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Summary
A series of editorials in this Journal have argued that
psychiatry is in the midst of a crisis. The various solutions
proposed would all involve a strengthening of psychiatry’s
identity as essentially ‘applied neuroscience’. Although not
discounting the importance of the brain sciences and
psychopharmacology, we argue that psychiatry needs to
move beyond the dominance of the current, technological

What makes a good psychiatrist? What particular skills are needed
to practice a ‘medicine of the mind’? Although it is impossible to
answer such questions fully we believe that there is mounting
evidence that good practice in psychiatry primarily involves
engagement with the non-technical dimensions of our work such
as relationships, meanings and values. Psychiatry has thus far been
guided by a technological paradigm that, although not ignoring
these aspects of our work, has kept them as secondary concerns.
The dominance of this paradigm can be seen in the importance
we have attached to classification systems, causal models of
understanding mental distress and the framing of psychiatric care
as a series of discrete interventions that can be analysed and
measured independent of context.1
In recent years this Journal has published a series of editorials
arguing that the profession should adopt an even more
technological and biomedical identity, and that psychiatrists
should focus on their mastery of technology to allow progress
in the development of brain research, genetics, pharmacology
and neuroradiology.2–4 These resonate with calls in North
America for psychiatry to become simply a ‘clinical neuroscience’.5
However, the promise of therapeutic gains from the brain sciences
always seems to be for the future, leading some to interrogate their
contribution to advances in our field.6 Indeed, neuroscientists
themselves have become more cautious about the value of
reductionist approaches to understanding the nature of human
thought, emotion and behaviour.7,8 Furthermore, there is ample
evidence that anti-stigma campaigns based on biogenetic models
of serious mental illness have been counterproductive.9
The increasing focus on neuroscience has meant that other
important developments in the provision of care and support
for people with mental health problems over the course of the past
century have been neglected. Historically, these have been driven
mostly by non-technical changes that have fostered empowerment
and social inclusion.10 It is generally agreed that the closure of the
large Victorian asylums improved patients’ quality of life. But this
was mainly the result of economic imperatives combined with a
growing realisation of the negative effects of institutionalisation,
rather than, as frequently suggested, a consequence of the
introduction of new drugs.11,12 Other positive developments have
resulted from the establishment of multidisciplinary, communitybased care and the rise of the service user movement and
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paradigm. This would be more in keeping with the evidence
about how positive outcomes are achieved and could also
serve to foster more meaningful collaboration with the
growing service user movement.
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voluntary sector supports. Many psychiatrists have worked hard
to promote these developments but the increasing focus on
technical and biomedical aspects of care have served to sideline
such efforts.
The technological paradigm
Since its origins in the asylums of the 19th century,13 psychiatry
has faced a fundamental question: can a medicine of the mind
work with the same epistemology as a medicine of the tissues?
Through the 19th and 20th centuries, psychiatry held fast to the
idea that mental health problems are best understood through
a biomedical idiom; that problems with feelings, thoughts,
behaviours and relationships can be fully grasped with the same
sort of scientific tools that we use to investigate problems with
our livers and lungs. In more recent decades, models of cognitive
psychology, such as ‘information processing’, have been developed
that work with the same technical idiom.14 The ‘technological
paradigm’ that now guides psychiatry incorporates these
perspectives, works with a positivist orientation15 and involves
the following assumptions.
(a) Mental health problems arise from faulty mechanisms or
processes of some sort, involving abnormal physiological or
psychological events occurring within the individual.
(b) These mechanisms or processes can be modelled in causal
terms. They are not context-dependent.
(c) Technological interventions are instrumental and can be
designed and studied independently of relationships and
values.
In the technological paradigm, mental health problems can be
mapped and categorised with the same causal logic used in the rest
of medicine, and our interventions can be understood as a series
of discrete treatments targeted at specific syndromes or symptoms.
Relationships, meanings, values, cultural beliefs and practices are
not ignored but become secondary in importance. This order of
priorities is reflected in our understanding of the training needs
of future psychiatrists, what gets published in journals, what
topics are selected for analysis at conferences, the types of research
that are promoted and how we conceptualise our relationship with
the service user movement.
We suggest that this paradigm has not served psychiatry well.
Ignoring fundamental epistemological issues at the heart of our
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models does not make them go away. Moreover, it does not yield
results that are consistent with the demands of evidence-based
medicine. Many inside and outside the profession are asking
searching questions that challenge current theory and practice.
