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Service user perspectives on the content of the
undergraduate curriculum in psychiatry

AIMS AND METHOD

To explore user perspectives on the
content and delivery of the under-
graduate curriculum in psychiatry.
The study design was qualitative and
used focus groups. Four focus groups
were run with a total of 28
participants.

RESULTS

The key finding was that participants
were clearer about the attitudes they
felt students should convey than they
were about the skills and knowledge
required.

CLINICAL IMPLICATIONS

Service user perspectives on the
content of the undergraduate
psychiatry curriculum need to be
considered as curricula are
developed.

The undergraduate curriculum is the first step to ensuring
that graduating doctors are equipped with the essential
skills and appropriate respectful attitudes that are asso-
ciated with professionalism. Given the current statistic
that one in four people has mental health problems at
some time during their life,1 doctors are likely to
encounter mental health problems irrespective of which
speciality they choose. Currently, only a small fraction of
the undergraduate medicine course concentrates on the
teaching of psychiatry (in some cases as little as 2
weeks).2

The Royal College of Psychiatrists3 now requires user
and carer involvement in postgraduate education and, in
line with recommendations in The National Service
Framework for Mental Health,4 it is appropriate for
service users to be involved in planning and providing the
content of the undergraduate curriculum.

Service users and carers have had increasing input
into health and social care education at a range of levels
including medical training (e.g. Livingston & Cooper,5 Tew
et al 6). Their role in delivering recommendations from

Tomorrow’s Doctors7 that students need guidance on
‘Communicating with people with mental illness including
where patients have special difficulties in sharing how
they feel and think with doctors’ is evident. There is
growing recognition of the spectrum of ways in which
service users and carers can contribute to education.8

Fadden et al 9 discuss four approaches to involvement in
the training of psychiatrists: course planning, sharing
experiences and perspectives, commenting on assign-
ments and involvement in the selection of trainees. With
a notable exception,10 however, there has been very little
systematic evaluation of the impact of involving people
with direct experience of mental ill health as teachers and
tutors. Recent studies have found that trainees are
generally enthusiastic about patients contributing to their
education and assessments although fears were
expressed about the latter.11,12 More has been written
about service user involvement with psychiatric trainees
than with medical students and their roles as teachers
have been more widely explored than their potential
contributions to curriculum development.
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The main study explored service user perspectives
on both the content and process of medical students’
learning about psychiatry, and in this paper we report on
the findings relating to content, having already reported
on the roles of service users in undergraduate
psychiatry.13

Method
Following discussion with user representatives the
method used to elicit service user perspectives was focus
groups. Focus groups are a way of listening to people and
learning from them through creating a line of communi-
cation, and are particularly suitable for vulnerable
participants in the study.14 The method allows group
members to react to and build upon the responses of
others, with the potential development of ideas that
might not be uncovered in individual interviews.

The schedule for the focus groups was developed by
modification of semi-structured interviews used in similar
work elsewhere.15 Four service user groups were identi-
fied through the Mental Health in Higher Education
Project and personal contacts. The contact person for
each of these groups was identified as a user lead. The
roles of the contact person was locally variable but for all
they included representing service user perspectives (on
behalf of their group) to external agencies. User leads
were sent the schedule ahead of the focus groups and
invited to suggest changes.

Procedure

All four groups identified saw collaboration with research
as one aspect of their role. As participants were being
interviewed as members of the group, and not as
patients, ethical approval was not required. The project
was discussed with the research office, however. Each
group leader was asked to identify six to eight partici-
pants who would be willing to participate. No specific
exclusion or inclusion criteria were given. The service user
lead issued an invitation to their members. The date, time
and health status of invitees influenced those who
eventually participated. All the focus groups took place in
locations familiar to the service user groups and lasted
between 90-120min. The same moderator (N.D.)
oversaw all focus groups. Although there was a focus
group schedule, the participants were encouraged to
raise and discuss their own ideas pertaining to key areas
under exploration. Some of the group members were
familiar with each other and used to discussion forums.
Participants were paid travel expenses and a standard
fee. The sessions were audiotaped, with consent, and the
tapes transcribed.

