
Editorial

Psychiatry�s contract with society: what
is expected?
Professionalism implies a profession�s contract
with society. In this issue of Acta Psychiatrica
Scandinavica, Professor Thomas Becker reviews (1)
the book �Psychiatry�s Contract with Society� (2).
What is it that mental health services users and

their carers want? What is the task of psychiatry?
How do mental healthcare systems and society�s
expectations facilitate or impede good care?
Commitment to clinical competence is doctors�

first professional responsibility. However, contro-
versy remains about what psychiatrists are for (3).
Here, we discuss patient and carer preferences, the
nature of psychiatry and systemic factors.

Patient and carer preferences

At the core of medical activity is the doctor–patient
relationship. Patients rank their relationships with
doctors and nurses who know them and under-
stand their problems as the most important aspects
of care.
Patients form attachments to their professional

carers, which influence treatment. Time to talk is
highly valued by psychiatric patients. In �Psychi-
atry�s Contract with Society�, we review research
in depression, suggesting that the quality of the
relationship between the patient and the clinician
is decisive in determining outcome, and may be
more important than the type of treatment itself:
whether medication, interpersonal psychotherapy,
cognitive behaviour therapy or even placebo.
Also, patients� preferences for one or the other
treatment influences decisively both initiation and
adherence to such treatment (4). Evidence-based
guidelines that ignore the evidence for the impor-
tance of patient preferences may inappropriately
restrict patient choice.
When surveyed about what they find most

helpful, mental health services users prefer wider,
informal social supports rather than exclusively
�technical� professional interventions. Of very high
importance are relationships whether with family,
friends, professionals, or other service users. Fam-
ilies and carers provide most of the care and much
of the social support that many patients receive.
Carers often wish to receive more information than
provided by professionals (5).

The nature of psychiatry

With the rest of medicine, psychiatry has its roots
in spirituality and healing and these continue to be
relevant to its modern day professionalism. The
17th century philosopher Benedict Spinoza argued
that spirit and matter are two aspects of one
universal substance. The philosopher of mind John
Searle makes a similar argument about mind and
brain in the light of contemporary neuroscience.
Humans are evolved biological organisms; scien-
tific understanding of psychiatric disorders should
be rooted in the biological sciences. Affect, men-
talization, subjectivity, spirituality, behaviour,
attachment and social relationships are the product
of evolution, and their successful regulation under-
pins our emotional resilience. Evolution provides
an overarching theoretical framework that permits
the integration of different levels of explanation
(6).
Affect, conceived as feelings, emotions and

agitations and manifested in consciousness, beliefs,
behaviour and relationships in family and society,
is the distinctive core of psychiatry (7, 8). Although
there are important interactions between affect and
cognition in psychiatric disorders, neurological
diseases and dysfunctional relationships, it is pri-
marily disturbance of affect (i.e. disturbance of
feelings, emotions or behaviour), whether because
of neurological or functional disorder, or dysfunc-
tional relationships, that brings patients to the
attention of psychiatrists.
One of the unique features of psychiatry is the

continuing influence of our own personal charac-
teristics on diagnosis and treatment. However,
management cultures tend to favour �quick fixes�
rather than reflection on the meanings of what
transpires between clinicians and patients. None-
theless, we ignore transference and counter-trans-
ference at our peril. The ability to recognise and
deal with counter-transference and its influence on
interactions with patients is a highly regarded skill
in psychiatry (9).
The complexity of psychiatric illness means that

a single viewpoint can rarely, if ever, provide
complete understanding. Both biological and psy-
chosocial factors may influence the experience and
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expression of affect. In humans, developmental
and current environments, and personal meanings
have crucial roles. The clinical understanding of
patients therefore will evolve with culture and must
be informed by the social sciences, arts, literature
and the patient�s spirituality.
Psychiatry is a speciality within medicine, and

diagnosis is an important clinical tool, particularly
as it provides a starting point for imparting
information. However, psychiatric formulation is
far more sophisticated. The biopsychosocial
model, however challenged, uses detailed empirical
understanding of the person�s biological endow-
ment, mind, social environment, and their recipro-
cal interactions, to understand psychiatric illness.
The model is not a political compromise; interdis-
ciplinary research is at the forefront of scientific
understanding.
The diverse perspectives of different professions

in multidisciplinary teams (MDTs) may lead to
cooperation and contribute to more sophisticated
understanding and the development of such teams
should be encouraged. They may also help maxi-
mise efficiency in the use of scarce resources.
However, MDT�s may also be associated with
destructive rivalry. Where this is the case they may
lead to waste of resources, and psychiatrists must
be committed to reflective practice and have trust,
time and skills to exercise leadership to help avoid
or overcome such risks. Importantly, leadership is
earned, not assumed.

