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Authors’ reply:Authors’ reply: We think that Appleby andWe think that Appleby and

colleagues have misunderstood what wecolleagues have misunderstood what we

are saying. Of course we are aware of theare saying. Of course we are aware of the

methods of case ascertainment used by themethods of case ascertainment used by the

National Confidential Inquiry. Our mainNational Confidential Inquiry. Our main

point is exactly that made by Appleby andpoint is exactly that made by Appleby and

colleagues – that the Inquiry is not set upcolleagues – that the Inquiry is not set up

in a way that enables it to identify suicidesin a way that enables it to identify suicides

following attendances at accident andfollowing attendances at accident and

emergency departments. This is becauseemergency departments. This is because

specialist mental health services in the UKspecialist mental health services in the UK

do not provide comprehensive monitoringdo not provide comprehensive monitoring

of self-harm attendances, even of those re-of self-harm attendances, even of those re-

ferred for a specialist opinion, and yet theferred for a specialist opinion, and yet the

Inquiry does not seek evidence directlyInquiry does not seek evidence directly

from accident and emergency departmentsfrom accident and emergency departments

about attendances following self-harm.about attendances following self-harm.

Self-harm is closely linked to suicide,Self-harm is closely linked to suicide,

and yet self-harm services are in a disorga-and yet self-harm services are in a disorga-

nised and underresourced state nationally.nised and underresourced state nationally.

We see this as a challenge both to nationalWe see this as a challenge both to national

policy makers and to local service provi-policy makers and to local service provi-

ders. The National Suicide Preventionders. The National Suicide Prevention

Strategy does indeed refer to self-harm.Strategy does indeed refer to self-harm.

However, we find its recommendationsHowever, we find its recommendations

couched in such general terms that it iscouched in such general terms that it is

unclear how real change will come aboutunclear how real change will come about

in services hard-pressed for staff or funding.in services hard-pressed for staff or funding.

As a first step mental health trustsAs a first step mental health trusts

should be required to provide comprehen-should be required to provide comprehen-

sive self-harm services to accident andsive self-harm services to accident and

emergency departments, and acute hospi-emergency departments, and acute hospi-

tals and mental health services should colla-tals and mental health services should colla-

borate to monitor all attendances thatborate to monitor all attendances that

follow self-harm. This action would im-follow self-harm. This action would im-

prove local service provision for a neglectedprove local service provision for a neglected

and high-risk group, at the same time asand high-risk group, at the same time as

solving the National Confidential Inquiry’ssolving the National Confidential Inquiry’s

monitoring problem.monitoring problem.

We disagree with the National DirectorWe disagree with the National Director

for Mental Health that the evidence is notfor Mental Health that the evidence is not

strong enough to support such a policy; itstrong enough to support such a policy; it

is at least as good as the evidence for theis at least as good as the evidence for the

wholesale introduction of standardised riskwholesale introduction of standardised risk

assessment in mental health services. Ifassessment in mental health services. If

further evidence is needed, then we arefurther evidence is needed, then we are

not sure that a study restricted to ‘mentalnot sure that a study restricted to ‘mental

health patients’ (and therefore presumablyhealth patients’ (and therefore presumably

excluding the very people we are discuss-excluding the very people we are discuss-

ing) is the answer. It would, however, being) is the answer. It would, however, be

a relatively simple matter to attempt to re-a relatively simple matter to attempt to re-

plicate our findings in a multi-centre pro-plicate our findings in a multi-centre pro-

spective monitoring study at those otherspective monitoring study at those other

centres that run accurate accident-and-centres that run accurate accident-and-

emergency-based clinical databases.emergency-based clinical databases.
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What is early intervention?What is early intervention?

