogan Karachi. Volume- 4 No 10-Nov 1999.


the cases to the Upper Class Donors and quite rapidly many rehabilitation

centres appeared, particularly in posh localities.

They do provide the rehabilitation to many people but their relevance to the

addiction as a social problem has become rather suspect.

METHOD:

For developing the initial hypothesis general discussions with the sister NGOs

and peer groups were extensively undertaken as well as the literature on this

issue was studied. Finally it was decided to closely observe in a non- intrusive

manner I the rehabilitation responses of the clients. The clients were on the

basis of response pattern divided into 4 groups after documenting the rehab

results of our clients. The four groups are:

1. Completely rehabilitated.

2. Rehabilitated with low incidence of relapse.

3. Rehabilitated with high incidence of relapse

4. Un-rehabilitated.

When a client approaches Nai Zindagi for new life -that's what Nai zindagi

means (in Urdu) a Personal Data sheet embodying social family

background is developed initially at Nai Zindagi. This data was required from

the client to ascertain his social status. It was on the basis of this judgement

that the level of fees was decided, as the poorest clients were treated free of

cost from all over Pakistan. With the passage of time this data sheet became

more detailed as we became more conscious of the relevant Socio- Cultural

background. This data simulated information on the education and

employment status of the client. Feeding in these two features with the place

of residence, enabled us to divide the totality of clients in 7 social groups.

1) Elite

2) Upper Class.

3) Upper middle Class

4) Middle Class

5) Lower Middle Class

6) Lower I slum classes

7) Homeless

The seven classes mentioned above could be clustered in four classes on the

basis of their response pattern i .e.

Class A Elite and Upper Class

Class B Upper Middle, Middle and Lower Middle Classes

Class C Lower Classes

Class D Homeless

Here the response is measured only in terms of the response while living at

Nai Zindagi centre. It is not the response in the sense of rehabilitation, which

includes the period immediately' after leaving the centre I before the first

relapse. We have been designing the in-house response on a scale from

Good, Average, Poor & Hopeless.

For the statistical comparison two years were selected; 1991 was our first

year. The data available for this year was rather scanty but it did allow us to

reconstruct the social profiles of our clients at that time.

The in-house rehabilitation responses were carefully studied for all the 228

clients through out in 1998. The rate of relapse per year was monitored also.

The relapse was treated equally as an indicator of the effectiveness of out of

centre rehabilitation.

RESULTS:

200 Clients were served by Nai Zindagi in 1991 and 228 in 1998. In 1998 the

class composition was as follows:

Year No of clients Upper class Middle class Lower class

1991 200 55.5% 28.5% 16%

1998 228 2.5% 28.6% 70.7%

In both the cases a certain percentage comes only for Detoxification. In the

beginning the percentage was very high as it was considered to be the only

and final treatment. Over a few years, towards mid 90's the percentage

stabilized at 30%. Such people would either continue with the drug and come

again and again for the detoxification or would gradually quit the drug or

would go to Jailor die. As most of these clients came from well to do families,

the out of centre rehabilitation played a significant part. This pattern appears

to have changed with time. Now we have much more clients from the

Middle and lower classes. The repeat detoxification clients have multiplied

signalling the difficulties of out of Centre Rehabilitation for these classes.

For the category of clients coming for the rehabilitation, with the change of

social composition the in the centre response has become weaker. On

average, a client is taking 35 % more time in giving full response. The out of

centre rehabilitation has become also more difficult. As far as centre, and out

of the centre is much better than the clients from the middle and lower

classes, the relapse rate is also low for these clients.

It appears that the socio -cultural background is impinging heavily on the

drug use and prospects of rehabilitation both in and out of the centre. The

response of the clients from the middle classes and of the homeless in the

centre is poor. They do not show any keenness to learn any trade. On the

other hand, the response of the clients from the lower and upper middle

classes is good. Unemployed middle class client is the hardest case in this

regard. Most of the clients we had, would be fairly educated, low esteemed

and unmarried. They tend to get depressed in the centre much more easily

than the client from upper or lower classes. In the case of out -of -the centre

rehabilitation also, they appear to be almost totally immune from any social

pressure what so ever; their reaction to social pressure appears to be at par

with the homeless. In the ultimate analysis, a rating of the response pattern is

also changed.

1) Upper Class

2) Upper Middle Class

3) Lower Class

4) Middle Class

5) Lower Middle Class

6) Homeless

DISCUSSION:

We at Nai Zindagi started with Minnesota model initially, followed by

Therapeutic Community I Day Top Model. Now Nai Zindagi practises a model

which has points of these two models plus our own past experiences

regarding the detoxification and rehabilitation. The description of the NZ

philosophy and other two models are as follows:

1. NZ Philosophy:

Nai Zindagi provides a range of services to persons, both male and

female, which demonstrate a desire to choose better life and freedom

from chemical dependency.

We believe that addiction and the abuse of mood altering chemicals is

a choice that an individual exercises and he I she is not powerless over

this choice. He I She is capable of choosing better life options exactly

the way he I she is capable of choosing poor options.

At Nai Zindagi we believe that helping a client understand the process

of addiction helps in enabling him I her to see why he I she made

certain choices and how in future he I she can make different and

better choices. We also help clients identify better choices for an

improved quality of life.

