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Psychiatrists, politicians and the public continue
to be concerned about the care of mentally ill
people who are potentially dangerous or vulner
able. In this context the College convened a
conference on 'Managing the high risk patient'1,

which addressed issues of risk assessment,
resources and legislation. The issues debated
were of relevance beyond 'high risk' patients and

underscored the difficulties the College and the
Department of Health face in trying to achieve a
satisfactory level of psychiatric service and
practice across the country.

Variations in psychiatric services have been
widely reported by the Audit Commission
(1994), and the College's MILMIS project group

(1995). These bodies have tended to focus on
service provision in terms of funding; avail
ability of beds and implementation of the Care
Programme Approach. A more difficult and
uncomfortable subject to comment on is the
variation in clinical practice between individual
psychiatrists, and the extent to which this
variation is unacceptable. This variation is
evident from the 'Clunis' inquiry (Ritchie et al

1994). Discussion of variation in clinical stan
dards is often deflected to a debate on
resources. There is no doubt that effective
clinical practice depends on the availability of
adequate resources and services, but it must
also be recognised that resources can only be
effectively used by capable practitioners. So
what role does the College have in identifying
and rectifying any problems in this area? The
view that this was an area of responsibility in
which the college had failed was aired during
the debate on the proposed Mental Health
(Patients in the Community) Bill.

Dr Eastman, a forensic psychiatrist, barrister
and secretary of the Mental Health Law Sub-
Committeee of the College, opened the discussion
presenting the College's view on the Bill. He was

careful to state that he would attempt not to
colour this with his own opinions (Eastman,

1. Joint conference of sections for social, community &
rehabiliation psychiatry and forensic psychiatry held
9th May. 1995, Royal College of Psychiatrists.

1995). The Bill, it was suggested, was substan
tially politically motivated, a substitute for ade
quate resources, would be anti-therapeutic,
clinically unworkable and was medicolegally
flawed. The government could and should do
better, especially if it had listened to the experts,
including the College.

Dr Reed, Special Advisor to the Department of
Health, in an unscheduled rebuttal would have
no truck with this. The College had to recognise
the history of the Bill and its part in pushing for
additional mental health legislation. He criticised
the College's changed approach to the Bill which
was based very largely on the College's own

proposals for a community supervision order
(Royal College of Psychiatrists, 1993) adapted to
meet the needs of the European Convention on
Human Rights. The College had not raised serious
concerns about the proposals when replying to the
report of the Review of Legal Powers, circulated in
August 1993 (Department of Health, 1993). To
suddenly change their view and descibe the Bill as
the "worst ofboth worlds" in a letter to The Times was

unhelpful to an attempt to improve the care of
patients living in the community. More broadly Dr
Reed regretted that the College had not been more
active in responding to concerns about the manage
ment of violent or vulnerable patients. Notably they
had failed to fulfil the recommendation of the
Sharon Campbell Inquiry (DHSS, 1991) to publish
a consensus statement agreed with other profes
sional groups on discharge and aftercare proce
dures. The lack of response was the cause of the
current, almost unique position of the Department,
rather than the College, having to draft and
implement clinical guidelines. Dr Reed agreed that
this position should be a source of embarrassment
to the psychiatric profession (Fisher, 1994).

Behind these apparently different stances there
was considerable agreement between Dr East
man and Dr RÃ©Ã©d.Both acknowledged the
unacceptable inconsistency in using the 1983
Mental Health Act and the role this had in the
Clunis and Robinson tragedies. Dr Eastman
highlighted the lack of formal training among
psychiatrists on the therapeutic uses of legisla
tion. Neither a Section 12 approved doctor, nor a
Member of the Royal College of Psychiatrists nor

Psychiatric Bulletin (1996), 20, 65-67 65

NTYJ-DYD-376L

https://doi.org/10.1192/pb.20.2.65 Published online by Cambridge University Press

https://doi.org/10.1192/pb.20.2.65


EDITORIAL

Indeed a consultant psychiatrist is required to
formally demonstrate any expertise in mental
health law.

