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provide a clearer picture of the ‘push’ and ‘pull’ factors that
influence Indian physicians to emigrate. Having done this, they
could consider the idea of providing physicians with incentives to
remain in India and fulfil the goals of their training. The incentives
could include those aimed at addressing the physicians’ need for
financial stability and encouraging postgraduate training in areas
of medical need, such as family medicine and epidemiology. Such
an approach may address the concerns of at least some physicians
contemplating emigration. Public money spent in this manner
could arguably be justified since it would be spent on reducing the
number of physicians who choose to emigrate.

An important form of investment in human capital in India is
to offset the cost of physician training through public subsidy. The
returns on such investment are long term and increasingly difficult
to capture in the current setting of globalization, in which
transnational migration is frequent. It may be pertinent to review
the financial and ethical implications of investing public funds in
medical education when a substantial portion of trained physicians
ultimately emigrate. Instead, public money could be invested on
training traditional birth attendants and village healthcare workers,
who form a vital component of the healthcare system and are less
likely to be drawn by the pull factors resulting in migration.

In addition to retaining the physicians it trains, India could
benefit tremendously from ‘brain gain’ by attracting back those
physicians who have emigrated for specialized training. The
economic and intellectual benefits of ‘brain gain’ experienced by
the Indian information and technology sector11 could serve as a
model for the healthcare sector. However, the pull factors that
may induce immigrant physicians to return to India are possibly
more complex than the ones working in the information and
technology sector. One would also require a transparent and well-
defined credentialing policy, with due consideration and credit for
the postgraduate training obtained by physicians trained abroad to
allow them to re-enter the academic system in India.

A recent review has identified some initiatives that have been

taken to address the migration of physicians5 and another study
has provided some insights into the quality of Indian physicians
migrating from a single institution.10 However, we must investigate
the phenomenon more carefully and develop a proactive policy
that addresses both the needs of our society and those of physicians
seeking training abroad. Timely implementation of such a policy
could help avert a critical shortage of healthcare workers, of the
kind which has seriously affected public health delivery in other
parts of the world.
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Working in the National Health Service, UK as Consultant Psychiatrists:
Opportunities and challenges

S. K. KHANDELWAL, R. K. CHADDA

INTRODUCTION
The founding principles of the National Health Service (NHS),
UK of providing access to care to all on the basis of need and not
ability to pay have remained as important today as when it was
started. The NHS system of primary care has been a source of envy
and has been emulated in many countries. It remains the largest
healthcare employer in the world, with one million staff including
90 000 doctors (1 for about 600 people) and 300 000 nurses
serving a population of 55 million. On a typical day in the NHS,
almost a million people visit their family doctors.

Despite its many achievements, the NHS failed to keep pace
with changes in British society resulting in longer waiting lists and
unacceptable variations in standards across UK. In terms of
expenditure on healthcare, the UK has lagged behind other
developed countries since 1960. The UK has fewer hospital beds
per capita compared with many other countries of the European
Union. The NHS lacks sufficient doctors, nurses and other skilled
staff. There are 1.8 practising doctors per 1000 people compared
with the European Union average of 3.1 per 1000 population. To
overcome these shortcomings, the NHS Plan 2000 envisaged
sustained increases in funding that would result in a service that
had the patient at its core and was appropriate for the twenty-first
century.1
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This process of reforms started in 2000 by allocation of more
funds and bringing in changes in the work culture of the NHS. A
major change, as per the NHS plan, was to provide 7000 extra beds
in hospitals, open over 100 new hospitals, start 500 new one-stop
primary care centres, and modernize general practice surgeries as
well as investigating and information technology (IT) facilities by
2010. By March 2004, the NHS had planned to recruit 7500 more
consultants in various specialties, 2000 more general practitioners
(GPs), 20 000 more nurses, and over 6500 more therapists and
other health professionals. To meet this demand, the NHS planned
to recruit additional suitably qualified staff from abroad. This was
done through a nationally coordinated campaign aimed at short
term contracts to increase the number of consultants over the
following 3 years.

INTERNATIONAL RECRUITMENTS: THE DEBATE
Though the NHS faced a shortage of consultants in many specialties,
psychiatry, radiology and anaesthesia were identified as priority
areas for international recruitments. Mental health has been one of
the top 3 priorities for the NHS along with cancer and cardiovascular
disorders. The NHS plan had included new investments of over
£ 329 million to fast forward the Mental Health National Service
Frame Work.2 Much of this investment was planned to pay for an
increase in staff fellowships.