We at Nai Zindagi are committed to provide a clean, healthy and

compassionate learning environment, where trained staff help and

guide each individual to take charges of their lives. The purpose is to

help clients understand that addiction is not a phenomenon, a virus, an

illness or a genetic disorder that a person has no control over. The

purpose is also to help clients realize that through out its progression

the choice to continue or discontinue the use I abuse of drugs lies with

the client. The client has the power to stop or continue and not

powerless, over drug use. Even no use, moderate use or excessive

use is by choice and not by default. Unlike other models where

addiction is classified as a 'no fault' illness or disease; we want clients

to take responsibility for taking a choice to use. When using is looked

at, as a choice we make, moderation or no use also becomes a choice

we make. Hence removing the power that many programs attribute to

drugs -and empowering the clients instead4.

WE provide:

a. A place away from the drug sub culture and drugs.

b. Proper hygienic living and diet.

c. Education in the dynamics of addiction and related issues.

d. Help and awareness about self.

e. Education about better quality of life.

f. Identification and processing of choices already taken and re-

education about new choices and options available.

g. Guidance in coping skills and a better emotional state.

h. Assistance in initiating the process of positive change.

i. Guidance in evaluating and improving existing relationships.

j. Assistance in vocational assessment, training and placement

2. Minnesota Model:

It is a continuation of 12 steps program and some medical and

psychological based strategies. Following are the salient features:

a- Open door policy: patient must be willing for the treatment after

4. The patients from the elite are now in such a small number that their presence is insignificant for the purpose of present study. In general in Pakistan the incidence of heroin addiction in elite is very low.

The intervention and can leave the centre whenever he feels like

as there is no lockup system

b- Model is based on 12-steps program and intensive orientation of

the program is given in a short span of treatment.

c- Minnesota model believes in disease concept of drug addiction

i.e. some genetic factors are involved in the addiction and that

addiction, is primary I chronic, progressive and relapsing disease

which is treatable but not curable just like Diabetes Mellitus

d- Group therapy and lectures are the major tools implied, raise

awareness and bring a change in the patients belief, attitude

and behaviour.

e- Patient is introduced, given orientation and stressed upon to join

self-help groups of A.A/NA fellowship as an after care.

3. Therapeutic community/day top model:

This model was started by some recovering addicts who recovered

from A.A but later found that A.A is not very appropriate model for all

addicts rather successful for clients who were on probation. Salient

features of this model are as follows:

Long tem treatment up to 2 years

a- A strong therapeutic community is formed in which all residents

were given different responsibilities related to the functioning of

the setup.

b- Model is based on strong behaviour shaping tool, specific groups

like morning meetings and hair cut is given.

c- Hard confrontations are given by the peer residents (family) and

staff.

d- A behaviour shaping system of promotion and demotion is run

which works on reward and punishment principles.

THERAPEUTIC CONTEXT IN PAKISTAN:

The macro socio-economic situation in the last ten years has undergone

major changes in Pakistan. The poverty line has jumped from 30 to 40

percent during this period and the rural poor have increased even at a quicker

pace. The unemployment of the educated has also increased. It appears that

this change has significantly changed the socio-economic profile of the Heroin

addicts, otherwise addicts in the posh rehab houses where as more and more

people are in need of rehabilitation. This increasing irrelevance of the

traditional rehab strategies call for reconsideration of the accepted

conceptions in drug rehabilitation. I~ appears that an educational campaign in

print and electronic media and a relatively easy availability of alternative drugs

have decreased the proportions of drug addicts for middle and upper Classes

in Pakistan. It is recommended that mass offensive be undertaken against

drug supply and usage with a closed cooperation among the international

donors, government and private sectors with a more sensitive targeting.

CONCLUSION:

The rehabilitation strategies have close connection with personality types,

which in turn are shaped to a large extent by the socioeconomic positioning of

an individual. The bloating size of the chronic heroin-dependent population

and the ready availability of the drug present a formidable challenge to

planners of treatment and rehabilitation services. In Pakistan there has been

little experimentation to naturalize the rehabilitation strategies perfected

somehow. It is necessary to evaluate carefully a variety of promising

approaches before applying such programs on a large scale. Instead of

continuing with the sophisticated approaches, which require an Upper Class

spoilt kid as an addict to show results, the emphasis should be on resting low

cost practical methods, working within the existing institutional structures and

health services wherever possible. The poverty reduction and social welfare

interventions by the state to the out of centre rehabilitation in the long run

should supplement these methods.

SUGGESTIONS FOR FURTHER RESEARCH:

Usage of drugs as a social problem has long been a taboo. As a

consequence the scientific literature as its diverse aspects is lacking ideally a

national level study on the patterns of drug usage and rehabilitation

responses should be carried out. In the short, geographically bound studies

could be carried out. Within Nai Zindagi case studies should be developed to

evaluate the efficiency of the present strategies, new programs of scientific

verification and monitoring should be conceived as Action Research Project

and the aspects of scientific verification, monitoring and evaluation be given

due consideration right from the beginning.