There was also agreement that the time may be
approaching for a comprehensive review of the
1983 Act to take into account "community care",
despite the intention of the Act to incorporate "the

principle that no one should be admitted to
hospital if care in the community would be more
appropriate" (Jones, 1991). Such a review would

take several years and would need to take into
account the effects of the initiatives included in
the "Ten Point Plan" (Burns, 1994). However,

there was pressure, not least from the College, to
bring forward some changes immediately. The
theoretical and practical difficulties in using
legislation to forcibly treat patients in the com
munity and the potential limitations imposed by
the European Convention of Human Rights were
also recognised by both parties.

Finally, regarding resources; there was even
some agreement here - the Department recog
nises this as an issue but sees prioritisation as
the solution. Again Dr Eastman did not entirely
disagree with this, expressing the view that the
Supervision Register would be more acceptable
(to psychiatrists) and useful if it had been called
and overtly recognised to be primarily a "priority
care register". However, the practical difficulties

of prioritising were somewhat glossed over,
especially in terms of contracting with fund-
holding GPs.

These common areas of concern could not only
be identified from the conference but are also
present in the Campbell (DHSS, 1988), Clunis
(Ritchie et oÃ-,1994) and Robinson (Blom-Cooper
et al 1995) reports, the Mental Health Task Force
London Project (Department of Health, 1994) and
recent articles in psychiatric and medical jour
nals. The recurring issues include: risk manage
ment; knowledge of mental health law; and
maintaining contact with people with continuing
disabilities. The skills required relate to service
management and organisation as much as face to
face clinical skills such as interview technique,
but are equally essential in ensuring good out
comes for patients. Furthermore, they would
seem to be non-controversial and cut across the
arguments about models of service philosophy
and delivery.

These skills should be as much a part of theordinary psychiatrist's repertoire as the ability to

make a diagnosis or initiate a treatment plan. Yet
they seem to be sadly neglected and in part
responsible for major tragedies. This is not to
suggest some sort of panacea. If all psychiatrists
were empathie clinical experts, delivering proac
tive and targeted services, tragedies involving
psychiatric patients would still occur. Psychia
trists are obliged to manage mental health
problems that carry a very high individual and

social morbidity and mortality with interventions
that are limited in their efficacy. In improving
clinical practice the limits of this practice and so
the limits of psychiatry need to be recognised. The
current inconsistency in standards of practice
prevents this boundary of responsibility being
delineated and defended. The College's difficulty

in bringing its influence to bear in this area,
perhaps even to recognise the problem, is
undoubtedly the cause of so much frustration
within the Department of Health. As Tyrer &
Kennedy (1995) recently stated, clinicians not
civil service mandarins should be the ones
improving and being seen to improve psychiatric
practice.

How might this be done? A precedent is perhapsthe College's role in improving clinical practice in

the use of electroconvulsive therapy. The role of
poor practice by psychiatrists, especially consul
tants, was identified as the major cause of low
standards in a national audit. The College has
since organised a series of workshops around the
country, aimed at consultants, addressing the
issues raised by the audit. The continuing profes
sional development programme would perhaps
offer the ideal vehicle to address the problems of
service management and organisation. Yet the first
three continuing professional development work
shops have been on: staff supervision; ethics and
psychiatry; and rationality and culture, interesting
enough, but are these really the most pressing
subjects for psychiatrists in the 1990s?

There is one final spanner in the works. That is
the shortage of trained psychiatrists. If there is
one thing worse than a poor psychiatrist it is no
psychiatrist at all. Draft figures from the College's

1994 manpower census indicate that there were
285 consultant vacancies across all psychiatric
specialities. In general psychiatry there were 88
posts filled by locums and a further 36 unfilled
posts. Provider units are desperate to recruit to
these posts, to the extent at times of ignoring
College advice on who may be a qualified candi
date. Secondly, consultants who are in post must
cover these vacancies and have an increased
workload with corresponding difficulties in main
taining standards.

In the same way that mental health services
need to be proactive and assertive in identifying,
engaging and treating at risk patients so the
College needs to be proactive and assertive in
identifying and tackling poor quality services. The
management of the high risk patient is also the
management of the high risk psychiatrist.
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