For example, Marcia Angell, former editor of the New England
Journal of Medicine, launched a serious attack on the orientation
and practice of modern psychiatry in a series of book reviews last
year.16,17 The technological paradigm underscores a trend towards
the medicalisation of everyday life, which, in turn, is associated
with expanding markets for psychotropic agents. This has drawn
widespread criticism, including from the chair of the DSM-IV
taskforce.18 This process has also led to the corruption of sections
of academic psychiatry through its entanglement with the
pharmaceutical industry, damaging the profession’s credibility in
the process.19
Psychiatry now faces two challenges it cannot ignore. First, a
growing body of empirical evidence points to the primary
importance of the non-technical aspects of mental healthcare. If
we are genuine about promoting ‘evidenced-based’ practice, we
will have to take this seriously. Second, real collaboration with
the service user movement can only happen when psychiatry is
ready to move beyond the primacy of the technical paradigm.
In contrast to the thrust of recent editorials, we argue that
substantive progress in our field will not come from neuroscience
and pharmaceuticals (important as these might be) but from a
fundamental re-examination of what mental healthcare is all
about and a rethinking of how genuine knowledge and expertise
can be developed in the field of mental health.
Empirical evidence that challenges
the current paradigm
Many of our patients benefit from psychiatric care and report
improvements with drug treatments and different forms of
psychotherapy. This is not in doubt. But how do such
improvements come about? We will look at the evidence relating
to therapeutic change in depression and allied conditions first.
We will then look at the evidence for ‘serious mental illness’ (a
term that usually covers syndromes such as ‘schizophrenia’ and
‘bipolar disorder’).
Therapeutic change in depression
and allied conditions
There is strong evidence that improvement in depression comes
mainly from non-technical aspects of interventions. Recent
meta-analyses of drug treatments for depression demonstrate that
drug–placebo differences are minimal.20–23 Even in subgroups of
individuals who are more severely depressed, where differences
have been reported as being clinically significant, they are still
small in absolute terms and may be simply the result of
decreased responsiveness to placebo.24 The placebo effect is a
complex phenomenon involving conscious and unconscious
experiences.25,26 Among other things, it involves the mobilisation
of a sense of hope and meaning27 and it would appear that this is
the principal way in which these drugs work. The psychoactive
effects of antidepressants, such as the sedative effects of tricyclics
and the emotional disengagement produced by selective serotonin
reuptake inhibitors, are also likely to be relevant to their
performance in clinical trials, and may or may not be experienced
as helpful by some individuals. Overall, available evidence does
not support the idea that antidepressants work by correcting a
pre-existing ‘chemical imbalance’.28
Two recent reviews of comparisons of real with ‘sham’
electroconvulsive therapy (ECT) also highlight the importance

of non-technical aspects of this treatment. Rasmussen29 concludes
that ‘substantial proportions of what seemed to be severely ill
patients responded to sham treatment quite robustly’. None of
the studies reviewed by Read & Bentall30 found significant
differences between real and sham ECT after the treatment period.
The Northwick Park study,31 regarded by many as the best
designed controlled study of ECT,32 is often quoted as having
found evidence to support the use of ECT. However, there was
no significant difference, over a 4-week treatment period, between
real and sham ECT on ratings by patients or nurses. The single
positive difference (for a ‘deluded’ group, and perceived by
psychiatrists alone) had disappeared 1 month after the end of
treatment. By 6 months, there was actually a two-point difference
in scores on the Hamilton Rating Scale for Depression in favour of
the sham treatment. It is unlikely that the trial, if designed and
executed now to current trial guidelines, could have been reported
as supporting the use of ECT and it is notable that the researchers,
even then, concluded that: ‘many depressive illnesses although
severe may have a favourable outcome with intensive nursing
and medical care even if physical treatments are not given’.31
Similar conclusions emerge from the literature on psychotherapy. Cognitive–behavioural therapy (CBT) is the form of
psychotherapy most widely promoted today. Its proponents argue
that it works by rectifying faulty cognitions that are believed to
cause depression.33 However, several studies have shown that most
of the specific features of CBT can be dispensed with without
adversely affecting outcomes.34 A comprehensive review of
studies of the different components of CBT concluded that there
is ‘ . . . little evidence that specific cognitive interventions
significantly increase the effectiveness of the therapy’.35
The evidence that non-specific factors, as opposed to specific
techniques, account for nearly all the change in therapy is
overwhelming. In their review of the evidence on the effectiveness
of psychotherapy, Budd & Hughes write ‘no clear pattern of
superiority for any one treatment has emerged’.36 Cooper provides
an up-to-date and comprehensive examination of the empirical
research on psychotherapy in general.37 What emerges from
the evidence is that non-specific factors (client variables, extratherapeutic events, relationship variables and expectancy and
placebo effects) account for about 85% of the variance in
therapeutic outcomes across the psychotherapy field. In particular,
the relationship between therapeutic alliance and outcome seems
remarkably robust across treatment modalities and clinical
presentations.38 The lack of markedly enhanced outcomes from
the use of specific techniques is not limited to research settings.