PSYCHO-SPIRITUAL- TREATMENT:

A. Religion/Psychic concentration on worship and Gnostic practical-

exercises based on various chapters/System of Mysticism (Tasawwaf)

aiming at the development of self/morality willingly, conscientiously and

consciously, imbibed under the influence and sense of presence, love

of Allah (God) "Tazkiyya-e-Nafs" or purification & sublimation of

Soul/Psyche.

B. The patient should be imbibed in and induced to reflect, cogitate and

meditate in solitude for a period of at least 15 minutes daily unto his

self / heart so as to feel and realize the presence/existence of Allah

(God) omnipotent and omnipresent, exercising and tempting to achieve

the state of innate, voluntarily and willingly.

C. All time feeling of the Presence of Allah (God) the "Creator is the only

Comprehensive Absolute Provider, Life Protector and Guard of his

creatures especially "the man" the master piece from his creation

endowed and blessed with multiple attributes, the only feeling to

inculcate 'self-Accountability free from all and any kind of social or

legal/state administration.

D. Role of mosque in addiction treatment has significant value: five times

ablution along with regular prayers and "Nawafils" if possible would be

as fruitful as anything.

Quran Academy Clinic, 36-k,

Model Town, Lahore Pakistan.

Work Phone: (92-42-) 532-0440

Home Phone: (92-42) 512-1102

Fax: (92-42) 583-4000

Email: khzaigham@yahoo.com

Khzaigham@hotmail.com
If you wish to discuss some of the points raised in this article with the author, please contact him directly via email.
NEWS SECTION
First BPPA Conference- a triumph- 21st September

Mike Shooter, RCPsych Pres-Chief Guest, Kader Jaffer, Khalid Mahmood attend….134 delegates from around the World….
BPPA held its first conference in the luxurious hotel, Hilton Metropole, Birmingham NEC.  President RCPsych Mike Shooter was the chief guest in the first session.  In the evening session which consisted of banquet and musical entertainment, the chief guest was HE Kader Jaffer, Pak High Commissioner. 

The event was a staggering success! 

134 delegates attended for all over the world.  Dr Akhtar Ahsen attended from the USA, with his distinguished wife, Dr Anna Dolan, chief of psychiatry in Yonkers, NY, USA.  She is an author and a scholar in her own right.  Dr Ahsen, founder and originator of eidetic image psychotherapy, author of over 30 books and director of the imagery institute in New York, is a force in the field of psychotherapy.  He is the 

personality who has brought imagery into the modern psychotherapeutic scene.  This contribution is acknowledged by all psychotherapists in the world.  Dr Mahmood Khan from Ireland represented the Pak psychiatrists from N. Ireland and the Republic of Ireland. 

Dr Nusrat Hussain attended form Canada and gave an interesting presentation on Pak women, depression and social conditions.  It generated a lot of debate.  Professor Chitra Mohan’s presentation on atypical neuroleptics was received with great delight and ovation.  His style was most enchanting and appealing.

Professors, Ijaz and Khalida Tareen made a special visit for the conference and presided over the first session of academic presentations. 

Dr Dawar Hussain Shah represented the Pak psychiatrists in Australia and New Zealand.  BPPA chapters have executives in all its respective regions. Amongst others, BPPA members Maqsood Ahmed and Rashid Zaman gave interesting presentations about their work in the field of mental health. Rashid Zaman is the co-author with Akmal Makhdum, of the “Churchill’s pocket book of psychiatry”, published by Harcourt Brace. 

The venue was very appropriate, comfortable and well equipped site. 

 BPPA has shown us the way… Mike Shooter

After the academic sessions the BPPA held its first AGM.  This was attended by the members and followed by a brief meeting of the associate members.  It was a disciplined and orderly affair.  There were excellent suggestions and proposals to further the BPPA agenda.  There were numerous resolutions which were passed.   There was lively debate on many issues and everything was done 

According to the constitution, in accordance with the democratic processes enshrined in the constitution. 

BPPA AGM minutes are also published on the BPPA website and are on pages 16-18 of the bulletin. 

In the second session, Birmingham MP Khalid Mahmood gave a very exciting speech about participation and pledged his fullest support to the BPPA and the issues concerning mental health.  We are looking forward to his pledge being translated into proactive actions.  Chair BPPA has asked him to help us establish a cross-party interest group in the parliament to deal with mental health issues and problems of the minority professionals in the UK. 

RCPsych president Dr Mike Shooter gave an enthusing and stimulation speech.  He challenged traditional attitudes, spoke frankly about concerns we all about the proposed mental health act and its potential consequences on the ethnic minorities.  He gave a vision of the future, in ten steps that he wanted to follow.  He was concerned and was taking steps to counter institutional racism in the college.  He was also going to bring a sea change in the way college did its work.  He was complimentary of the BPPA initiative to join with other professionals in the field of mental health.  BPPA has 39 associate members, who belong to psychology, counselling, nursing, general medicine, neurology, rehabilitation medicine and other specialisms.  This was described by the RCPsych president as the way forward and felt that the college could also consider becoming the College of mental health inviting other mental health professionals in the field to unite and work together.

BMA News covers BPPA 
Conference- 25 Oct 2002 – 2 page coverage!  Interviews members….
BMA news reporter, Alex Wafer attended the conference and spent a long time interviewing delegates.  In the next edition of the BMA news, the issues raised by the RCPsych president Mike Shooter were highlighted.  Our concerns about the new mental health act and the stand of the college were raised in that edition of the newspaper.  In the 25th October 2002 edition, there was a two page, full spread coverage of the BPPA conference and interviews of many delegates of the conference.