Sample

All four focus group leads who were contacted agreed to
participate. The total sample (over all the groups)
consisted of 16 men and 12 women. All wereWhite adults
with experience of adult mental health services; two also

had experience of services for older people and two
women had used mental health services as children. There
was one carer who cared for her husband who had
mental health problems. The respondents had a range of
mental health diagnoses, as evidenced through the
transcripts, and all were generally well when they
participated. In one group, a young man with substance
misuse problems left the focus group as he felt unable to
continue.

Analysis

All the focus group tapes were transcribed verbatim.
Thematic analysis was undertaken.16 N.D. and R.E.
identified themes independently before discussion to
reach agreement on those of relevance to the research
question. This procedure helped to ensure reliability.
Themes were compared across scripts to develop
conceptual ideas beyond description, and these were
then categorised.

Results
In this paper we report in detail on the themes relating,
on the one hand, to the content of curricula and, on the
other, to how such content should be taught. All par-
ticipants welcomed the opportunity to participate in the
research, and viewed their input as valued and
progressive:

I think training has got better and the fact that we’re having
this meeting shows that things are moving.

There was little variation between the groups in the
attitudes they thought were appropriate. There was more
variation in the depth of knowledge and skills considered
necessary for graduating doctors. The key themes
relating to the educational outcomes were categorised
into attitudes, knowledge and skills.

What should students be taught?
Attitudes
Attitudes are difficult to identify and tend to be conveyed
through specific behaviours. Behaviours described by the
focus groups, that were taken to relate to attitudes, are
described in this section.

. Interpersonal qualities such as caring, listening,
spending time, being non-judgemental.

. Valuing and respecting patients; seeing the patient as
a whole person: demonstration of non-stigmatising
behaviour and non-stereotypical views of patients
withmental illness.

. Empathy and sympathy.

. Conveying hope and a positive outcome.

. Respect for diverse perspectives such as spirituality
and homeopathy (alternative medicine).

. Accepting they have their own limitations and valuing
teamwork.

There was a clear view that users place high value on
doctors presenting themselves as ‘human’ and being able
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to talk to patients as people. This view was held by some
to be of even greater importance than having knowledge
about psychiatric conditions.

I couldn’t care less really whether they knew about it or
not, what I care about is how well they can listen to me and
treat what I had to say with respect, and acknowledge that
I’m an expert in what’s going on with me . . .

Participants clearly wanted to be shown respect and
did not like to be treated ‘differently’ from anyone else.
They were keen to stress that they wanted to be treated
as an equal, be valued and respected as an individual.
Alongside valuing and respecting patients, some users
were keen for doctors to recognise the value of patients’
knowledge and involve them in the management of the
problem. One interviewee commented:

I know what symptoms I had and I know that they’re
sometimes different to the normal symptoms.

When their doctor told them what the symptoms
were and that they didn’t have them, they felt they
weren’t being listened to:

I had other symptoms, they’re my signposts.

All participants felt that doctors needed more
awareness of mental health issues. From some, there was
a request for doctors to have a good understanding of
mental health problems in order to show understanding
and be empathetic towards them.

The adverse impact on users of a negative approach
to mental health led to identification of the need for a
positive attitude in doctors.

I think students should be encouraged to be positive rather
than negative ’cos when you’re ill, when you hear something
negative, you just clam up and feel worse . . . a small point
can lift you.

An example of a negative approach that was felt to
be unhelpful was:

A lot of psychiatrists still have this idea that if you’ve got
schizophrenia it’s going to be deteriorating and you’re going
to just get worse and worse.

