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Editorial
Psychiatric research in occupational medicine: the
future of an illusion?

During the second world war psychiatry developed to
occupy an important place in military medicine. An
extraordinary synthesis occurred which allowed the
application of new techniques for the selection and
training of troops as well as the prompt identification
and treatment ofmen suffering from "shell shock" and
battle neuroses: one result of this was that morale was
reported to be higher and the psychiatric casualty rate
lower than in the first world war.

It was inevitable that attempts would be made to
apply the insights of clinical psychiatry, in a similar
way, to the problems confronting occupational
medicine. In 1943 a symposium on "Psychiatric advice
in industry" was told by Aubrey Lewis, perhaps the
most influential psychiatrist of his day, that his
colleagues of the future would almost become fixtures
in the workplace, providing vocational guidance and
identifying sources of psychological disturbance,
thereby increasing productivity.'
At the same time, within psychiatry, the importance

of the "occupational factor" in successfully
rehabilitating patients with major psychoses was
recognised. Links between psychiatry and industry
became close with the establishment of industrial
rehabilitation units, simulating factories, within men-
tal hospitals.2

In the immediate postwar period this optimism
encouraged an immense growth in research into the
psychiatric problems specific to work and
occupational settings. Groups in the United King-
dom3 and in the United States4 examined such subjects
as absenteeism and accident proneness as psychiatric
problems, demonstrating how intervention could
improve performance. An academic framework sup-
ported this: the Medical Research Council in the
United Kingdom founded no less than three units
devoted to industrial psychiatry alone.2

By the early 1970s this promise had proved false:
although the reasons are obscure, Murphy in his sad
review, "The decline of industrial psychiatry" des-
cribed how the institutional organisation decayed as
psychiatric interest moved to other areas and sus-
picion grew within occupational medicine. It was, as
he writes, "hard ... to avoid the conclusion that
relations between psychiatry and industry have
deteriorated instead of improving ... a clear oppor-
tunity for primary prevention has been lost."2

Fourteen years later the situation is, if anything,
bleaker: research in the area of occupational psy-
chiatry has diminished to an intermittent trickle while
clinical opportunities are rare.
The average psychiatrist receives no postgraduate

training in even the rudiments of occupational
medicine and generally regards employment as a rare
but valuable opportunity for rehabilitation for his
patients. The occupational physician, on the other
hand, is more likely to receive a training in
occupational psychology or ergonomics than in psy-
chiatry and such as there is would appear to concen-
trate on the major psychoses which are rare in working
populations.
The resulting mutual ignorance and the failure to

understand the other discipline's point of view only
broadens the gap produced by the very different
development of the specialities.
The most important successes in postwar

occupational medicine have been in the application of
epidemiology to the occupational cancers: this has
become the central paradigm of the specialty.5 There is
a major advantage that "normal" and "pathological"
have little or no overlap whereas advanced methods of
recording mortality linked to occupation encourage
the process. Furthermore, the evolution of toxicology
has allowed the efficient laboratory testing of hypoth-
eses derived from such epidemiological studies.
The development of effective treatments for the

major psychiatric disorders has led to an explosion in
research into psychiatric epidemiology. It is now
apparent that overt psychiatric illness-for example,
rates of presentation to psychiatrists-represents only
a small fraction of the population's total "load" of
psychiatric disorder. The discovery that even major
psychopathology is not incompatible with leading a
normal life has tended to highlight problems of
classification and case definition.6

Although the details are far from resolved, it is now
accepted that satisfactory psychiatric research
depends on the use of validated interviews and ques-
tionnaires to detect symptoms and syndromes rather
than on the use of clinical diagnoses.

In the developed world the classic diseases of
occupation are disappearing or becoming rarities as
working conditions improve: they are being replaced
by those illnesses with few or no physical signs, those
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with symptoms such as fatigue, forgetfulness, or
anxiety. The patients with such conditions present not
to the psychiatrist but to the occupational physician.
The search for single aetiologies, which occurs in-

internal medicine, has long been abandoned in most of
psychiatry since it has been judged to yield few useful
results. Whereas psychiatrists may have radically
differing views on the relative contributions of
different agents they tend to agree that the aetiology of
most mental illness is multifactorial. The best
aetiological research in psychiatry is multidisciplinary
and expensive.

Unfortunately, the absence of an occupational
psychiatry based on such principles has meant that the
"new" diseases of occupation are investigated in a
manner similar to physical ailments. For example,
psychometric tests measuring psychological functions
are applied and their results interpreted as though they
were equivalent to an erythrocyte sedimentation rate
or an FEV, or questionnaires are used to diagnose
"depression."

Also, unfortunately, psychometric tests were
developed to measure given functions of the psyche: a
small proportion of these may be used to document
cerebral dysfunction if applied correctly. It is far from
clear if any value remains if these diagnostic tests are
used as research tools to large numbers of workers.
They certainly cannot generate a meaningful diagnosis
any more than can a questionnaire. Yet the literature
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on, for example, the adverse effects of solvents is now
occupied by such studies having forced a few psy-
chiatric contributions out.7

It is probably unpalatable but if occupational
medicine is to explore psychiatric disturbance among
working populations then it is vital that some dialogue
and cooperation is established with the discipline of
psychiatry.

R R O'FLYNN
Division of Psychiatry,
United Medical and Dental Schools of Guy's & St
Thomas's Hospitals,
Guy's Hospital,
London Bridge, London SE] 9RT.
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