Fax transmission

To: Bill Fulford  Fax 0171 267 7695

From: Donna Dickenson Fax 01865 351223

Date: 29 March 1999

Subject: Casebook in Psychiatric Ethics

______________________________________________

Dear Bill,

Many thanks for the most recent packages, containing the remaining chapter introductions and chapter 9 on the teaching seminar. You really are steaming along nicely. Apologies for mislaying two of your chapter introductions!—and thanks for offering to send them again (chapters 6 and 8). I’m sending you the comments on the ones which I have read, and will send my comments on 6 and 8 by the end of the week, if I receive fresh copies tomorrow, as you thought might be possible

Chapter 5 introduction

Once this gets going, it's very good, particularly the introduction to the Francesca Gindro case. What you say on delusion and practical reasoning is very helpful indeed. I'm a bit less certain about ending on the commonalities between Anglo-American and Continental philosophy, as taught at Warwick: we don't really deal with that in the Gindro case, nor with the list you offer on p. 7 (narrative ethics, ethnography, etc.) Perhaps we should, but it's too late now to go adding them in.

I'm not too happy with beginning with the mind-brain question. This isn't what the bulk of the cases in this chapter are about: I don't really see that it applies to Jane Gillespie. Responsibility, agency and control seem much more like the overarching themes to me.

I must admit to some lingering distaste for Mrs Lazy, not just because of the name-- which does need urgent change!-- but because I think including it here takes the whole chapter introduction off on a false lead. If it fits anywhere, it seems to me to go better in chapter three; there are parallels to Elizabeth Orton, as to whether the behaviour is pathological or merely socially unacceptable. But you already had quite a neat pairing between the two chapter three cases in that introduction, so you might not want it there. Yet it also seems to me that these two cases, Jane and Francesca, make quite a good pair, and that Mrs Lazy destroys that symmetry. 

Chapter 6 introduction

Comments to follow

Chapter 7 introduction

I presented the Alan Masterson case to an audience of forensic and child psychiatrists at the School for Public Policy last week. Their comments centred on the named doctor model (for liaison between social and mental health services), as well as the hierarchy questions (when Social Services takes the case all the way up the hierarchy, it seems an inflammatory action to the psychiatrists), and they were very taken with the Pascal’s wager argument about low probability-high loss risks. Perhaps these points could be brought out a little more in the introduction; I have the sense that the reorganisation of child protection services is proceeding apace. 

Exactly how does breaching Alan Masterson’s confidentiality increase rather than decrease the risk to the children? I suppose the answer is that his depression, which is treatable, may worsen. But that doesn’t itself pose a risk to the children. You seem to be admitting implicitly that he is dangerous—which is exactly what the clinicians are apparently denying by refusing to give the release date to Social Services.—The difference of risk perception in this case, which you mention on p. 8, really has to do with different utility/loss assessments. Risk is the combination of probability and utility. It seems in this case that Social Services are more worried about the potential loss of the children’s possible deaths and psychiatry services more obviously worried about the breakdown in the therapeutic relationship. This is where Pascal’s wager comes in: the probability of the children’s deaths may be lower, if Alan is released, than the probability of the therapeutic relationship breaking down, if confidentiality is broken; but the loss of the children’s deaths is much greater, nearly infinite in Pascal’s terms.

I don’t know whether David has written up the problems of mandatory reporting, but you could always just cite our clinical-ethical round in the references.

On p. 4 you say that the Bolam principle is under threat from professional guidelines (among other factors). I would think that professional guidelines actually reinforce the Bolam principle: a doctor is protected more tightly from negligence actions if s/he can be shown to have followed the standard for the profession, clearly set out in guidelines (rather than it being up to a judge to decide which expert’s version of standard practice he chooses to believe).

On p. 6 the wording in relation to Pascal rather suggests he wrote in the nineteenth century!

Overall, a clear and lively introduction.  I really like the three myths at the end!

Chapter 8 introduction

Comments to follow

Chapter 9: teaching seminar

Use of the word ‘hysteria’ on bottom of p. 2 is rather OTT, I think, in relation to sexual ethics. 

