
severe mental illness as opposed to ‘mental health problems’. The
latter may not require specialist psychiatric input as medicalising
problems of living is clearly undesirable.

The centrally driven ‘one size fits all’ approach to ‘modern’
service delivery has left many patients with serious psychiatric
illness bereft of the clinical expertise and leadership to effectively
manage their condition. Notions of complexity (undefined) and
risk have superseded diagnostic context. The ‘diffusion of
responsibility’ as conceptualised in New Ways of Working often
leads to unfocused care plans and risk management assessments
without the one element essential to modifying any risks – that
is, effective psychiatric treatment based on a comprehensive
diagnostic formulation and understanding of the nature of the
illness. Accurate diagnosis not only allows appropriate treatments
for individual patients but also prioritisation of resources in
service delivery. Furthermore, a diagnostic threshold is an essential
requirement of the Mental Capacity Act in the assessment of
capacity of our most vulnerable patients.

Major changes in psychiatric management and service
structure have been introduced that are mostly not evidence based
and certainly not consequent upon real advances in treatment.
The political dimension to this process makes constructive
criticism difficult. The letter to The Times from Kinderman and
members of the New Ways of Working Care Services Improvement
Partnership and National Institute of Mental Health exemplifies
this.2 In response to the article by Craddock et al they refer
disparagingly to the ‘traditional medical model’ in contrast to
‘modern mental healthcare’ which is a ‘collaborative team effort’
as if the medical model concerns itself only with medical matters
in the most narrow sense. They also suggest that some psychia-
trists are unable to ‘cope with the loss of hegemony’ and refer
by implication to Craddock et al as demonstrating ‘intellectual
arrogance . . . and assumptions of superiority’. Their response to
put it mildly offers little basis for constructive debate and has
previously been described as ‘messianic’ in tone.3

Like many psychiatrists engaged in the treatment of serious
mental illness and organic brain disease we look to our
professional body the Royal College of Psychiatrists for a lead
but find our views are not adequately represented.
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I would like to provide a medical student’s perspective on the
paper by Craddock et al.1 I am about to enter my 4th year of
medicine (having just completed an intercalated BSc in
psychology and medicine) and will soon have my first real
exposure to clinical psychiatry. Although I am keen on psychiatry,
the majority of my fellow students are happy to express disdain at
the thought of a psychiatric career. It is obviously difficult to say

why this might be the case but something is clearly amiss in the
way that psychiatry is being presented to tomorrow’s doctors.

During my BSc, it was interesting to gain insight into the
opinion that psychologists have of psychiatry, which unfortunately
was one of ‘over-medicalisation’ and neglect of psychosocial
factors. For me, this reiterated the importance of early positive
interaction between the two professions and a need for better
understanding of each others’ strengths. Perhaps this interaction
is best initiated during undergraduate training?

More importantly, and from the angle of a card-carrying
wannabe psychiatrist, this paper has confirmed that clinical
psychiatry is attractive to me not because it is excessively
reductionist but because it deals with the complex interplay
between psychiatric (and non-psychiatric) illness and countless
important psychosocial factors. Furthermore – and this may
be the blind optimism of youth talking – I hope to become
an excellent physician who is trusted and respected by her patients.
Because of this, I am not discouraged by those who fail to
consider psychiatrists as ‘proper doctors’, although it is clear
to me that this negative view by other doctors acts as a
deterrent for some of my colleagues who might have been
interested in a psychiatric career.

Finally, on a more anecdotal note, I have the perspective of
someone who has lost a relative because of failure in psychiatric
and non-psychiatric care and social support. Had an appropriate
(and properly functioning) multidisciplinary team been in place,
both in assessment and management, I believe that the outcome
would have been very different. So in response to the question
‘if a member of your family were a patient, is a distributed
responsibility model the one for which you would opt?’ my answer
would be an uncertain ‘ummm, I think so’, so long as this included
the appropriate level of assessment and involvement of a senior
psychiatrist alongside other professionals.
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Craddock et al1 call for the restoration of the ‘core values’ of
biomedicine – diagnosis, aetiology and prognosis – despite
evidence that such concepts have delivered little more than stigma
and helplessness.2 A generation ago, Mosher demonstrated that
contrary to received opinion, the recovery of people with
schizophrenia could be enabled with no more than sophisticated
psychosocial support.3 Since then the role of personal, social
and environmental factors in generating ‘breakdowns’ and
‘fostering recovery’ has become widely accepted. The ‘mental
well-being’ train has left the station and in many places is close
to its destination.