That was a smashing success in terms of BPPA introduction and the way it was covered.  Dialectical discussions and future plans were all part of the coverage. Mr Wafer has been covering the non-consultant grade issues in the BMA news and has an intimate insight into medical workforce issues.  

Bulletin of Narrative Based Psychiatry Launched...

The Bulletin of NARRATIVE BASED PSCHIATRY, as announced by the chair in the Birmingham conference, was launched in 2003.  The first bulletin is in your hands.  It needs your support and encouragement.
There are 15 editorial board members and 15 editorial reviewers. 

We have a distinguished international body leading the bulletin which shall INSHAALLAH become the journal of NARRATIVE BASED Psychiatry, in the coming days.  Articles would be peer reviewed.  

Publish your articles; send them to the editor …makmal@ntlworld.com …. 

Standing Committee of ALL BRITISH PAKISTANI PHYSICIAN ASSOCOAITIONS (ABPPA) UK FORMED
ONE UMBRELLA BODY FOR ALL PAK DOCTORS

KEMC, PMA, RMC, SMC, PMS AND OTHERS JOIN

IT SHALL BE THE ONLY RECOGNISED BODY-
Says Pakistan High Commissioner
His Excellency Kader Jaffer hosted the first Meeting at Pakistan House Residence, London on 17th January 2003- many alumni associations attend and send representatives

Report on the formation of the ABPPA-UK (The standing committee of ALL BRITISH PAKISTANI PHYSICIANS’ ASSOCIATIONS in the UK)

The inaugural meeting of the ABPPA-UK was hosted by the Pakistan High Commissioner, HE Kader Jaffer, on 17th January 2003 at the Pakistan House, London, at 6.30 PM.

The following representatives and observers from various physician associations attended the meeting:

Dr Alam Ara Khan PMA Manchester, Dr Khalid Khan KEMCA UK, Dr Mateen Durrani SMC UK, Dr Ishaq Khalid observer for NMC UK, Dr Akmal Makhdum BPPA
Agenda
· Welcome by the host of the inaugural meeting - HE Kader Jaffer

· Purpose of the meeting - Dr Akmal Makhdum

· Terms of reference of the Standing Committee - Dr Akmal Makhdum

· Discussion

· Concluding Remarks - HE Kader Jaffer
Minutes of Standing Committee of ABPPA meeting held at Pakistan House 
on 17 January 2003, under the aegis of Pakistan High Commissioner
1. HE Kader Jaffer explained how he propounded the idea of one forum of all British Pakistani physicians in the UK, at the first BPPA conference in Birmingham.  He asked Dr Makhdum to take the lead in organizing such a forum.  He was particularly impressed after he had observed the remarkable impact of a similar association in North America.

2. He also stated that British Pakistani doctors constituted an important part of the British society and they needed to be united in following their aims, for the betterment of the British Pakistani community and also assist the people of Pakistan, whenever they could.

3. He lamented the internecine frictions and disagreements that marred the productive energies of this community in the UK.  He encouraged the doctors to become more active in the political life of communities in Britain.

4. HE Kader Jaffer then asked Dr Alam Ara Khan, to say a few words, being an important member of the physician community in the UK and as President of the PMA UK in Manchester.  She started with an expression of gratitude and appreciation to Dr Akmal Makhdum, for the invitation and also coordinating the meeting, to enable the committee to be formed.  She stated that her personal support was with the committee and the purposes it espoused.  As the council of the PMA Manchester had not approved formal participation for their association, she would await that decision and then join if so agreed.  She was attending as an observer.  She felt that it was a laudable endeavour and that it would be an important forum for the community in the UK.

5. This was followed by Dr Akmal Makhdum explaining the purpose of the meeting.  He re-iterated the purposes stated earlier by the HC and said that as British Pakistanis, we had to ensure a respectable and influential role for the contemporary and future generations of our community in the UK.  He stated that it was necessary to engage the mainstream of the British community and formation of this committee would be a more acceptable and all-gathering model. He said that if we formed a committee of all associations which sat together to discuss and decided upon issues of significance and substance, we had a better chance of avoiding the historically experienced hindrances of factionalism.

6. Terms of reference were then proposed by Dr Akmal Makhdum, which included the core principle on which the committee was being formed, i.e., a forum for discussion of important issues, making links with national and international bodies, collaboration, discussion and advice, influencing the NHS and the government on issues relevant to the community, rotational leadership and logistical matters.  

7. This was followed by a discussion which included the North American and the European experiences, the importance of political involvement in the British society, number of members for qualification to join the committee for each association, sharing of information and the data protection issues, amongst others.

8. Dr Khalid Khan felt that the success of APPNA was partly due to the tax rebate that the doctors get for attending their meetings. This is not the case in UK. Also there is no forum in UK for Pakistani doctors that would highlight the achievements of our doctors e.g. Dr Alam Ara has been a member of GMC and played a vital role in starting PLAB in Pakistan and also Dr Makhdum being a member of CHI and there are various other such examples

9. Mr Jaffer suggested that organisations that should join the ABPPA should have of at least 25 to 50 members to qualify.