The process ensured that all the doctors who were recruited
were trained to the same standards as doctors trained in the UK.
Appointments were made after a robust selection procedure to
ensure that those selected possessed necessary skills and
competencies for the highest level of clinical care, were able to
provide supervision and training to multidisciplinary clinical
teams, were able to communicate effectively with patients and
other healthcare professionals, and satisfied all the attributes of
‘Good Medical Practice’ as per the General Medical Council’s
guidance. The NHS organized induction programmes that exposed
the selected consultants to the cultural differences and life in
England, as well as clinical aspects of the job and issues such as
prescribing practices and the law related to medical practice in
England.

A number of concerns were expressed about the migration of
physicians from less developed countries to more developed ones
due to the large international recruitment programme.3,4 Certain
senior psychiatrists raised ethical issues involved in depleting the
already meagre mental health manpower resources of developing
countries such as India, Pakistan and some African countries.5–7

Some felt that the scheme violated the code of practice for inter-
national recruitment by advertising and distributing promotional
material for recruitment.5 They felt that this recruitment would
further decrease the access to healthcare already faced by the
mentally ill living in resource-constrained countries.6 Others
called this international recruitment as poaching of psychiatrists8

and brain drain from developing countries.9 Concerns were also
expressed by other stakeholders such as specialist psychiatry
registrars within the NHS about overseas consultants taking the
role of trainers and the decision of the Royal College of Psychiatrists
to award them a membership (MRCPsych) immediately on their
taking up assignments in the UK.10

The UK Department of Health defended the process11 as it was
conducted in line with international recruitment guidelines based
on ethical principles and a robust code of practice. The UK was the
first country to develop such guidelines12 and its Department of
Health worked closely with the Indian government to develop the
recruitment campaign in India. David Goldberg,13 one of the

leading psychiatrists of UK also defended the scheme saying that
even before the international recruitment began, doctors from
developing countries had been coming to the UK for training and
career opportunities. He felt that many doctors returned and
enriched the countries of their origin as a result of their training
and experience in the UK. Thus, the UK had been a major exporter
of medical personnel and lost doctors to many developing countries.

With this controversy came some suggestions for developing
countries to change things in their own healthcare systems. As
doctors in developing countries leave not only for monetary gain
but also to escape stifling hierarchies and bureaucracies, it was
suggested that local institutions should change to allow a more
conducive environment to flourish by rewarding professional
achievements and providing alternative paths for career progression
and training opportunities.5,14 Others suggested that mental
healthcare in developing countries needs to be organized by using
a wide range of healthcare providers as in developed countries
such as the UK. Also, training in psychiatry within the
undergraduate medical curriculum needs to be enhanced and short
term training programmes for medical officers, psychologists and
nurses need to be developed.14

This recruitment scheme was open to psychiatrists who were
trained at certain medical institutions in India; it generated a good
response. Over a 100 psychiatrists shifted to the NHS during this
period. About 20 returned to India after completing their contract
periods. Some viewed this period mainly from the perspective of
financial gains while for others it offered, in addition, an opportunity
to spend time in a system away from the bureaucratic and stifling
set up of state and central health ministries. It also exposed
psychiatrists trained in India to the medical institutions, and health
systems and services in the UK.

MENTAL HEALTH SERVICES IN THE UK
The mental health services in the UK are structured and organized
differently from those in India. Mental healthcare in India is
primarily the responsibility of psychiatrists in general hospital
psychiatric units or mental hospitals and those in private practice.
GPs and other medical specialists too share some of the burden.
The unorganized sector comprising faith-healers, religious
institutions, etc. also attract many people with mental health
problems.

Psychiatry training in India is based on the western model but
the organization of the services has no resemblance to those in the
UK. Mental healthcare in UK is primarily community-based. All
people living in a geographical area are the responsibility of GPs
based in that area. The GP is the first contact for all health
problems including mental disorders and she/he attends to all
common mental health problems such as anxiety, depression,
panic and phobic disorders, and mild personality disorders. Patients
suffering from severe mental disorders including schizophrenia,
bipolar disorder, severe depression, other psychotic disorders
and severe personality disorders are referred to the mental health
team of the area. No patient can approach a consultant directly.
The psychiatrist has to liaise regularly with the GP about the
management of a patient. This is in contrast to India, where
psychiatrists generally do not communicate with GPs for follow
up care of mentally ill people.

