
may be encouraged to supervise SHOs
taking on appropriate cases within the
community mental health teams. At
present, the training requirements are
not mandatory and are easily overlooked
by SHOs, who either lack awareness of
the recommendations, have limited
access to training or who are dealing
with the pressures of the current
MRCPsych exams.
With the envisaged modular/work-

place-based assessment equivalent to the
MRCPsych, perhaps psychotherapy
training will become more fully integrated
into the system. Surely, experience in
psychotherapy, psychodynamic and
cognitive-behavioural therapy should be
an essential part of training, to help
develop listening skills, to better under-
stand our patients and the roots of their
problems and to encourage us to manage
patients using the biopsychosocial model
to the full.

ROYAL COLLEGEOF PSYCHIATRISTS (2003) Executive
Summary. Requirements for PsychotherapyTraining as
Part of Basic SpecialistTraining. London: Royal College
of Psychiatrists. http://www.rcpsych.ac.uk/
traindev/postgrad/ptBasic.pdf

ROYAL COLLEGEOF PSYCHIATRISTS (2005) The
Dean’s Medical Education Newsletter, April 2005.
London: Royal College of Psychiatrists. http://
www.rcpsych.ac.uk/traindev/postgrad/
dean___05.pdf

K.Webb Senior House Officer in Psychiatry,
Nottingham Psychotherapy Unit,114 Thorneywood
Mount, Nottingham NG3 2PY

Gaps in adolescent services
Singh et al (Psychiatric Bulletin, August
2005, 29, 292-294) highlighted problems
at the interface between adolescent and
adult mental health services. Some years
ago in Brisbane (Australia) our adolescent
services worked to a strict lower age limit
of under 16 and referrals had to be of
adolescents living at home and attending
school. As an adult community service
provider I encountered a young lady in
crisis whom I considered required adoles-
cent services - she was 15 and still at
school. I phoned the relevant adolescent
clinic. The response? So she was 15 and at
school, but she had left home so she did
not qualify for their service, despite the
fact that the reason she left home that
morning was because she had discovered
that her mother was having sex with her
boyfriend!
Perhaps this would not happen today?

No, that can’t be right as we have more
‘non-service’ delivery scandals than ever.
Perhaps this wouldn’t happen in the UK?
Perhaps I’m just naive?

C. Cantor Psychiatrist, Noosa Heads, Queensland,
Australia

The interface between child
and adult mental health
services
The divide between services for children
and adults with mental health problems
continues, so I was pleased to read the
article by Singh et al (Psychiatric Bulletin,
August 2005, 29, 292-294) which draws
our attention to this matter again.
However, I think that more emphasis
should have been placed on the important
role of training, particularly for junior
psychiatrists and general practitioners
(GPs) who will be in the vanguard of
developing or commissioning services in
the future.
With this in mind, I have started to run

an induction session in child psychiatry for
our child and adolescent mental health
service (CAMHS) in Plymouth. This began
as an hour but is now half a day and may
shortly be a day-long event. It is intended
for new senior house officers in
psychiatry, who may be career psychia-
trists or vocational GP trainees, and
occurs every 6 months as part of their
routine induction programme. The evalua-
tion of these sessions has been very
positive, with all trainees so far finding the
sessions ‘useful’ or ‘very useful’. This is the
main reason that the length of the session
will be extended: it seems to be filling a
training need which is probably not met
elsewhere. General practitioners not only
have to deal with a considerable burden
of psychiatric illness of both adults and
children in primary care, but also receive
very little training for this. Foreman
(2001), for example, found that 47% of
GPs sampled had no undergraduate
training in CAMHS and 93% had negligible
postgraduate experience.
The session includes an initial introduc-

tion to the CAMHS, followed by sections
on self-harm and the local protocol for its
assessment in young people, and the
effects of parental mental illness on chil-
dren. The second half of the session
covers conditions commonly seen in a
CAMHS which will continue into adult life,
such as attention-deficit hyperactivity
disorder and autistic-spectrum disorder.
The teaching is interactive and videos
provide a focus for discussion.
I would be interested to hear of other

developments in CAMHS throughout the
country on GP training in child and
adolescent psychiatry. Perhaps the College
should be developing an initiative to this
end?

FOREMAN, D. M. (2001) General practitioners and
child adolescent psychiatry: awareness and training
of the new commissioners. Psychiatric Bulletin, 25,
101-104.