I agree that issue-based teaching is susceptible to the risk of being driven by high-profile cases (as you say on p. 3), but then so is any form of teaching medical ethics. Our cases come from those which clinicians thought important enough to bring forward for clinical-ethical rounds, but that doesn’t necessarily mean that they’re abnormally high-profile and not sufficiently ‘everyday’. The feedback I got from the forensic and clinical psychiatrists suggested that the Alan Masterson case represented a common experience for them.

I very much like the way you reinforce our argument that there is no contradiction between being philosophically rigorous and being clinically practical. (p. 3) You could perhaps add that narrative/discourse ethics explicitly brings together case history detail and philosophical rigour in a particular ethical approach. The importance of narrative was underrated by the dominant ethical theories which focus on the rightness of actions (deontology and consequentialism) but is also explicitly recognised by the recently revived theory of virtue ethics, which focuses on what sort of person it is right to be rather than what sort of things it is right to do.

The four-part method which you present (p. 5) bears a strong resemblance to problem-based learning, which could perhaps be cited (I can probably find some references). As many medical schools now use PBL extensively, our suggested plan would fit right in—and practitioners who have been exposed to PBL-based teaching in medical school would also be likely to welcome it in continuing professional development. – Stage 4 (de-briefing) is very important, I agree, and frequently neglected, but it actually needs to include even more time for reflection on the session and the learning process itself. (This is again a feature of PBL which can helpfully be generalised to other contexts.) You do say (p. 11) that it’s sometimes useful to ask the group what they’ve learned from the seminar, but this is actually a bit more top-down and ‘schoolish’ than reflection on the activity in the fashion advocated in PBL.

On p. 8, it doesn’t have to be a choice between participants’ own examples and the set case. Beginning with the set case, one could still build in time for participants to suggest applications from their own practice. Or they could be sent the case in advance and asked to think of similar events they’ve encountered. This worked very well in the Alan Masterson lecture I did last week, where participants received the case in advance with the conference mailing.

On p. 10, your reference to the four principles is perhaps a little misleading, giving the impression that all one has to do is to balance the principles in a particular case. This seems to me to be the opposite to the way we’ve been advocating, at least through the example of my own case discussions. It takes an a priori set of principles and applies them deductively—or, in my view, chops the case off to fit the principles, in Procrustean fashion!

Also on p. 10: outcome and follow-up would be important to consequentialist ethicists, too, not just to clinicians. And for those of us interested in moral luck, outcome is very fascinating indeed!

Please, please, please get rid of the reference to Elizabeth Orton as ‘a career woman who does not want her baby!!!!!!!!’ (p. 13) Just call her ‘a woman who says she does not want her baby.’

I would of course welcome any comment by David, but first of all, this wasn’t his case—it was Sara Forman’s, but we can’t really ask her to write an identified commentary without breaking confidentiality. Secondly, David is always incredibly busy, and I don’t really want to delay submission while we wait for his comments. A compromise might be to ask him to write a commentary while the manuscript is out with OUP’s critical reader, after submission.

Your summary of what has been learned focuses primarily on enhanced mutual understanding. This is clearly important, but there is also quite a lot of substantive learning about ethics and law going on: eg the Tarasoff and Egdell cases on confidentiality, or utilitarian arguments about enhancing autonomy. The medical paradigm in psychiatry is also dissected with reference to the Reznek book. It’s important to mention the substantive learning if we want to book to be used in undergraduate medical education, and I think the knowledge learning points covered are more extensive than those you mention.

Overall, this is an excellent elucidation of the issues in the case, sympathetically discussed, and with a sense of driving towards clinical application rather than just rambling around the ethical issues. I hope that it will put paid to comments (such as Jim Birley’s initial reaction) that the cases are too discursive. The fullness of detail in the cases, and the breadth of issues raised throughout the book (rather than just application of the four principles template) do enable the tutor to bring out the sorts of subtleties you suggest in your commentary. (I don’t think I’m just flattering myself—or am I?!?)