10. Dr Durrani was of the opinion that this will cause problems for smaller organisations and doctors from new medical colleges in Pakistan who may not have that many members. A minimum number of 15 members were agreed. Any organisation that may not have that membership is to be invited as observer.

11. Dr Alam Ara felt that giving names of members may breach data protection. Dr Durrani gave the example of BPPA in this matter. BPPA asked all its members if it was ok to display their names and contact details on the web site and majority of them had no objection to their names and email addresses and medical college details to be displayed on the web site. It was suggested to do the same with ABPPA members.

12. The host then offered to be the gelling factor in this equation and emphasized the role he could play in helping establish this forum without a formal role.  It was unanimously supported by participants in the role HE could play and had played.  Dr Khalid khan stated that he envisaged a more formal role for the HC, which he explained, would not be advisable and that he wanted to remain a supporter from the core, yet informally.  His role declared as positive and laudable.  It was agreed that there would be no formal role played by the HC. He reiterated that ABPPA would be only recognised body of Pak doctors in the UK, as far as the Pak government or the high commission were concerned.

13. HC envisaged the role of ABPPA in starting scholarships and helping doctors and nurses from Pakistan to come to UK for training and also sending books and equipments to Pakistan. He offered his services to liaise with PIA and the department of health in Pakistan if any such opportunity arises.

14. HC also suggested that it should be a formal association but it suggested by Dr Makhdum and agreed to call the group a standing committee of ABPPA but at a later date it may be discussed after consulting with other member organisations. This will help each member organisation to keep its identity and they can continue with their social events.

15. It was agreed that there should be at least one annual function/event of ABPPA. HC felt it should be at least one every 3 to 6 month. Considering that individual organisations meet at least once a year anyway, it was felt ABPPA should aim for once a year gathering in the beginning.

16. Discussions about the future and present prospects and other important issues continued throughout the dinner and beyond, late in the night.  Participants were grateful to HE Kader Jaffer for his positive and generous hospitality.

17. The following office bearers were agreed based on the terms of reference:

Chair Dr Akmal Makhdum: tenure 24 months non extendable from Feb. 2003-Jan. 2005.  Secretary Dr Mateen Durrani: tenure 24 months non extendable from Feb. 2003-Jan. 2005
Members

President KEMCA UK Dr Khalid Khan, Secretary KEMCA UK Dr Muhammad Abid, President RMC UK Dr Tayyeb Taher, Secretary RMC UK Dr Hassan Sandhu   President SMC UK Dr Hasan Jawaid, Secretary SMC UK Dr Shahid Quraishi.  All other Presidents and Secretaries of the physician associations would be invited to become members, once they agree to join.

This will be the only recognised representative committee of all British Pakistani physicians in the UK.

Only the elected Chairs and secretaries of respective associations can become chair and secretary of the committee.  It is not the person but the post that shall be the office holder.

18. The following shall be the chair and secretary according to the alphabetical order of rotation of these positions.  Their tenure shall be non-extendable and they cannot reapply for these positions out of turn:
President KEMCA UK Feb. 2005- Jan. 2007,  Secretary KEMCA UK Feb. 2005- Jan. 2007, President RMC UK Feb. 2007- Jan. 2009, Secretary RMC UK Feb. 2007-Jan. 2009, President SMC UK   from Feb. 2009-Jan. 2011, Secretary SMC UK   from Feb. 2009-Jan 2011

Other associations, as they join, would have their presidents and secretaries chair the committee, in alphabetical order, after they join the committee.
PAKSITAN MEDICAL SOCIETY CHAIR, DR MANSOOR AHMAD FROM LONDON WAS CONTACTED AND AGREED TO JOIN THE COMMITTEE.

The HQ of the committee would be the respective HQ of the association from which the Chair and secretary are holding office.  Current HQ until Jan 2005 is the HQ of BPPA.

Please visit BPPA website www.britpakpsych.org.uk
Or contact Dr M Akmal Makhdum at makmal@ntlworld.com for details about membership and discussion.
MINUTES OF THE FIRST ANNUAL GENERAL MEEITNG OF THE BPPA- AGM 2002- BIRMINGHAM

Minutes of AGM held at Hilton NEC Birmingham   21st September 2001

Chaired by Akmal Makhdum, minutes by Secretary Mateen Durrani, attended by BPPA members and Executives

1. Introduction:

Dr Mateen Durrani, secretary BPPA started the proceeding with a welcome note and introduced the executive team and the co-opted members. 

2. Chair’s Report:

Chairman, Dr Akmal Makhdum briefly highlighted the aims and objectives of BPPA and thanked members for their overwhelming support and cooperation. He emphasised the need to be united and work together to take BPPA forward.

3. Secretary’s Report:

Dr Durrani informed the AGM of the development to date and the difficulties in getting every one together because of lack of contact numbers/addresses. He urged every one to fill in their registration forms and to keep him updated of any change of personal details so that information can be filtered through. 

4. Treasurer’s Report:

Dr Anjum Bashir informed the AGM that the conference expenses are born by the executive committee and the major sponsors have been Sanofi-Synthelabo pharmaceuticals. He suggested a membership fees in order to finance the activities of BPPA. It was left to AGM to decide the amount.

