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General psychiatry in no-man’s
land

Sir: I think Deahl & Turner (1997) have
been courageous in expressing their views on
the current state of general psychiatry, while
the majority of the profession seems to have
passively, if reluctantly, acquiesced to the
recent changes. I would like to add some
comments regarding these developments.

The supervision register seems to be a
good idea in theory, but to succeed at least
two issues need to be clarified, which the
Department of Health (Heywood, 1996)
have avoided doing. These are, exclusion
criteria for the register and what happens if
patients are unsupervisable. The most
obvious exclusion seems to be people with
personality disorders and frequent self-
harmers in whom the crux of therapy is
the patient acknowledging responsibility
for his actions and the task for the therapist
is developing a relationship in which he or
she enables the patient to take this respon-
sibility. Putting a patient on a register gives
a conflicting message regarding responsi-
bility and probably represents an insecure
therapist acting in an over-controlling
manner, which may ultimately prove coun-
ter-productive. The most common scenario
of a patient being unsupervisable is a young
person who has recently recovered from a
psychotic illness in which drugs were
involved and is now non-compliant and
associates with a criminal/drug subculture.
In such cases patients should be assessed for
detention under the Mental Health Act,
and if not detainable, relevant persons in
his or her care informed. Maintaining these
patients on a register would seem to be a
futile and anxiety-provoking exercise.

I would also like to comment on the
recent preoccupations with risk assessment
and Health of the Nation Outcome Scales
(HoNOS) (Wing et al, 1996), which in

themselves are useful concepts, but are being
used uncritically and indiscriminately. Some
services have used these criteria to make
priorities, resulting in curious anomalies.
Young persons who self-harm, are violent,
misuse drugs or have relationship difficulties
and have high HoNOS scores are being
targeted for services; precisely the group
who do not benefit from interventions (Van
der Sande et al, 1997). On the other hand,
patients who have stable homes and suppor-
tive relationships are put on long waiting
lists and have restricted access to services.

In any system the public, politicians and
purchasers have their own agenda on the
provision of services and it is the duty of
professionals to inform the debate to ensure
that these expectations are realistic and
achievable. However, if unreasonable de-
mands are made on services, they should be
opposed to ensure that patients receive
appropriate and effective care.
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Evidence-based psychiatry: which
evidence to believe?

Sir: The recent article on lithium and the
evidence of its efficacy (Moncrieff, 1997;
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Cookson, 1997) shows the fallibility of the
very process of seeking evidence in medi-
cine, especially in psychiatry. It is apparent
from the two reviews that the final conclu-
sion not only depends upon who is doing
the review and what type of evidence one is
looking for, but also in what way one is
looking at it. My point is proven by the fact
that while looking for lithium’s efficacy,
Moncrieff (1997) quoted 93 references,
Cookson (1997) quoted 72, only 14 of
them being common, and they came to
completely different conclusions. The ob-
vious question that springs to mind is whose
evidence do we believe in? This dilemma is
further proven by Post et al’s recent re-
evaluation of carbamazepine prophylaxis in
biopolar disorder (Post et al, 1997).

Since it is now known that certain
conscious or unconscious biases of research-
ers who tend to want a new treatment to
work are more likely to produce misleading
results than any research process-related
factors (Robert & Kennedy, 1997), a similar
argument can be extended to researchers
who are reviewing these works. Two other
important factors are worth mentioning
when one is looking at evidence of efficacy
of any intervention. First, it is increasingly
being recognised from meta-analytic studies
that the more controlled the trials are, the
lower are the chances of their results being
generalisable to routine clinical practice.
Second, one needs to remember that prior
to the recognition of the importance of using
confidence intervals in published research,
many researchers might have under-
published their negative results, the influ-
ence of which may have altered the balance
of overall efficacy of an intervention.

Contradictory reviews like these show
that though most clinicians are being urged
to base their clinical practice on the best
available evidence and more and more
facilities are being made available to the
clinician to find that evidence (i.e.
Cochrane databases) the final decisions
remain on the individual clinicians’ strate-
gies of appraising and using the evidence,
irrespective of what the true evidence may
be. Does this then pose a question of the
necessity of such an elaborate and time-
consuming process? Or is it merely an
indication of an inherent human weakness
in pursuit of the ultimate truth?
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