Some of the attitudes identified as important were
generic to all specialties and not just psychiatry. Respect
for diversity was one of these areas, particularly with
respect to spiritual and religious beliefs. There was a view
that students sometimes needed better preparation
before being expected to address their own fears about
mental health.

Some students were saying they were placed on psychiatric
wards and they hadn’t really had much briefing beforehand
and they found it really, really frightening . . . they didn’t
know how to relate to patients.

Many of the fears and uncertainties doctors face in
relation to people with mental health problems are
viewed as being related to a lack of knowledge of
psychiatric disorders. There was a view that doctors
should ‘learn to recognise what mental health is, as
opposed to mental illness, and start with themselves’.

Knowledge
There was little discussion about specific content within
these ‘knowledge’ themes. When content was raised, it

reflected personal experience of having received poor
care in that area (e.g. side-effects of medication).
However, one example showed that knowledge is about
more than the clinical aspects of a mental illness; it also
relates to knowledge about public understanding of
terminology used to describe the illness.

I just wanted to say something specific about stigma and
schizophrenia, it’s just that schizophrenia’s in a strange
position because the word as it’s used in ordinary language
means something different to how it’s used as a medical
term.

Specific knowledge areas that arose in the
discussion included knowing about different presenta-
tions of mental illness, psychotropic medication and its
side-effects, and service design.

Skills

. Effective at engaging patients and developing a
partnership with them.

. Good and effective communication skills.

. Basic counselling skills: effective at listening, seen as
being there for the patient.

. Making an assessment, being able to diagnose and
manage the problem.

There was a clear view that the doctor’s skill in
developing meaningful partnerships with patients was
important, particularly with regard to patient involve-
ment in the management of their illness. There were
some service users who want to be involved in decision-
making, whereas others want professionals to be
directive:

I had to ask for a sick note for work and he actually asked
me ‘how long do you need?’. I thought, well, you’re the
doctor; presumably you might have some idea of how long
these things last.

In order to engage individuals, it was recognised
that doctors need good communication skills. Some of
these skills relate to language itself:

Thinking about the language that you use, how you use it,
who you’re using it with but making sure that you’re
actually setting up a dialogue as opposed to telling
somebody.

Communication skills were also seen as essential for
teamwork with other team members providing care
(including effective communication between primary and
secondary providers). Counselling skills are inextricably
linked to perceived attitudes of the doctor and their
impact on the patient. Active listening was identified as
key:

They [doctors] don’t actually have to cure it, they can just
sit there and listen to you and that actually might be all you
need, not being frightened by the emotion or distress that
can come out.

The importance of clinical skills, when these were
mentioned, was nearly always tied up with the impor-
tance of a positive attitude of the doctor:

When I’m ill, I want a good technician there and a good
human being who’s going to help me.
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The organisation and delivery of teaching

The main findings that arose with respect to teaching
were:

. teaching onmental health should be integrated and
early in the course (with a view to addressing negative
attitudes);

. teaching of mental health should be recurring;

. more time shouldbe given to this area than is currently
devoted to it;

. participants questioned the value of students sitting
in out-patient clinics and ‘just observing’.

Such views were grounded in participants’ own
experiences, and their view that many doctors are simply
not adequately aware of mental health problems and
their impact on individuals. There was some agreement
that psychiatry should be taught in recurring blocks of
time, rather than individual days spread over a longer
period of time. In addition, it was felt that students need
to explore their own perceptions of mental health, as well
as attitudes and prejudices towards mental ill health. This
should be done as a priority in the early stages of their
training.

There was much concern that in some medical
schools the teaching of psychiatry was optional and
delivered over a very short period. One service user felt
that all doctors should have 6 months basic training in
mental health, whereas another felt that as much as 50%
of training should relate to mental health, given that a
large percentage of people visiting their general practi-
tioner (GP) do so with mental health issues. Although this
might be a tall order for medical schools to deliver, there
was a suggestion that some of this teaching could be
provided by exploiting the expertise available in general
practice.