For example, in a review of over 5000 cases treated in a variety
of National Health Service settings in the UK, no significant
variance in outcome could be attributed to the specific
psychotherapeutic model used, with non-specific factors such as
the therapeutic relationship accounting for most of the variance
in outcomes.39 This has caused some difficulty in developing
national guidelines. Although the National Institute for Health
and Clinical Excellence (NICE) Quick Reference Guide40 provides
clear and definitive recommendations as to what therapies are
recommended in states of depression, an exploration of the full
guideline (Clinical Guideline 90)22 reveals that, in reality, the
evidence for the superiority of a particular approach is far from
clear-cut.
Recovery from serious mental illness
The move away from a technological paradigm resonates strongly
with key insights from the ‘recovery approach’ to mental
healthcare that has become increasingly influential.10 There is a
growing appreciation that personally meaningful recovery from
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serious mental disorder is not necessarily related to the specific
treatments that are prescribed.41 Research has pointed to the
importance of the therapeutic alliance in determining outcomes.42
Others have pointed to the importance of self-esteem and an
‘internal locus of control’.43 It seems that creating a therapeutic
context that promotes empowerment and connectedness and that
helps rebuild a positive self-identity is of great significance.44,45
The concept of recovery is still in development.46 Evidence
from non-Western settings47 and communities48 reveals that people
recover from serious mental illness through many pathways,
pointing to the crucial importance of respecting diversity in
mental health work, both theoretically and therapeutically.49
At the same time, it is increasingly recognised that specific
technical interventions, such as drugs, have a limited impact on
the overall burden of serious mental illness.50 A meta-analysis
of randomised controlled trials investigating the effectiveness of
first- and second-generation antipsychotic drugs found that, at
best, the improvements seen in two commonly used rating scales
(the Brief Psychiatric Rating Scale and the Positive and Negative
Syndrome Scale) were ‘disappointingly limited’.51 Although the
authors’ caution against the conclusion that antipsychotics have
‘negligible effects in clinical practice’, given their findings, and
those of other groups,52 such a conclusion does not seem
unreasonable. Over-reliance on psychopharmacology as the primary
response to serious mental illness created the conditions for a
blindness towards the serious adverse effects of some psychiatric
drugs, and for a shameful collusion with the pharmaceutical
industry’s marketing campaign that sold the illusion of major
innovations in antipsychotic drugs. The claimed therapeutic
advances were, in fact, ‘spurious’.53 As Kendall put it recently
‘the story of the atypicals and the SGAs [second-generation
antipsychotics] is not the story of clinical discovery and progress;
it is the story of fabricated classes, money and marketing’.54 These
drugs are associated with increased cardiovascular risk.55 Such
iatrogenic effects have been cited as one of the reasons for the
significantly decreased life expectancy of people with mental
illness.56
The balance of evidence does not support the idea that mental
health problems are best grasped through a technical idiom or that
good mental health work can be characterised as a series of
discrete interventions. This is not to say that medical knowledge
and expertise are not relevant, and even vital, in the field of mental
health. However, the problems we grapple with cry out for a more
nuanced form of medical understanding and practice. As
Kirmayer & Gold put it recently ‘Defining psychiatry as applied
neuroscience valorizes the brain but urges on us a discipline that
is both mindless and uncultured’.57 We need to develop an
approach to mental health problems that is genuinely sensitive
to the complex interplay of forces (biological, psychological, social
and cultural) that underlie them and that can be used
therapeutically. The evidence is becoming clear that to improve
outcomes for our patients, we must focus more on contexts,
relationships and the creation of services where the promotion
of dignity, respect, meaning and engagement are prioritised.10
We must become more comfortable with cultural diversity, user
empowerment and the importance of peer support.58

Collaboration with the service user movement
Although patients with mental illness were collectively pursuing
their goals as far back as the 17th century,59 it was not until the
1980s that effective user organisations emerged. Since then the rise
of the movement has been rapid. In the UK alone, it is now
estimated that there are at least 300 groups with an approximate
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membership of 9000.60 The service user movement is now
worldwide, with organisations set up by service users consulted
by national governments, the World Health Organization, the
United Nations and the World Psychiatric Association.61
Although some service users are happy to define themselves