5. Report from Regional executives and co-opted members:

As this was the first meeting there was nothing to report. However the team took upon themselves to contact Pakistani psychiatrist who have not been contacted and ask them to become members and also closely liaise with the members in their areas.

6. Resolutions:

Resolution 1. Chair tabled the first resolution.  A lively discussion took place. Dr Hasan Jawaid suggested that a there should be locum Consultants’ representative to head a sub-committee who will champion their cause and make representation at the college. Dr Afzal Jawaid welcomed the idea but cautioned against being overwhelmed by committees. The resolution was carried forward unanimously.  There would be sub-committees of the executive for SAS and Long term Locum psychiatrists.  Chair shall nominate coordinators.

Resolution 2.  Dr Makhdum informed the AGM that college requires 150 members before a SIG is formed. Dr Ahmad Ali felt that we need to have our presence felt at college level. He gave the example of Gay and Lesbian SIG. Members felt they needed more information on this resolution before deciding. Dr Durrani requested Dr Ahmed Ali to draft a paper on the proposed SIG which will be forwarded to members. 

Resolution 3.  This was carried forward unanimously.

Resolution 4.  I was decided to have four categories of members. Life members, Associate members, European members and Affiliate members. AGM will approve of any new membership. Dr Shahid Qureshi suggested that members should be of Pakistani origin with interest in mental health. Dr Makhdum felt this will be too restrictive and gave the example of Lord Weatherill who has done a lot of work for Pakistani community in UK and there are many others similar people who can be made an associate member of BPPA. Dr Asaf Khan agreed with Dr Makhdum. Dr Nusrat Baloch suggested that we have a patron of BPPA. Dr Hameed suggested that some times patrons are not worth having. Dr Munir suggested that we concentrate on building our own membership first. It was decided to raise this issue in the next AGM.  Associate members would be from all allied professionals related to mental health and anyone who has an interest in mental health.  There would be life members and fellows selected by the AGM, nominated by the Chair or the Executive.  Decision on other types of memberships was deferred for the next AGM.

Resolution 6.  Dr Makhdum informed that college has 8 regions and BPPA has 5 co-opted members. We need members who can represent Scotland, Yorkshire and Ireland regions of College. Dr Mehmood Khan from Sligo agreed to represent Ireland and Dr Iftikhar Ahmed from Sheffield agreed to represent Yorkshire. The other co-opted members were approved by AGM unanimously.

Resolution 7.  Dr Khalid Saeed briefed AGM on this issue which was unanimously carried forward.  This was the proposal to make the BPPA a representative association of all Pak Psychiatrists in Europe and have a European chapter.  Akmal Makhdum reported that we are a European association as we have Ireland as part of the BPPA activity and would make contact with other professionals in European countries.

Resolution 8.  Legal advisor to be appointed. Motion carried forward unanimously.

Resolution 9.  Fellowship to be awarded to Dr Mike Shooter and Prof. Akhter Ahsen for their work in the field of Psychiatry and for their support of Pakistani Psychiatrists. It was agreed that only two fellowships to be awarded each year. 

7. Dr Anjum Bashir asked for AGM’s views on membership fees. It was agreed that each member should pay £20 per annum and fees for life membership will be £200. 

8. Dr Durrani asked members if they want their personal details to be posted on BPPA web site. AGM was of the opinion that only names, year of graduation, college from which graduated and email addresses should be posted for reasons of confidentiality and security.

9. Date of next meeting was decided to be 6 September 2003 in London. Dr Khalid Ishaq to coordinate this event (Date later changed to 25.10.03).
Bye laws of the executive and co-opted members of the executive, these would also apply on the conduct of the AGM
By laws of the BPPA-bye laws (A) exec.comte

Topic:  Executive meetings- conduct and process

1. The chairman shall chair and conduct the meetings of the executive according to the following bye laws;

2. the secretary would inform members of the executive at least one month in advance the date, venue and provide agenda of the meeting

3. all executive members are required to attend

4. there would be four meetings of the executive (according to the constitution, not less than three)

5. if any member cannot attend, he/she would inform the secretary of inability to attend

6. three consecutive absences would render the executive membership void unless there are reasons explained to and to the satisfaction of the chair/executive

7. In case of a disagreement on this issue about rendering void an executive membership, the chair’s decision would be final.

8. the members would act according to the decorum of the committee

9. no unparliamentary language would be used

10. there would be discussion according to the process prescribed by the person who is chairing the meeting

11. no other issue other than the agenda may be discussed unless specifically agreed by the chair

12. agenda items may be sent to the secretary two months in advance of the meeting

13. any other business may not be used to introduce major policy or strategy issues

By Laws-by laws (B) co-opt.mem

Roles and responsibilities of the co-opted members

1. co-opted members are there to support the executive in running the association

2. they would be appointed by the chair and appointment letters sent by the secretary

3. the initial tenure would be for one year and would be reviewed by the executive

4. extension may be granted by the chair for upto 6 months as a one off extension 

5. further extensions to be agreed by the executive

6. co-opted members would work for 12 months from the date of their appointment

7. They would be asked to perform tasks by the chair or by the secretary, in consultation with the chair or by the joint executive, for the benefit and for the promotion of the association, as prescribed by the chair or the chair and the secretary or the executive as a majority.