Mental health units, with outpatient and inpatient services, a
community mental health team and other support services such as
day-care, occupational therapy and rehabilitation units, etc. provide
care to those with more serious forms of mental illnesses such
as schizophrenia, bipolar affective disorder, severe depressive
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disorder and severe personality disorders. A general adult
psychiatrist looks after those in the age group of 18–65 years.
Child psychiatrists look after those less than 18 years of age and
old age psychiatrists look after those above the age of 65 years.
There are other specialized services such as forensic psychiatry,
crisis intervention, liaison psychiatry, assertive outreach and
specialized psychotherapy units to support a mental health unit.

There is no vertical hierarchy in a discipline within the same
hospital and consequently there is no head of department. A
psychiatric consultant may be designated as a ‘responsible medical
officer’ (RMO) for a designated catchment area, and the care of
anyone who is mentally ill in that area would be her/his
responsibility—outpatient and inpatient. The consultant is required
to work as a member of a multidisciplinary team (MDT). Though
she remains the RMO for the patient, other members of the MDT
assist her in providing appropriate care to the patient. She is
regularly assisted by a team consisting of the specialist registrar,
staff grade doctor or senior house officer, psychiatric nurses,
community psychiatric nurses, social workers and occupational
therapists. Others such as the pharmacist, probation officer or
child protection officer may join the MDT for the holistic care of
a patient. The role of each member of the MDT is well-defined and
the RMO has the overall responsibility. Each patient is also
provided with a care coordinator who could be a social worker or
community psychiatric nurse depending on the need. The care
coordinator looks after the immediate mental health needs of a
patient and also keeps track of whether the patient attends
appointments with the consultant and takes his/her medicines.

Documentation is an important part of service delivery—all
discussions and communications are documented and shared
among all stakeholders. This helps in formulating a comprehensive
multidisciplinary treatment package. It is useful if there is an
inquiry or malpractice lawsuit. Confidentiality of information is
ensured. A patient has the right to obtain information about her/
his care and, with new directives coming into force, all the
relevant correspondence is given to the patient too.

Appropriate interpretation and implementation of the Mental
Health Act, 1983 are important aspects of general adult psychiatry
practice. All overseas consultants were given a brief training
about the issues of involuntary hospitalization and treatment of
patients with severe mental illness (Section 12 of the Mental
Health Act, 1983). Patients admitted under the Mental Health Act
can challenge their involuntary hospitalization by verbally
communicating their disapproval to the social worker or a ward
nurse. The hospital is then obliged to convene a meeting of the
Mental Health Tribunal where the patient is represented by a
qualified solicitor and the treating team needs to defend its
decision of involuntary hospitalization by demonstrating that the
patient suffers from a severe mental illness and poses a risk to self
and/or to others around her/him, and that such hospitalization was
necessary to put into place a comprehensive management plan.
Thus, mentally ill patients in the UK enjoy far more rights than
their counterparts in India. Many voluntary agencies and
organizations are dedicated to protecting the rights of mentally ill
people in the UK. A patient can summon a member of such an
organization at any time during his/her outpatient or inpatient
care.

Meetings of the Mental Health Tribunal are a great learning
exercise. These meetings taught us the importance of
documentation, and the need to understand the concerns of all the
stakeholders in the welfare of the patient, and developed in us the
ability to take care of any lacunae in the long term management

plan of a patient. In contrast, in India, the psychiatrist is like a one-
man army who takes all the decisions regarding patient management
and thinks she/he knows and does the best for the patient.

Social services in the care of mentally ill persons, which are
unheard of in India, are a great asset in the UK. Thus, the
associated problems of mental illness such as a break in education,
unemployment, housing needs, financial difficulties and leisure-
time activities receive valuable inputs from social service agencies.

TRAINING IN PSYCHIATRY
Postgraduate training courses in psychiatry began in India nearly
50 years ago and were based primarily on the British model. The
training has remained almost static in terms of its approach,
content and examination system. However, in the UK it has
changed considerably. The standard and structure of training is
uniform all over the country, approved by the Royal College of
Psychiatrists and is monitored strictly for quality. The trainee
spends a year in general adult psychiatry and 6 months each in any
4 of the specialties—old age psychiatry, child and adolescent
psychiatry, forensic psychiatry, learning disability, eating
disorders, addiction, consultation–liaison, rehabilitation
psychiatry, etc. The trainee works under the supervision of a
consultant in the MDT. During training the emphasis is on a
comprehensive assessment of the patient’s clinical problems
along with risk assessment, personal and social needs, and
appropriate management. Communication skills and liaison with
other stakeholders are also emphasized. The examination leading
to the award of MRCPsych is conducted by the Royal College at
the national level, and is structured and standardized. Further
specialization in a subspecialty of psychiatry requires the person
to work as a specialist registrar for 3 years in one of the
subspecialties. This is a prerequisite to get the certificate of
completion of specialist training (CCST; now CCT) to become a
consultant.