and their problems through a biomedical framework, many others
are not. Such groups and individuals hold a variety of views, but
are generally united by a rejection of the technological framework
and the way it defines their problems through an expert
vocabulary and logic. A good example is the Hearing Voices
Network (HVN). This emerged in the Netherlands in the late
1980s, after it was initiated by the psychiatrist Marius Romme.62
It has spread across Europe and America largely through the
efforts of people who hear voices. The HVN is not only a peer
support organisation but also offers a different way of understanding and responding to voice hearing. Other organisations,
such as Mind Freedom International and the Icarus Project not
only offer peer support, but also challenge the dominant psychopathological framework. Thus, large sections of the service user
movement seek to reframe experiences of mental illness, distress
and alienation by turning them into human, rather than technical,
challenges.63
There is also evidence that many patients who are not active
in the service user movement find psychiatric interventions
problematic and sometimes harmful. In their study of users’ views
of services, Rogers et al 64 found that many service users did not
really value the technical expertise of the professionals. Instead,
they were more concerned with the human aspects of their
encounters such as being listened to, taken seriously, and treated
with dignity, kindness and respect.

Conclusion
Psychiatry is not neurology; it is not a medicine of the brain.
Although mental health problems undoubtedly have a biological
dimension, in their very nature they reach beyond the brain to
involve social, cultural and psychological dimensions. These
cannot always be grasped through the epistemology of
biomedicine. The mental life of humans is discursive in nature.
As Harré & Gillet put it ‘We must learn to see the mind as the
meeting point of a range of structuring influences whose nature
can only be painted on a broader canvas than that provided by
the study of individual organisms’.14 Reductionist models fail to
grasp what is most important in terms of recovery. The evidence
base is telling us that we need a radical shift in our understanding
of what is at the heart (and perhaps soul) of mental health
practice. If we are to operate in an evidence-based manner, and
work collaboratively with all sections of the service user
movement, we need a psychiatry that is intellectually and ethically
adequate to deal with the sort of problems that present to it. As
well as the addition of more social science and humanities to
the curriculum of our trainees we need to develop a different
sensibility towards mental illness itself and a different understanding of our role as doctors.65 We are not seeking to replace
one paradigm with another. A post-technological psychiatry will
not abandon the tools of empirical science or reject medical and
psychotherapeutic techniques but will start to position the ethical
and hermeneutic aspects of our work as primary, thereby
highlighting the importance of examining values, relationships,
politics and the ethical basis of care and caring.
Such a shift will have major implications for our research
priorities, the skills we teach our trainees, the sort of services we
seek to develop and the role we play in managing risk. This
represents a substantial, but exciting, challenge to our profession
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to recognise what it does best. We will always need to use our
knowledge of the brain and the body to identify organic causes
of mental disturbance. We will also need knowledge of
psychopharmacology to provide relief from certain forms of
distress. But good psychiatry involves active engagement with
the complex nature of mental health problems, a healthy
scepticism for biological reductionism, tolerance for the tangled
nature of relationships and meanings and the ability to negotiate
these issues in a way that empowers service users and their carers.
Just as operating skills are at the heart of good surgical practice,
skills in working with multiple layers of knowledge and many
systems of meaning are at the heart of our work. We will never
have a biomedical science that is similar to hepatology or
respiratory medicine, not because we are bad doctors, but because
the issues we deal with are of a different nature.
Understanding the unique contribution psychiatry makes to
healthcare can only increase our relevance to the rest of medicine.
All forms of suffering involve layers of personal history, embedded
in a nexus of meaningful relationships that are, in turn, embedded
in cultural and political systems. Kleinman & van der Geest have
rightly critiqued the way in which medicine in general has come to
see ‘caregiving’ in purely technical terms.66 Similarly, Heath has
argued for the importance of relationships and narrative
understanding in general practice.67 Psychiatry has the potential
to offer leadership in this area. Retreating to an even more
biomedical identity will not only sell our patients short, but risks
leading the profession down a single narrow alley, when what is
needed is openness to alternative routes.
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