8. Failure to perform the prescribed tasks would render the co-opted membership void, as determined by the chair, in consultation with the executive or the secretary.

9. Co-opted members would provide reports to the secretary periodically to be discussed by the executive.

To submit articles please send them, in word format, via email, as attachments, to the Editor, Bulletin of Narrative Based Psychiatry.  Email all communications to makmal@ntlworld.com or akmal@britpakpsych.org.uk
Articles are peer reviewed by two independent peers.

Narrative based psychiatry will publish articles which are narratives of experience, hypotheses, opinions, analyses, dialectical, and psycho-anthropo-philosophical discussions, considered worthy for publication.
It is not for evidenced based articles.  It is about real life experiences, real life thoughts, aspirations, ideas, dreams and suggestions.  Statistics and graphs do not tell a narrative, but if they do then they may be used in the story or discussion.  It is about human and group interactions, clinical opinions and life long experiences resulting in experience becoming evidence.  It is a bulletin for practice based evidence.  The purpose is to form opinions and generate discussion, of ideas and new thoughts.  It is recognition of experience and individuality of the professional and the patient/client/service user.  

Note:  BNBP does not accept any responsibility or any form of liability for material contained in it, for material written by any/all authors.  Contents are the individual responsibility of the respective, individual authors.

 Ethics of Research: some personal concerns

Eaishaa Tareen PhD
I would like to share some of the ethical dilemmas I faced in the course of my research on social support and depression in women in Lahore, Pakistan. This research was a qualitative study of Pakistani women’s perception of social support and their experience of it in relation to their state of depression. To reach women from diverse socio-economic backgrounds, I used three different types of treatment facilities as sources of access. The psychiatry department of a government teaching hospital catered primarily to people from the lower and lower-middle income bracket, while the private psychiatric outpatient clinic and hospital catered to the middle and higher income groups. The women participants, therefore, came from very varied socio-economic and educational backgrounds. 

Throughout the course of this research I experienced multiple ethical dilemmas, some of which I resolved to some extent, others I felt were related to issues beyond my control and still others which continue to trouble me despite my efforts at rationalisation. 

Consent: how informed can it be?

I would like to start with the issue of informed consent that is regarded as one of the basic components of ethical social research. Informed consent has traditionally been defined as:

the procedure in which individuals choose whether to participate in an investigation after being informed of facts that would be likely to influence their decision. Informed consent includes several key elements: (a) subjects learn that the research is voluntary; (b) they are informed about aspects of the research that might influence their decision to participate; and (c) they exercise a continuous free choice to participate that lasts throughout the study (Diener and Crandall, 1978: 34).

I tried to ensure that the women's consent was as informed as possible, by introducing myself and my position as a researcher, explaining the nature and purpose of the research and requesting their participation. However, I feel that a few of the women I interviewed at the government hospital did not fully understand the voluntary nature of the research, as evidenced by some of their comments at the end of the interview. One woman when leaving asked when she should come for a second consultation, she had thought that it was part of her treatment. As initially consent to participate was taken from the women by the doctor, they may have felt pressurised to agree. It seems that poorly educated and economically disadvantaged groups are most vulnerable to exploitation and need more elaborate explanations than more educated and wealthier persons. I feel that with respect to the women who attended the government hospital and came from a lower socio-economic background the consent given may not have been informed enough. 

Inequality of status

A related concern was the unequal nature of the relationship between the women who belonged to the lower and lower-middle class and myself as researcher. Despite my efforts to talk to and behave in the same manner with women from different backgrounds and show the same respectful attitude and express the same degree of gratitude, an awareness of class differences was apparent in the women's attitudes towards me. It at times seemed that they felt obliged to talk to me, although not to answer all the questions. They asked fewer questions about me and my life than women from middle and upper-class backgrounds. Although I dressed simply and conservatively, often wrapping a plain cotton chador around myself, to minimise external class differences and make the women feel at ease with me, while the majority did, there were a few women who maintained a distant and reserved posture throughout the interview. 

I now believe that despite a researcher's best efforts and intentions, class differences between the researcher and the researched do act towards the creation of a hierarchy of roles, particularly in societies where material inequalities are so glaringly obvious as in Pakistan. While interviewing some of the women who were materially poor and uneducated, I was conscious of the fact that I was interviewing "down" (Patai,1991), that the women were less powerful, economically and socially, than myself. I was determined to interact with them and relate to them on an equal footing, and not to let this interview become another part of the exploitation that they already faced as members of their particular class. But the very situation of the interview, with its rigid role differentiation, me asking the questions and they providing the answers, threatened to become just that. My requesting attitude, my smiles, my friendliness, my sympathy, my attempts at empathy, did not bridge the gap between us. After we said our goodbyes I was left wondering whether I too had objectified them and used them for my own purpose, which Patai (1991) claims is an inherent aspect of all research with human beings. 

However, I experienced these feelings only with some of the women whom I interviewed at the hospital and not with those of the same class background whom I interviewed at their homes. It could be that the hospital setting contributed to the atmosphere of formality and a mutual awareness of role differentiation. I tended to be viewed as one of the 'experts' and associated with the medical establishment. 