Drs Pelosi and Birchwood (2003) have pro-Drs Pelosi and Birchwood (2003) have pro-

vided some stimulating thoughts about thevided some stimulating thoughts about the

implementation of early intervention forimplementation of early intervention for

psychosis. Perhaps one of the underlyingpsychosis. Perhaps one of the underlying

difficulties that may lead to the dichotomydifficulties that may lead to the dichotomy

of views expressed by the two authors is aof views expressed by the two authors is a

confusion about what constitutes ‘early in-confusion about what constitutes ‘early in-

tervention’. Pelosi rightly identified bothtervention’. Pelosi rightly identified both

the lack of evidence and theoretical restric-the lack of evidence and theoretical restric-

tion in clinical usefulness based on the epi-tion in clinical usefulness based on the epi-

demiology of schizophrenia and thedemiology of schizophrenia and the

sensitivity and specificity of screening forsensitivity and specificity of screening for

the disease. It seems reasonable to questionthe disease. It seems reasonable to question

the widespread and costly implementationthe widespread and costly implementation

of a service based on such shaky evidence.of a service based on such shaky evidence.

However, there is a sharp contrast be-However, there is a sharp contrast be-

tween the concept of early intervention astween the concept of early intervention as

a service aimed at secondary prevention,a service aimed at secondary prevention,

with treatment in prodromal phases ofwith treatment in prodromal phases of

schizophrenia, and the way in which it isschizophrenia, and the way in which it is

defined in the UK Government’sdefined in the UK Government’s MentalMental

Health Policy Implementation GuideHealth Policy Implementation Guide

(Department of Health, 2001). Here, it is(Department of Health, 2001). Here, it is

clear that the service should primarily beclear that the service should primarily be

focused on interventions in people whofocused on interventions in people who

have already developed psychotic symp-have already developed psychotic symp-

toms, with various broad-ranging strategiestoms, with various broad-ranging strategies

to ensure early identification and referralto ensure early identification and referral

and good links with employment and edu-and good links with employment and edu-

cation institutions ensuring a high-qualitycation institutions ensuring a high-quality

and holistic service.and holistic service.

None of this is rocket science and theNone of this is rocket science and the

argument that it could be provided by exist-argument that it could be provided by exist-

ing community mental health teams mighting community mental health teams might

seem attractive were it not for the failureseem attractive were it not for the failure

over many years of existing teams to trulyover many years of existing teams to truly

address these issues. Experience from otheraddress these issues. Experience from other

areas of health care, such as cancer services,areas of health care, such as cancer services,

suggests that specialisation often leads tosuggests that specialisation often leads to

improvements in quality of services andimprovements in quality of services and

the same might be expected within thethe same might be expected within the

context of early intervention for psychosis.context of early intervention for psychosis.

Early intervention provides an opportu-Early intervention provides an opportu-

nity for significant improvements in thenity for significant improvements in the

way in which young people with devastat-way in which young people with devastat-

ing illnesses are managed, and it is essentialing illnesses are managed, and it is essential

that psychiatrists lend the full weight ofthat psychiatrists lend the full weight of

their experience and expertise to ensuringtheir experience and expertise to ensuring

the success of these teams.the success of these teams.
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Psychiatric services for ethnicPsychiatric services for ethnic
minority groups: a third way?minority groups: a third way?

The publication of the debate on separateThe publication of the debate on separate

psychiatric services for ethnic minoritiespsychiatric services for ethnic minorities

(Bhui/Sashidharan, 2003) highlights the un-(Bhui/Sashidharan, 2003) highlights the un-

met needs of some of these people. Theirmet needs of some of these people. Their

progress on the pathway to mental healthprogress on the pathway to mental health

care has suffered through poor recognitioncare has suffered through poor recognition

of mental illness because of issues relatedof mental illness because of issues related

to language, idioms of distress and otherto language, idioms of distress and other

cultural factors. Bhui rightly points out thatcultural factors. Bhui rightly points out that

the majority of ethnic minority services arethe majority of ethnic minority services are

run by the voluntary sector and are outsiderun by the voluntary sector and are outside

the National Health Service (NHS). Theirthe National Health Service (NHS). Their

limitations include: limited involvement oflimitations include: limited involvement of

NHS psychiatrists; targeting of only certainNHS psychiatrists; targeting of only certain

ethnic groups; restriction to small geogra-ethnic groups; restriction to small geogra-

phical areas; and short-term funding. Thephical areas; and short-term funding. The

statutory sector has mainly catered onlystatutory sector has mainly catered only

for those groups with severe mental disor-for those groups with severe mental disor-

ders, sometimes involving law and order is-ders, sometimes involving law and order is-

sues but not addressing the needs of thesues but not addressing the needs of the

majority who have less severe mental disor-majority who have less severe mental disor-

ders. This may mean that depressive illness,ders. This may mean that depressive illness,

which goes undetected and untreated, leadswhich goes undetected and untreated, leads

to considerable suffering.to considerable suffering.

