
From the Editor’s desk

Hope and optimism must be at the heart
of psychiatric practice

‘It’s not the despair Laura. I can stand the despair . . . it’s the hope!’

John Cleese playing a strict school headmaster,

speaking to his pupil in the film Clockwise (1986)

A New Year is begun: 2013 was a difficult year. Patients faced
cuts in personal benefits and services, and there were new
commissioning arrangements, all at the time of a financial crisis;
alongside these the Francis Inquiry (http://www.rcpsych.ac.uk/
usefulresources/rcpsychenewsletters/enewsletters2013/january2013/
francisinquiry.aspx) revealed severe failings in NHS care practices,
revitalising the need for compassion in care and exposing
shamefully poor care. A more honest appraisal of the quality of
care and confronting the limitations of services seem to be the
hallmark of 2014. Professionals complain that they had invested
much in complex and intensive models of care over decades, for
these largely to be remodelled or reorganised because of the
economic crisis; and that no evidence-based evaluations preceded
these crisis responses. Professionals may be tempted to indulge in
demoralisation and despair. They must not. Patients need to know
that they will experience safe, evidence-based, and high-quality
care from committed and empathic professionals who can help
them reconcile the dilemmas of becoming ill, accept available
treatments, while protecting dignity and emotional resources.

An essential element of care is to sustain and encourage
optimism and hope, while sharing knowledge about how to
overcome symptoms and the financial and social implications of
developing and living with a mental illness. Studies of hope and
optimism in psychiatric care are rare.1,2 Given the economic crisis,
new models of care are needed but new professional attitudes and
approaches must accompany these, in order to avoid inadvertently
perpetuating institutionalised practices that serve the organisation
and not the patient. What is the role of psychiatric research and
practice in supporting health systems to adopt evidence-based
transitions that protect patients, and eradicate uncaring practices,
which undermine hope?

Hope and optimism are essential elements of the therapeutic
encounter. Research that helps to stratify the risks of medical
disorders is in itself a hopeful activity that encourages patients
and the public to commit themselves to prevention and effective
early treatment, for example, of breast cancer.3 In cancer care,
much is being done to generate more research funding, reduce
stigma, and instil collective optimism within society as well as
the scientific community. The prevailing narrative is of improve-
ments in treatment outcomes as a consequence of new research.

The relationship between psychiatry and medicine remains the
subject of lively hopeful discussion. The closer alignment of
psychiatry with neurology4 has already been proffered as a
solution, yet this is challenged on the basis that psychiatry needs
to rid itself of illusory technological solutions in favour of
addressing experiences of coherence and meaning, including hope,
in the social world.5 Integration of social/environmental and
health services research alongside neurobiological evidence offers
better solutions.

New research is forcing amendments to diagnostic and health
systems, and consequently the notion of what constitutes an
intervention has to change. For example, amid these controversies,

researchers are teasing out causal interconnections between what
were considered to be discrete psychiatric disorders, revealing
shared genetic markers and cortical networks that are causally
implicated – see papers by Rees et al (pp. 108–114), Rose et al
(pp. 115–121) and Duffy et al (pp. 122–128) in this issue.6,7

Editorials by Sharpe (pp. 91–92), Craddock & Mynors-Wallis
(pp. 93–95) and Barrett (pp. 96–97) grapple with the relationship
between psychiatry and medicine (as do Heylens and colleagues,
pp. 151–156), and then take up the implications for diagnosis
and treatment in a wide range of conditions and contexts.

The research findings in this month’s Journal take us a step
further towards better treatments that do not discriminate
between mind and body. These are already instilling hope, hand
in hand with the rapidly expanding knowledge about psychological
processes, empathy, cognition and neuroanatomical localisation
of healthy and unhealthy brain function (see Lloyd et al
(pp. 129–136), Carnegie et al (pp. 137–143), Menchetti et al
(pp. 144–150) and Gould et al (pp. 98–107).8,9 However, public
attitudes perhaps do not fully reflect these advances and we must
do a better job of communicating to a wider audience that
psychiatric illness is treatable, and that treatment includes
instilling hope and restoring meaning as well as the generation
and application of new knowledge.

Although deliberations about hope can be restricted to
people with multiple forms of stigma, social exclusion and
comorbidities,10,11 its importance is now accepted more widely
for all populations and venues of psychiatric practice. Indeed, even
in the recently updated edition of Jerome Frank’s seminal volume
Persuasion and Healing, there are elegant neuroanatomical
diagrams and in-depth argumentation about the neural and
evolutionary basis of hope and its place as a target of inter-
vention.12 This hopeful enterprise is necessary to promote
resilience, creativity, and concern among practitioners, scientists,
and the public, and consequently offers direct benefits to patients,
so underpinning the future of a hopeful personalised psychiatry.
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