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History suggests grounds for both op-
timism and caution about the future of 
psychiatry (1). 

Katschnig demonstrates that public 
mistrust of psychiatrists reflects the per-
ception of the profession as excessively 
reliant on the biomedical model. Giv-
en uncertainties regarding psychiatric 
knowledge, this is not entirely unreason-
able. What the public may fail to under-
stand is that alternative points of view 
may have even less evidence in support 
(2,3) and that the differences between 
psychiatry and the rest of medicine are 
less marked than some might wish to 
believe.

Katschnig also demonstrates that 
suspicion is founded on the profession‘s 
close association with the pharma-
ceutical industry. The public fears that 
limitations in our intellectual horizons, 
coupled with interest in personal gain, 
may act against patients’ best interests 

(4). What may be more difficult to see is 
the harm done when psychiatric assess-
ment or treatment is not made available 
or is delayed (3). 

According to Jaspers, the ideal psychi-
atrist combines scepticism with existen-
tial faith and a powerful personality (5). 
The importance of eclecticism in clinical 
practice has been underscored recently 
(6). It is a travesty of the truth that we all 
adhere to a narrow biomedical model. 
However, this is more of an overvalued 
idea than a delusion, because a num-
ber of the profession adopt such a view. 
Kendler (7) has summarised evidence 
showing that similar phaenomena in 
health and disease may be partially ex- 
plained by different models/perspecti- 
ves. Reductionism, whether biological, 
psychological or social, is intellectually 
untenable and practically potentially de-
structive (1,3,8).

The 17th century philosopher Spinoza 
argued that matter and spirit are two as-
pects of one universal substance (9). We 
may paraphrase: wood and string are es-
sential to make a violin and physics may 
help understand how sound is produced, 
but it is of no particular relevance in cre-
ating or enjoying Beethoven’s Kreutzer 
sonata. Our contemporary philosopher 
of mind John Searle makes a similar ar-
gument in the light of neuroscience (10). 
These matters may be of limited concern 

to neurologists but of much relevance to 
psychiatrists.

Some psychiatrists are more interested 
in biology and some in meaning, but both 
are essential in understanding patients 
(8). Affect, conceived as feelings, emo-
tions and agitations (11) and manifested 
in consciousness, behaviour and rela-
tionships in family and society, is the dis-
tinctive core of psychiatry. Evolutionary 
theory helps us understand this (12,13). 
The ability to understand affect in biolog-
ical (as well as social and psychological) 
ways in both health and disease is what 
distinguishes the specialty from sister 
disciplines, especially cognitive and be-
havioural psychology and social work. 
If psychiatry were to disappear, it would 
have to be reinvented. However, it is im-
perative that all national psychiatric so-
cieties and training programmes ensure 
the training and practice of psychiatrists 
across the biological, social and psycho-
logical domains, including engaging pa-
tients as teachers (8,14,15). We know that 
the WPA is supporting this (16).

Evidence suggests that, where patients 
exercise choice, they are more likely to 
perceive treatment in positive terms and 
commit to it (17). The concern of psy-
chiatrists should not be whether patients 
choose other professions but whether to 
do so is safe and effective (3,8). There 
is some very preliminary evidence, for 
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example, suggesting that perhaps nurses 
may prescribe more safely than junior 
doctors in uncomplicated cases of de-
mentia (18). 

Paradoxically, moves to allow non-
medical prescribing, such as have oc-
cured for nurses in the UK recently, could 
be welcomed, as long as this occurs safely 
(3,18,19), because they remove envy as a 
source of stigma against psychiatrists. The 
ability of other professions to prescribe 
will always be more limited. A more im-
portant worry for psychiatrists should 
be, as is the case in the English National 
Health Service, that patients have restrict-
ed access to us when they might need and 
prefer to see us rather than other mental 
health professionals (3). 

Non-specialist health workers can 
deliver safely and effectively treatments 
for mental disorders within a function-
ing primary care system (20). However, 
collaborative care models, in which 
specialists play diverse roles of capac-
ity building, consultation, supervision, 
quality assurance and providing refer-
ral pathways, enhance the effectiveness 
and sustainability of such nonspecialist 
health worker-led care programs (21). 
Psychiatrists may be on stronger profes-
sional grounds in the future by focusing 
training more on developing new team 
leadership and facilitation skills (19,22). 

H. Katschnig has cast our relation-
ships with other professions entirely in 
competitive terms. However, profession-
alism in psychiatry is enhanced by effec-
tive collaboration with others (1). An 
example of pioneering inter-profession-
al collaboration between mental health 
professionals at the institutional level is 
the National Collaborating Centre for 
Mental Health, run jointly by the Brit-
ish Psychological Society and the Royal 
College of Psychiatrists and involving 
extensively other relevant stakeholders, 
including patients and carers (1).
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