In planning culturally competent ser-In planning culturally competent ser-

vices, the notion of a specific service forvices, the notion of a specific service for

each cultural group is unrealistic. In areaseach cultural group is unrealistic. In areas

where 25% of the population are ethnicwhere 25% of the population are ethnic

minority groups speaking up to a hundredminority groups speaking up to a hundred

languages, creating services for individuallanguages, creating services for individual

ethnic groups seems unattainable. There isethnic groups seems unattainable. There is

another problem in that specific servicesanother problem in that specific services

for ethnic minority groups raise fears offor ethnic minority groups raise fears of
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‘ghettoisation’ and further marginalisation‘ghettoisation’ and further marginalisation

of those already marginalised.of those already marginalised.

With Professor Sashidharan’s dislike forWith Professor Sashidharan’s dislike for

words such as ‘separate’, ‘different’ andwords such as ‘separate’, ‘different’ and

‘them’, one gets the impression that he‘them’, one gets the impression that he

wants a ‘melting pot’ approach to addresswants a ‘melting pot’ approach to address

inequalities in service provision. Whateverinequalities in service provision. Whatever

perspective we may have, ethnic groupsperspective we may have, ethnic groups

have their own identity and specific needs;have their own identity and specific needs;

thus, a ‘mosaic’-like approach, with betterthus, a ‘mosaic’-like approach, with better

awareness of individual needs in a broaderawareness of individual needs in a broader

perspective is required.perspective is required.

Caution is needed regarding referenceCaution is needed regarding reference

to cultural matters. Sometimes, everythingto cultural matters. Sometimes, everything

is attributed to ethnicity or culture, whileis attributed to ethnicity or culture, while

at other times the existence of cultural im-at other times the existence of cultural im-

pact is completely denied. Concentratingpact is completely denied. Concentrating

on cultural differences may lead to import-on cultural differences may lead to import-

ant diagnostic signs being missed. Culturalant diagnostic signs being missed. Cultural

sensitivity is not a fixation on culture andsensitivity is not a fixation on culture and

it should not be a synonym for unexplainedit should not be a synonym for unexplained

variance.variance.

On the basis of our own experiences inOn the basis of our own experiences in

Manchester and Toronto, we propose aManchester and Toronto, we propose a

third approach – founded on Professorthird approach – founded on Professor

Kirmayer’s ‘cultural consultation model’Kirmayer’s ‘cultural consultation model’

(Kirmayer(Kirmayer et alet al, 2003) – as an interim, 2003) – as an interim

option. This in some respects lies midwayoption. This in some respects lies midway

between the opposite poles of the debate.between the opposite poles of the debate.

This model proposes the operation of aThis model proposes the operation of a

specialised multi-disciplinary team thatspecialised multi-disciplinary team that

brings together clinical experience withbrings together clinical experience with

cultural knowledge and linguistic skillscultural knowledge and linguistic skills

essential to working with patients fromessential to working with patients from

diverse cultural backgrounds. A team builtdiverse cultural backgrounds. A team built

on the cultural consultation model aims toon the cultural consultation model aims to

give advice to other clinicians rather thangive advice to other clinicians rather than

take on patients for continuing care. Thetake on patients for continuing care. The

latter will be reserved for cases where therelatter will be reserved for cases where there

are difficulties in understanding, diag-are difficulties in understanding, diag-

nosing and treating patients where culturalnosing and treating patients where cultural

factors may be important. The assessmentfactors may be important. The assessment

will usually involve two or three interviewswill usually involve two or three interviews

with the patient and his or her family,with the patient and his or her family,

which should result in a clear cultural for-which should result in a clear cultural for-

mulation, diagnosis and treatment plan.mulation, diagnosis and treatment plan.