S. Huline-Dickens Consultant in Child and
Adolescent Psychiatry, Erme House, Mount Gould
Hospital, Plymouth PL4 7QD, e-mail: Sarah.Huline-
Dickens@phnt.swest.nhs.uk

Ward rounds - patients’
views
We have similar concerns regarding
patients’ views of ward rounds toWhite &
Karim (Psychiatric Bulletin, June 2005, 29,
207-209). Our service is a low secure
forensic unit, which provides long-term
rehabilitation in the West Midlands, and in
contrast to general adult services in-
patients have a 4-weekly ward round
slot.
A recent review of records of 12 in-

patients over a 6-month period high-
lighted that patient attendance at ward
rounds has been poor - 2 patients
attended frequently, 6 occasionally and 4
never. White & Karim fail to mention that
standard nursing practice is to provide
selective written and verbal feedback to
patients after the ward round. Therefore
the patients may feel that they do not
need to attend as they receive compre-
hensive feedback without undergoing the
ward round experience.
Hodgson et al (Psychiatric Bulletin, May

2005, 29, 171-173) stressed the compro-
mise position of the ward round as it
struggles to serve both professional and
patient needs. The duties of a doctor
according to the General Medical Council
include the need to respect the rights of
patients to be fully informed in decisions
about their care, to give patients infor-
mation in a way they can understand and
to listen to patients. By maintaining the
practice of ward rounds in which patients
choose not to participate, are we failing
to involve patients in decisions about their
care? Patients want individual consultant
time and ward rounds do not allow this.
Perhaps the way forward is to have both a
team meeting followed by individual
patient time with a consultant.

*F. Hynes Specialist Registrar,West Midlands
Forensic Psychiatry Rotation, Hillis Lodge, Hollymoor
Way, Northfield, Birmingham B315HE, e-mail:
fhynes@doctors.org.uk, O. G. Muchemenye
Senior House Officer, Low Secure Forensic
Rehabilitation Service, Birmingham

Guidelines for prescribing
injectable heroin and
methadone
I was surprised to read that heroin
prescribing was considered controversial
(Luty, 2005). In the 1970s my colleague
and I had no serious problems prescribing
heroin and cocaine. In the 1980s and ’90s
Dr John Marks successfully prescribed
heroin in Widnes but there was great
hostility to his programmes. I have not
seen his success mentioned in official or
clinical discussion, including the 2003
guidelines from the National Treatment
Agency for Substance Misuse. He has
been ‘air-brushed’ out of history.
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It is admitted that there has been
marked underprescribing of methadone
and a failure to undertake methadone
maintenance (Dole & Nyswander, 1965;
Department of Health, 1999; National
Treatment Agency for Substance Misuse,
2003). In addition, few if any current
addiction specialists have adequate
experience of prescribing injectables. Our
current specialty appears unprepared to
develop established and new practices.
Current biomedical ethics embrace

four principles (Beauchamp & Childress,
1994):

. Autonomy.The patient’s right to self-
determination.This is the basis for
‘informed consent’.These guidelines do
not allow for autonomy. Drug users can
justly say ‘never about us without us’.

. The principle of non-maleficence. At the
very least do no harm to our patients.
How do we stand when we abruptly
withdraw a patient from prescribed
medication because of use of ‘street
drugs’, as recommended by the 2003
guidelines?

. The principle of beneficence.This
involves confidentiality and keeping a
safe distance between our duty to the
patient and the demands of the state.

. The principle of justice.We must not
confuse morality, legality and
respectability. It is just as right or wrong
to give your children alcohol as it is to
give them heroin, cannabis, ecstasy or
any other recreational ‘drug’.The moral
status of a drug does not change with

its legal status.The morality of using a
drug is not altered by the fact that the
use of one drug is respectable and
another is not. Laws not sinful acts
make crimes.

These 2003 guidelines for prescribing
injectable heroin (National Treatment
Agency for Substance Misuse, 2003)
translate into clinical terms the state poli-
cies of the prohibition of drugs. The fact
that most medical practitioners accept
prohibition does not make these guide-
lines either ethically sound or good clinical
practice. Addiction medicine is a specialty
betrayed.
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NATIONAL TREATMENTAGENCY FOR SUBSTANCE
MISUSE (2003) Injectable Heroin (and Injectable
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D. Marjot Consultant Psychiatrist,
e-mail: postmaster@marjot.demon.co.uk

Self-poisoning
I read with interest the recent article by
Leslie et al (Psychiatric Bulletin, August
2005, 29, 305-308) who reported that
admission for self-poisoning is common
and suggested that adequate provision of
psychiatric and social support is particu-
larly important to ensure access for a
greater number of patients. I agree with
their statements; current estimates of
self-harm (including self-poisoning) are
about 3 per 1000 population per year.
This results in over 100 000 hospital
admissions each year (Gelder et al, 2001).
Most psychological and social interven-
tions have been evaluated but none has
been clearly effective in reducing repeti-
tion of self-harm (Hawton et al, 1998).
Although there is a lack of evidence of the
effectiveness of interventions, there are
strong reasons for believing that well-
organised care has other benefits. It
enables recognition and treatment of
major mental disorders and also should be
made accessible for a majority of patients.

GELDER, M., MAYOU, R. & COWEN, P. (eds) (2001)
Shorter OxfordTextbook of Psychiatry. Oxford:
Oxford University Press.

HAWTON, K., ARENSMAN, E.,TOWNSEND E., et al
(1998) Deliberate self harm: a systematic review of
the efficacy of psychosocial and pharmacological
treatments inpreventing relapse. BMJ, 317, 441-447.
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