They could tap into things like mental health practitioners
and mental health workers now attached to GP surgeries.
Where we are, the PCTs [primary care trusts] actually in
CAMHS [children and adolescent mental health services],
picking out certain GPs who have an expertise and an in-
terest and trying to develop links with them and using them
in training.

Where service users are involved in teaching, it was
felt that the main benefit derived from them sharing their
own experience and not from their identity as a repre-
sentative of a particular organisation or mental health
charity. One user was adamant that consultant psychia-
trists have an important role to play in teaching clinical
psychiatry.

One service user described the effective use of
reflective e-portfolios in the second year of medical
teaching. In this, exposure to different patients and the
impact on students’emotions and thoughts about mental
health could be reflected upon and documented. This was
considered to be useful when followed up by one-to-one
or small group discussion with a tutor.

There was consensus that medical education and the
training of doctors had changed for the better although
there was still progress to make.

Discussion
This study has confirmed some previous findings about
what service users want from professionals who provide
care and support - good and effective communication
skills, an ability to listen, to make a holistic assessment
and to work in partnership. These fundamentals have
been acknowledged in guidance on the development of
undergraduate medical curricula.7,17

This study has identified the emphasis that service
users place upon the development of interpersonal
qualities; prized, by some, even over and above the need
for knowledge about mental disorders. There were strong
feelings too about the need for an awareness of the
stigma and discrimination associated with mental ill
health - to be acquired from an early stage of training,
so that young doctors can recognise the effects of
stigma as well as counter their own prejudices and
misconceptions about mental ill health.

Service users in this study also felt that doctors need
to understand what constitutes good mental health
before they can build their knowledge and understanding
of mental ill health. Although medical training as a whole
tends to begin with a focus on health and move to an
understanding of ill health, in mental health teaching, the
converse can be true. Given the increasing levels of
mental ill health among students and doctors, a focus on
issues of ‘self’ and ‘self-care’ may, as one participant
suggested, be a helpful starting point.

A key finding of the study was the need for medical
students to ‘learn’ or develop specific attitudes. Whether
attitudes can be learnt, or whether they are an innate
attribute, is open to debate but we do know that atti-
tudes are portrayed by behaviour. The medical school
curriculum could, therefore, develop self-awareness
about how the student doctor’s behaviour may be inter-
preted, especially by particularly vulnerable individuals
with mental health problems. Attitudinal behaviour
displayed by doctors may be influenced by having to
deal with the unknown - being afraid and not knowing
how to develop a professional relationship with a
person with mental health problems. Involvement with
mental health service users may allay this fear, and
involvement of service users and carers in delivering the
curriculum may provide the powerful influence that is
required.

The undergraduate curriculum is already crowded
but clearly it was felt that more time should be given to
psychiatry than is currently provided, and coverage
should be compulsory, not optional. All doctors will meet
patients with mental ill health and lack of knowledge and
understanding will impede their ability to take a holistic
approach to patient care. It is of particular note that the
participants lacked clarity about the knowledge required
but this is not to say that they deemed knowledge or
skills as less important.

Limitations of the study

There was no representation of minority ethnic groups in
the focus groups and this may have resulted in less of a
focus on cultural issues than might otherwise have been
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the case. In one of the groups the issue of tailored and

individual care was discussed, however. The participants

in this group were clear that doctors still had much to

learn through working alongside patients, rather than

being focused solely on issues judged by professionals to

be important. Limitations on time and resources

precluded, in this instance, focus groups with carers. They

too have a valuable contribution to make to these

debates. This small study indicates that the service user

role in curriculum design and delivery warrants further

exploration.

Conclusion
That service users have relevant and helpful perspectives

to share is clear from this research. At a local level,

service user focus groups may prove one way forward in

enhancing programme planning. It does appear from this

study that service users are clearer about the attitudes

that they expect doctors to convey than the knowledge

and skills that they expect them to have.
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