Women whom I met at home were welcoming in their attitude and treated me like a guest, generous in their hospitality. It was in the security of women's own homes that the non-hierarchical relationship could be established. I often found myself being interviewed, the women curious to know about my past, my work, my husband and his job, my children and their ages, how I combined work with childcare, my plans for the future and so on. I think this sharing of information contributed to the formation of a 'more' equal relationship and women's regarding me as one of them. 

A couple of times, I found myself interviewing "up", with women who could be described as socially and economically more powerful than myself and aware of the favour they were doing me by agreeing to be interviewed. This did not however detract from their welcoming and friendly attitude or from their willingness to talk about themselves. They were, in fact, among the most articulate women (they may have been more used to talking about themselves), and asked a lot of questions about me. One of them during the interview assumed control over the tape-recorder and would at times stop it when she didn't want what she was saying to be recorded. 

Returning the research

One of my major dilemmas was related to 'returning the research', which has been described by Patai (1991) as "one attempt to deal with the inequality of the typical exchange between researcher and researched" (p146-7). I felt then and still continue to feel now, that I took so much of the women's time, they so willingly talked to me about their life, their experiences and relationships and I was unable to give them anything in return. When I stated this concern of mine to one of the psychiatrists in Lahore, she said "You too have given so much of your time and talked and listened to them. Who do you think ever listens to what they have to say?"  However this acknowledgement of having given these women the opportunity to speak did not serve to resolve my dilemma. Although the purpose of the research was to give a voice to Pakistani women, having actually done the interviews and having got to know the women, I feel that merely giving a voice, important as it is, was not and can never be enough. 

I attempted to rationalise this, what I perceive as unethical, aspect of my research in various ways. I initially used the common rationales such as the women gained a voice, the chance to tell their own stories, entry into history, affirmation and validation of the women's experience. But what actual change in their situation did that bring? And what change, if any would they have wanted? What benefit did women derive from their meetings with me? 

The research literature also advocates the provision of some kind of benefit to research participants. Golde (1986) argues that all fieldwork should encompass some form of reciprocity. Benefit has been described in terms of informal assistance, material reward or psychological benefit (Ellen, 1987). Taking the last component first, I cannot say what psychological benefit women gained from our meetings. Many did express that they were 'very happy' to have met me and to have talked to me. Most of the women whom I interviewed in their homes prolonged the meeting in various ways, particularly after the taped interview had ended. They would ask me questions, either related to specific problems that they wanted to discuss or about me. They would often offer another cup of tea or even offer a meal. A few specifically asked me to stay longer, one woman saying "Can't you stay a little longer? We were just starting to talk." (This was a short while after the taped interview had ended.) 

The psychiatrist whom I mentioned earlier as trying to allay my concerns about not having done anything for the women, expressed the opinion that women's ventilation of their feelings and the chance to talk about themselves and their relationships without being judged was a significant benefit. In psychological terms, she thought that women's self-esteem would have been enhanced by talking to somebody who was interested in them as individuals and in their thoughts and experiences and also by the knowledge that they had assisted somebody and contributed to their work. Some women, when I thanked them for participating in the research, did say that they were happy to help and would be happy to do so in future also. Often we ended up both thanking each other for the time we had given each other! 

With regard to the second possible category of benefit, i.e. material reward, in the context of Pakistani culture, this would have been inappropriate. An offer of material gain would have been perceived as insulting and demeaning by the women, even those in straitened circumstances, and would have jeopardised the possibility of carrying out an open interview. 

Another argument which I use in my rationalisation attempts is that of providing some form of 'informal assistance'. This included discussion and advice regarding problems that they wanted to talk about after the taped interview was over. This was done by women who put me in an 'expert' role which was more familiar to them than that of 'researcher'. The concerns women discussed covered a variety of issues from physical problems to medication issues, to how to deal with panic attacks and obsessional thoughts. Questions that I felt I could answer I did to the best of my ability, at the same time asking them to discuss some matters with their doctor or the psychologist. For example, on occasions, I introduced them to techniques such as relaxation training, breathing exercises, 'thought-stopping', that I had learnt as part of my training in clinical psychology. (I do acknowledge the temporary nature of the usefulness of these techniques, and indeed of all treatment methods that focus on the individual rather than broader social factors.) 

All these rationales notwithstanding, I continue to feel that I was unable to adequately 'return the research' to the women participants. I find myself agreeing with Patai (1991: 150) when she says "in an unethical world, we cannot do truly ethical research". But this does not preclude us from striving to develop methods which enable us to render the invisible visible by means which are as ethical as possible. 
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Consent Form (English Version)


I have been explained the nature of the research and what I would be required to do as a volunteer. 


I consent to take part and I understand that I am free to withdraw at any time without giving any reason and without detriment to my child or myself.


Signed…………………………………Name………………………………………….Date………..











				Nature of access





Research method	Closed		Open





Overt	e.g. powerful	e.g. vulnerable elites 		groups


Covert	e.g. deviant	e.g. religious groups		 groups 


			





 Highlight certain information in description.


Display findings in tables, charts, diagrams, and figures; compare cases; compare with a standard.


 Identify patterned regularities


Contextualize in framework from literature.


Propose a redesign of the study
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