Craddock et al advocate a ‘more positive and self-confident
view of psychiatry’, but complain that ‘many people . . . have
developed exaggerated and unrealistic expectations’. Clearly,
psychiatry’s reification of diagnosis, with the implication of
effective treatment, fostered such expectations. The comparison
of mood disorders with heart disease serves as an illustration.
Much of the emergent distress within high-income nations has
more to do with lifestyle, values and other psychosocial factors,
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than anything resembling biomedical pathology. If the global
burden of depression is to be lifted, it will require more than
specifying more ‘clearly the key role of psychiatrists’.

Although Craddock et al were clearly offended by talk of
mental health and well-being, this focus is long overdue. Talk of
‘mental illness’ and ‘our patients’ is regressive and paternalistic.
On the 60th anniversary of the NHS it should be unnecessary to
advocate well-being as the purpose of healthcare. Mental health
advocacy joins the abolition of slavery, votes for women, feminism
and gay rights as another example of emancipation within Wes-
tern society. The ‘service user’ title may be unsatisfactory, but is
another linguistic step towards acknowledging that people are
the agents of their lives. They must be addressed as persons if gen-
uine emancipatory mental healthcare is to become a reality.

The learning disabilities field provides a precedent. A
generation ago, most people with significant forms of
‘mental sub-normality/deficiency’ lived in hospitals under the care
of psychiatrists. Today, despite the influence of genetic
anomalies or organic disorders such people live in natural
communities, albeit with broad-based psychosocial support. Some
may have occasional need to consult physicians, but their lives
no longer revolve around their diagnosis. This change in
philosophy did not devalue psychiatry but did acknowledge that
all problems in human living affect persons. All talk of psychiatric
treatment should follow suit, embracing the word’s original
meaning: the ‘manner of behaving towards or dealing with a
person’.4

Regrettably, Craddock et al’s rallying call will be offensive to
many service users who have struggled to detach themselves from
the more unfortunate aspects of traditional psychiatry. It will also
be dispiriting to many of their colleagues. Craddock et al may be
surprised to discover that nurses have already joined psychiatrists
as statutory prescribers of medication,5 and some clinical teams
recognise the virtue of electing the professional best qualified to
inspire and nurture the team.6 Time, perhaps, to wake up and
smell the coffee.
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I thoroughly enjoyed the Editorial by Craddock et al,1 and would
like to address the following points. First, the perceived ‘lack of
recruitment and retention in psychiatry’. Though there has been
considerable mention of this, anyone involved in psychiatric
training or workforce planning recently will be aware of the
changes in numbers in the years since systems such as New Ways
of Working2 were conceptualised. What has not been mentioned
(and what is more pertinent) is the effect of such changes on
future recruitment and retention.

Second, the educational standards that we, as trainees, are
expected to achieve are laudable, and (justifiably) a great deal of
effort has been spent over the years by the Royal College of
Psychiatrists to refine these (a recent example being the
curriculum submitted by the College to the Postgraduate Medical
Education Training Board). The delegation of assessment to
multidisciplinary team members, without adequate, standardised
assessment of competency, is worrying. Clinical experience has
shown that GPs, when they refer patients, might not have
conducted an exhaustive neurological examination or battery of
tests to exclude organic causes, and would expect these to be
picked up by secondary services. It is beyond the boundaries of
reason (and team supervision) to expect multidisciplinary team
members to be aware of organic presentations, neuroendocrine
signs and symptoms, and subtleties on history and mental state
examination that come with the experience (and training) of a
psychiatrist. The equivalent would be a neurology service expect-
ing a physiotherapist to assess patients referred with unexplained
weakness and muscle atrophy; certainly the physiotherapist may
have an important, specialised role in treatment, but the initial
assessment should be by a physician, who will have a broad
knowledge base, refined by training and experience.

Our patients present in complex ways and to reduce their
assessment to rating scales, symptom checklists and risk
management (as is currently the vogue) makes a mockery of the
skills needed to practice psychiatry to an adequate standard. By
delegating initial assessment to generic team members, the art of
psychiatry appears to have been reduced to a ‘paint by numbers’
approach, that is anything but patient-centred. Looking at the
fashion in which changes have been implemented, it is easy to
make comparison with other Department of Health initiatives
(such as the Medical Training Application Service/Modernising
Medical Careers fiasco3). On this occasion, however, the College
has the opportunity to effect change. The gauntlet has been
thrown to the College to poll its membership on the
implementation of New Ways of Working; this issue will not go
away and needs to be resolved.
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