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Consultant psychiatrists who retired
prematurely in 1995 and 1996
Sir: Professor Kendell and Alison Pearce address
the issue of early retirement of experienced
consultant psychiatrists, attributing it mostly
to changing working conditions and loss of
professional influence in the running of their
services (Psychiatric Bulletin, December 1997,
21, 741-745). We would add that it is likely that
many of these colleagues were suffering from
burn-out (Guthrie & Black, 1997). The Psychi
atric Committee of the North Thames Region
recently asked a group of us to outline areas
where working conditions could be improved in
order to prevent early retirement and burn-out,
and we produced the following 10 recommen
dations.

(a) Time for reflection and peer discussion, in
order to arrive at proper decisions. The job
must be manageable, with a measurable
clinical workload. Recognition that catch
ment area sizes do not reflect workload,
and medical manpower should be deter
mined by actual clinical demand for
psychiatric expertise (Fagin et al, 1995).

(b) Peer support - regular formal and informal
meetings with colleagues to share clinical
cases and management concerns. Clinical
audit as a tool to improve standards and
analyse effective clinical practice, not
simply to measure performance in man
agerial or financial terms. Informal occa
sions to meet over lunch, with the
provision of a staff restaurant.

(c) To institute formal internal supervision
arrangements, recognising the value of
mentors.

(d) To enhance personal and professional
development. Ensuring a guaranteed
Continuing Professional Development
budget, yearly opportunities to attend a
major psychiatric conference and an
external course and access to a good, local
postgraduate library. Leaves should be
supported by locums.

(e) To introduce sabbaticals, six months for
every five years of continued employment,
supported by adequate locum arrange
ments.

(f) A session a week to pursue research
interests and practical encouragement to
introduce innovations. Links with an aca
demic department of psychiatry, fostering

joint research projects and medical
student attachments.

(g) Clear limits and boundaries of professional
responsibility, defined in the original
contract of employment. Change of work
load and responsibility must only be
implemented following consultation and
agreement with consultants concerned. If
there is extra workload planned, added
manpower resources should be identified
or some current responsibilities dropped.

(h) Up to 10% of consultant time should be
spent on paperwork and bureaucracy,
helped by direct access to computer
networks.

(i) Support by personal secretary and provi
sion of adequate office space.

(j) Firm opportunities to influence the shape
and development of future services, with
management commitment to use clinical
advice.
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Sir: The questionnaire survey of recently retired
consultant psychiatrists (Kendell & Pearce,
Psychiatric Bulletin. December 1997, 21, 741-
745) was both timely and enlightening, and
probably contained views held by many who
continue to practice. Many respondents to the
survey were clear that nothing would have
returned them to practice once their decision to
retire had been made.

I wish to offer further analysis of the situation
regarding unfilled posts since I believe that,
although early retirements have increased the
risk of 'exsanguination' of psychiatric services in

some areas, more problems regarding unfilled
vacancies may have arisen due to movement of
consultant psychiatrists between posts.
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The Annuai Census of Psychiatric Staffing
(Royal College of Psychiatrists, 1995, 1996,
1997) reports reasons for consultant vacancies
such as retirement, new post provision, moving
to a different post and a miscellaneous 'other'

group. For the years 1994 to 1996 for England,
Wales and Scotland, the proportion of consultant
psychiatrist taking retirement (excluding on ill
ness grounds) and leaving a vacant post has
reduced from 24.5 to 13.7% of the total vacant
posts across all specialities. While some vacan
cies arise from provision of new posts (18.9 to
20.5% from 1994 to 1996), other than the other/
miscellaneous group (36.9% in 1996) the largest
proportion (22.4% in 1994 to 23.0% in 1996) are
due to consultants taking different posts. This isbacked up by data from College Assessors'

reports on Consultant Advisory Appointment
Committees for 1996 suggesting that the
successful applicant was already a consultant
in, for example, 47.1% of general adult psy
chiatry appointments.

I would speculate that vacant posts willbecome a hard core of 'difficult-to-fill', unappeal

ing jobs since colleagues have either retired early
from them, or others have moved from them to
more attractive or lucrative positions. Therefore I
would suggest that it is not just a question of
tempting back prematurely retired colleagues of
persuading more doctors to enter psychiatry
(Storer, 1997) but encouraging trusts to be
creative in their initiative to encourage current
postholders to stay or prospective ones to apply.
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The Internet and psychiatry
Sir: Senior et al (Psychiatric Bulletin, December
1997, 21, 775-778) correctly highlight the
importance of the Internet as an aid to psychi
atric clinicians and researchers. The World Wide
Web (WWW) is a communications phenomenon
that could facilitate the detection, management
and understanding of mental disorders (Huang &
Alessi, 1996).

The Computers in Psychiatry Special Interest
Group has a web site (http://www.ex.ac.uk/

cimh) that not only provides up-to-date descrip
tions of computer software useful to psychiatry
but also supplies information to people with
mental health problems (Littlejohns & Briscoe,
1996). Since 1997 the site has posted the
College's acclaimed "Help is at Hand" leaflet

series, found at http://www.ex.ac.uk/cimh/
help.

Covering topics ranging from alcoholism to
schizophrenia, they provide clear information
about disorders supplemented by contact
addresses and telephone numbers of relevant
national support organisations. The site is
visited about 2000 times per week. As computers
become fully integrated into everyday life.
Internet-based educational material will prove
an invaluable information source for people with
mental health problems.

The College has demonstrated an awareness of
the opportunities afforded by the WWW. It has an
obligation to ensure these opportunities are
optimised to the benefit of those who need them.
To this end, we are pleased to report that
meetings are taking place to plan the develop
ment of a College site. We would be pleased to
hear from Members with ideas about what such
a site should contain.
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Risk assessment
Sir: Guidelines like the recent College report on
risk assessment and management (Royal College
of Psychiatrists, 1996) are frequently considered
codes of professional practice in legal proceedings
when something goes wrong. The report mentions
that some factors are unreliable predictors of risk
to harm to others. I am concerned about the
validity of most of the factors included in the
assessment and about the false positives likely to
be detected as a result. Moreover, diagnostic
categories have not been discriminated: 'psychi
atric patients' is the term used throughout the

report. Thus, there is an implicit inclusion of
psychopathic disorder (used here as defined in
the Mental Health Act 1983, and when psycho
pathic disorder is the main/only diagnosis).

Current classifications do not include psycho
pathic disorder in the set of (mental) illnesses.
Also, the external evidence on the effectiveness of
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