There is an urgent need for the postgraduate psychiatry training
in India to be changed. The standard of training and examination
varies widely across the country. It is time that we bring uniformity
in training so as to provide quality care to our mentally ill
population.

SOCIAL SERVICES FOR AND RIGHTS OF THE
MENTALLY ILL
In India, social services for assisting mentally ill people are
limited. The government has not taken much initiative in this
regard. The main support for such patients is from family members
who take on tasks related not only to providing and supervising
treatment, but also the responsibility of looking after the family
and social needs of the mentally ill member. However, with the
joint family system coming under pressure, the need for social
services in the care of the mentally ill is being felt more than ever
before. It is imperative that a mental health component is introduced
in the existing social services and new measures are initiated to
reduce the burden of mental disorders through social services.
There have been some attempts in this direction such as the
inclusion of mental illness as eligibility for disability benefit.
However, a lot needs to be done.

It was an eye-opener for us to see how the rights of mentally ill
people are protected in the UK. The National Human Rights
Commission in India has commissioned a project on quality
assurance in mental health. But we have a long way to go to
demonstrate our commitment towards the welfare of mentally ill
people.
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PRESCRIBING PRACTICES AND THE
PHARMACEUTICAL INDUSTRY
In the UK, the treating team frequently consults the British
National Formulary (BNF) and the local pharmacy regarding
doses of drugs and drug–drug interactions. A drug can be prescribed
only for a condition for which its use is approved. In England,
unlike in India, one drug is usually manufactured by one
pharmaceutical company. Therefore, the competition between
pharmaceutical companies is towards highlighting the advantages
of their product rather than the quality of their brand. Another
important aspect that we experienced was the relationship with the
pharmaceutical industry. In the UK, a medical representative can
meet a consultant only after making an appointment and not more
than 4–6 times a year. Doctors are allowed to accept gifts of not
more than £ 6 (about Rs 500). Consultants may also accept travel
sponsorship from a pharmaceutical company to attend a scientific
meeting provided prior approval has been obtained from the
hospital. Thus, the relationship is far more regulated and transparent
than that in India—something we should aim to emulate.

AT A PERSONAL LEVEL
The main challenges for us were in the area of language, culture,
local customs and social norms. Though we were conversant with
the language, yet communicating with the local population posed
difficulties because of different dialects, accents and the use of
some unfamiliar phrases. We also needed to appreciate and adjust
to the local systems and social norms. Even though the Department
of Health had a relocation agency in place to help us settle down
comfortably in terms of renting a house, opening a bank account,
familiarizing us with local markets, school admissions of children,
etc., yet it appeared that the relocation process was somehow
considered as a simple physical displacement.15 Doctors in the UK
value their time after office hours and during their annual holidays.
One cannot accumulate holidays over the years and get those
encashed. This encourages people to use their holidays during the
year to take a break—these act as stress relievers. Doctors in the
UK are also particular about their physical fitness.

Another welcome difference was that no patient or family
member could disturb a doctor beyond his duty hours. So no phone
calls after 5 p.m. or on the weekend. Even staff members could not
phone a doctor, unless she/he was on call. This was a great relief

as in India, no clinician can hope to avoid such calls after office
hours!

CONCLUSION
The work environment in a new healthcare system presents new
challenges, besides offering an opportunity to learn new and
varied strategies. We gained in many ways and were deeply
impressed by the value of good record-keeping, the role of MDTs
in mental healthcare in the community, the awareness about the
rights of the mentally ill, the issues of confidentiality and the right
to information, regulation of relationship between medical
professionals and the pharmaceutical industry, the use of standard
treatment guidelines in clinical practice and a uniformity in the
standard of undergraduate and postgraduate medical education
across the UK. Doctors and health policy-makers in India need to
examine these issues carefully and to adapt these in the Indian
healthcare system.
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