Society�s expectations and mental health systems

The expansion in numbers of managerial staff in
mental health services has caused reform, change
and administrative process to supersede clinical
priorities. The pressure to achieve certain targets
inevitably draws attention and resources from
areas that are not targeted. In �Psychiatry�s Con-
tract with Society�, Robertson and Walter offer a
magisterial review of how psychiatric profession-
alism has responded to new ethical dilemmas
arising from developments in public policy and
working in managed mental healthcare systems
(10).
The effective pursuit of public safety is a

legitimate policy objective in which psychiatrists
and others must share. When mental disorder leads
to potentially dangerous or offending behaviour,
patient and public safety may take precedence over
preferences and choice. The poor assessment and
management of risk may not only lead to prevent-
able harm but also enhanced stigma against the
mentally ill (and psychiatrists). Such assessment
and management therefore should be accorded

appropriate priority, not sacrificed to other
interests. However, excessive concern with public
and, or, patient safety may be detrimental to
patient welfare and human rights, whilst not
necessarily offering better public protection.
Managed mental health services have arisen in

large part out of a need to meet requirements of
justice, i.e. social inclusion, fair access to treatment
for all and good standards of care for the most
vulnerable. This objective of justice is a core
principle of medical professionalism. Participation
and, ideally, leadership by psychiatrists in service
development are essential. Buckley identifies the
following as characteristics of effective psychiatric
leadership: organisational knowledge, financial
acumen, negotiation and conflict resolution skills,
and broad knowledge of the field (11). He also
highlights a number of important attributes: team
building, motivating others, mentorship, and the
ability to hire excellent colleagues. Bhugra and
Gupta also emphasise vision, passion, humility,
curiosity, creativity, determination and courage
(12). We would add foremost a high level of
psychiatric professionalism.
In the Table 1, we reproduce what we consider

to be the 7 Es of Psychiatric Professionalism (4).
These include Education and Research, i.e. gener-
ating new knowledge and facilitating the acquisi-
tion of skills and knowledge among colleagues and
the next generation of mental health care workers.
Business principles and professional ethics can
point in the same direction here. Psychiatrists need
actively and wherever possible to hand-over the
performance of tasks to younger doctors or other
colleagues. The funding, structure and manage-
ment of mental health services must enable and
facilitate both the generation and transfer of
knowledge to high standard. To ensure patient
benefit and non-harm, success in such transfer
cannot be assumed but must be objectively
assessed and demonstrated in practice.

Table 1. The 7 Es of psychiatric professionalism

Evidence: Staying abreast of, and critically appraising scientific developments
underpinning psychiatric practice
Ethics: Applying ethical principles to daily practice: respect for autonomy, benef-
icence, non-maleficence, and justice; plus concern for their scope of application
Emotion: Being alert to how emotions of patients and staff interact, including
group dynamics
Expertise: The synthesis of clinical information and scientific knowledge in
reflective practice
Engagement: with service development and leadership

Education and Research: generating new knowledge and facilitating the acquisi-
tion of skills and knowledge among colleagues and the next generation of mental
health care workers
Empowerment: of patients to maximise their autonomy and achieve recovery
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Its undoubted beneficent purpose and value
aside, managed care may also bring its own
problems. In Psychiatry�s Contract with Society
(4) and elsewhere (6), we review in some detail how
the inappropriate adoption of short-term business
objectives or political priorities may both over-ride
patients� needs and preferences and be potentially
detrimental to their care. Psychiatrists engaged in
service leadership must bring across and make use
of their clinical wisdom, not leave it behind.
Psychiatrists must strive to design and deliver

services thatmeet patients� and carers� preferences as
well as their needs.Thismaybemore complex than it
sounds initially. Sometimes the wishes of patients
and carers contradict each other, in relation to
information sharing, or in assessing and managing
risk arising out of psychiatric disorder. Short-term
concerns about public safety, business imperatives
or demands of social justice may point in opposite
directions. It is important that stakeholders under-
stand this complexity.
Complexity notwithstanding psychiatrists, par-

ticularly through their professional organisations,
may help work through issues. For example, the
Royal College of Psychiatrists has issued guidance
on �Confidentiality and information sharing� for
carers and psychiatrists. The College has also
supported the notion that even under conditions
of impaired mental capacity or compulsory treat-
ment, psychiatrists should value the realistic exer-
cise of preference and choice.
In conclusion, for psychiatry to be able to deliver

on its contract with society, it is important that
mental-healthcare stakeholders, including psychia-
trists, recognise the complexity of the specialty.
Inappropriate caricatures of the profession, the
rigid and dogmatic adherence to single perspec-
tives, particularly in the absence of evidence or,
indeed, evidence to the contrary, and reductionism
of all kinds, biological, social, psychological or
others, endanger patients� welfare and cause carers
to suffer. The specialty is fundamentally eclectic
and un-dogmatic and underpinned by the medical
tradition of healing and compassion. It�s eclectic

and un-dogmatic nature notwithstanding, or
perhaps because of it, psychiatry now has secure
ethical and scientific foundations.
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