
best represented by Anthony Clare’s
book Psychiatry in Dissent, which
Holloway quotes.4 Clare eschewed a
well-defined basis for practice. In the
recent issue of the British Journal of
Psychiatry, Nassir Ghaemi argues for the
need to move beyond such eclecticism.5

Critical psychiatry is a potential way
forward.
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NewWays ofWorking:
are we prepared?
We completed an audit on New Ways of
Working to compare the 60 most recent
histories taken by junior doctors (STR1-3,
including general practice trainees) and
nursing staff in an out-patient clinic. The
audit was done in Lymebrook Centre,
which is one of the resource centres that
caters for adult psychiatric patients in
North Staffordshire Combined Healthcare
NHS Trust.
All histories were assessed for 108

variables. In addition to assessing whether
the relevant variable was reported, we
also graded the information reported on
whether it was comprehensive or only
partially obtained. The data were collected
on hard copy and analysed on SPSS
version 13 for Windows.
This audit showed significant differ-

ences in histories taken by junior doctors
and nurses. Doctors documented
comprehensive histories for 52% of vari-
ables; they took incomplete histories for
8% of variables and did not ask for 39%
of variables. Nurses have taken compre-
hensive histories for 32% of variables;
they have taken incomplete histories for
13% and did not ask about histories for
55% of variables. There were statistically
significant differences (P50.05) between

the two groups in 44 out of the 108
variables, with doctors generally taking a
more comprehensive and detailed assess-
ment. The audit was presented within the
Trust; nurses’ representatives were asked
for their views. They stated that history-
taking, physical examination and pharma-
cology are not part of their nursing
training, therefore they are not confident
in these aspects of patient care (e.g.
physical, pharmacological). They have
identified difficulties in differentiating
physical symptoms because of functional
and biological causes. Torn & McNichol1

found that 96% of nurse practitioners did
not feel that their training adequately
equips them to treat people with mental
health problems and 83% did not feel
adequately equipped to assess people
with mental health problems. No other
independent studies have since been
completed and there is no other evidence
available which would support New Ways
of Working.
It is certain that psychiatry needs to

change to provide better patient care and
to overcome difficulties posed to the
psychiatrists, but are we ready for it?
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The trouble with . . .
In two related articles - ‘The trouble with
NHS psychiatry in England’1 and ‘New
Ways not Working? Psychiatrists’
attitudes’2 - misgivings about the role
of the psychiatrist and service delivery in
England are described. As psychiatrists
working in Scotland, we have witnessed a
divergence between the two National
Health Services since devolution. The
National Service Framework for mental
health,3 for example, was not imple-
mented in Scotland. Further, bed closures
have happened more slowly and the
rushed ‘top-down’ functionalisation of
mental healthcare enacted in England has
been generally more measured north of
the border. Indeed, it appears that only
crisis resolution and home treatment
teams have been widely adopted
(reflecting in part the supporting
evidence, for example Joy et al4), there
being a more conservative adaptation of
New Ways of Working.
Partially, this reflects a different

politico-cultural backdrop in Scotland.
There is, for example, a substantially
smaller private and independent sector in
mental healthcare here compared with
England; funding, therefore, is not

(usually) diverted in that direction.
Furthermore, there is less preoccupation
with risk to others, again limiting private
secure facility expansion.
Additionally, NewWays of Working was

in part a pragmatic solution to endemic
problems with recruitment and retention
into psychiatry. In Scotland, this has been
less of an issue overall, with notable
exceptions. Scottish workforce planning
indicates that only child and adolescent
mental health consultants are difficult to
recruit in Scotland, and there has been a
genuine uplift in consultant numbers in
the past 5 years. Although there are
important imminent universal challenges
which could change the landscape (such
as the diminishing number of junior
doctors, and the evolving role of the
psychiatrist as a medical doctor providing
leadership within the multidisciplinary
team), we contend that there is probably
less dissatisfaction with current service
configurations, less urgency to overhaul
systems, and more opportunity to plan
service change meaningfully on the basis
of evidence and others’ experience.
Thus, we have naturalistic experiment

with separate and diverging systems of
government-based healthcare in
adjoining countries with similar underlying
populations. This could be an ideal
opportunity to examine optimal service
configuration, as long as consensus on the
best outcomes for patients could be
achieved.
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Journal club syndrome:
a newly described disorder
of doctors in training
Journal clubs and case presentation
meetings are an important part of
‘in-house’ training and an opportunity for
all doctors to practise and develop
presentation skills. There are ample
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