The members of this team will be a re-The members of this team will be a re-

source for clinicians in primary care, socialsource for clinicians in primary care, social

services, mental health and other relatedservices, mental health and other related

disciplines. They will also be involved indisciplines. They will also be involved in

the training of interpreters, culture linkthe training of interpreters, culture link

workers and members of the mainstreamworkers and members of the mainstream

and existing community services.and existing community services.

Until ‘they’ become ‘us’ we have toUntil ‘they’ become ‘us’ we have to

find a way forward that is both finan-find a way forward that is both finan-

cially and logistically viable and that al-cially and logistically viable and that al-

lows mainstream services to provide alows mainstream services to provide a

culturally sensitive approach to all groupsculturally sensitive approach to all groups

rather than a service to a minority ofrather than a service to a minority of

those in need.those in need.
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Author’sreply:Author’sreply: Waheed and colleagues raiseWaheed and colleagues raise

some important dilemmas in the debate onsome important dilemmas in the debate on

specialist services for ethnic minorities. Wespecialist services for ethnic minorities. We

already have specialist services for manyalready have specialist services for many

cultural groups in the voluntary sectorcultural groups in the voluntary sector

and statutory sector. I agree that withinand statutory sector. I agree that within

the statutory sector, there would be insuffi-the statutory sector, there would be insuffi-

cient funds to equip a large number of newcient funds to equip a large number of new

specialist services in all parts of the countryspecialist services in all parts of the country

for all subcultural groups. Yet, we currentlyfor all subcultural groups. Yet, we currently

rely on just such an underfunded solutionrely on just such an underfunded solution

within the voluntary sector to plug gaps inwithin the voluntary sector to plug gaps in

psychiatric service provision. Specialist ser-psychiatric service provision. Specialist ser-

vices may continue to exist in response tovices may continue to exist in response to

unmet need rather than by design.unmet need rather than by design.

There are some problems with the cul-There are some problems with the cul-

tural consultation model. First, this solu-tural consultation model. First, this solu-

tion is not novel, and was established intion is not novel, and was established in

Bradford some two decades ago, only toBradford some two decades ago, only to

be brought to an end due, I believe, to lackbe brought to an end due, I believe, to lack

of funds for such a specialist service! Theof funds for such a specialist service! The

approach can be successful, but not becauseapproach can be successful, but not because

of the structure it imposes. Improvementsof the structure it imposes. Improvements

in the quality of care will not be achievedin the quality of care will not be achieved

by simply restructuring the services, as en-by simply restructuring the services, as en-

trenched attitudes and skills deficits willtrenched attitudes and skills deficits will

simply be transferred into new services.simply be transferred into new services.

All practitioners should have the necessaryAll practitioners should have the necessary

skills, knowledge and attitudes for a mod-skills, knowledge and attitudes for a mod-

ern multiculturally capable service. Whoern multiculturally capable service. Who

will be qualified to lead such a service,will be qualified to lead such a service,

and what are the capabilities necessary forand what are the capabilities necessary for

workers in such a service? Moodleyworkers in such a service? Moodley

(2002) addressed these issues for psychia-(2002) addressed these issues for psychia-

trists following development work by thetrists following development work by the

Transcultural Special Interest Group withinTranscultural Special Interest Group within

the Royal College of Psychiatrists.the Royal College of Psychiatrists.

Irrespective of the service model, anyIrrespective of the service model, any

service can respond to the needs of Blackservice can respond to the needs of Black

and minority groups only if the workforceand minority groups only if the workforce

is skilled and continues to acquire newis skilled and continues to acquire new

knowledge and skills to work with new mi-knowledge and skills to work with new mi-

grants. Motivating the workforce to acquiregrants. Motivating the workforce to acquire

skills is essential, but current workloads,skills is essential, but current workloads,

rapid changes in services and waves ofrapid changes in services and waves of

new policy deter the acquisition of newnew policy deter the acquisition of new

skills and the development of innovativeskills and the development of innovative

paradigms for service delivery. Until theseparadigms for service delivery. Until these

issues are addressed, we rely heavily on spe-issues are addressed, we rely heavily on spe-

cialist services that have managed to attractcialist services that have managed to attract

and motivate staff to be creative and tailorand motivate staff to be creative and tailor

packages of care. A specific problem ofpackages of care. A specific problem of

the consultation model is that specialiststhe consultation model is that specialists

are expected to be the fount of all wisdomare expected to be the fount of all wisdom

on cultural issues, absolving the rest of theon cultural issues, absolving the rest of the

workforce from these responsibilities (Bhuiworkforce from these responsibilities (Bhui

et alet al, 2001). Furthermore, no single consul-, 2001). Furthermore, no single consul-

tant can ever claim to be an expert on alltant can ever claim to be an expert on all

cultures of the world. However, a consul-cultures of the world. However, a consul-

tant can reasonably be expected to commu-tant can reasonably be expected to commu-

nicate general principles, aptitude andnicate general principles, aptitude and

methods in order to discover more aboutmethods in order to discover more about

mental distress in the context of unfamiliarmental distress in the context of unfamiliar

cultures using, for example, ethnographiccultures using, for example, ethnographic

approaches. Yet, those seeking advice fromapproaches. Yet, those seeking advice from

such a service must be able to change theirsuch a service must be able to change their

practice. Business efficiency can workpractice. Business efficiency can work

against improving the cultural capabilityagainst improving the cultural capability

of services and warrants more attention byof services and warrants more attention by

purchasers and providers (see Bhui, 2002).purchasers and providers (see Bhui, 2002).

Irrespective of the service model, organisa-Irrespective of the service model, organisa-

tional cultural capability, a motivatedtional cultural capability, a motivated

workforce and optimal learning conditionsworkforce and optimal learning conditions

will diminish the need for specialist ser-will diminish the need for specialist ser-

vices, but not in the foreseeable future. Invices, but not in the foreseeable future. In

the meantime we can learn from these spe-the meantime we can learn from these spe-

cialist services, but their existence is inevita-cialist services, but their existence is inevita-

ble and necessary if the cultural capabilityble and necessary if the cultural capability

of the NHS workforce does not improve.of the NHS workforce does not improve.

Declaration of interestDeclaration of interest

K.B. is Secretary to the Transcultural Spe-K.B. is Secretary to the Transcultural Spe-

cial Interest Group of the Royal Collegecial Interest Group of the Royal College

of Psychiatrists, and Director of the MScof Psychiatrists, and Director of the MSc

programme in transcultural mental health-programme in transcultural mental health-

care at Queen Mary, University of London.care at Queen Mary, University of London.

Bhui, K. (2002)Bhui, K. (2002) Racism and Mental HealthRacism and Mental Health. London:. London:
Jessica Kingsley.Jessica Kingsley.

__ , Bhugra, D. & McKenzie, K. (2001), Bhugra, D. & McKenzie, K. (2001) SpecialistSpecialist
Services for Minority Ethnic Groups?Services for Minority Ethnic Groups? Maudsley DiscussionMaudsley Discussion
paper No. 8. London: Institute of Psychiatry.paper No. 8. London: Institute of Psychiatry.

Moodley, P. (2002)Moodley, P. (2002) Building a culturally capableBuilding a culturally capable
workforce ^ an educational approach to deliveringworkforce ^ an educational approach to delivering
equitable mental health services.equitable mental health services. Psychiatric BulletinPsychiatric Bulletin,, 2626,,
63^65.63^65.

K. BhuiK. Bhui Barts and London Medical School,Barts and London Medical School,
Department of Psychiatry,Queen Mary,University ofDepartment of Psychiatry,Queen Mary,University of
London, 327 Mile End Road, London E14NS,UKLondon, 327 Mile End Road, London E14NS,UK

Neuroimaging psychopathy:Neuroimaging psychopathy:
lessons from Lombrosolessons from Lombroso

Blair (2003) outlined a neurobiologicalBlair (2003) outlined a neurobiological

basis for psychopathy. The orbitofrontalbasis for psychopathy. The orbitofrontal

cortex has also been implicated in psycho-cortex has also been implicated in psycho-

pathy by other authors (Dolan, 1999). Apathy by other authors (Dolan, 1999). A
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