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Editorial

Deliberate practice and CPD in psychiatry

Dinesh Bhugra

Abstract Deliberate practice (the seeking of situations in which one’s skills are challenged and thus improved) is
key to the acquisition of clinical expertise. This editorial outlines the philosophy of deliberate practice
and potential difficulties in making use of it in psychiatry.

The difference between a competent and an expert
clinician lies in a number factors. Both need a cer-
tain knowledge base and an understanding of the
patient’s experience of their distress and symptoms.
However, the expert clinician has not only additional
experience, but also a more focused knowledge base.
Individuals need experience to become professionals,
but extensive experience does not make people
experts. Levels of attainment and retention of
knowledge both depend on characteristics internal
to the individual such as innate ability and mental
capacity. However, a more significant factor in the
quest for expert status is external and is known as
deliberate practice.

Deliberate practice involves the construction
or seeking of situations in which individuals are
able to attain goals that exceed their current level
of performance (Ericsson, 2004). The goal of delib-
erate practice is improved performance. Careful
monitoring and problem-solving are integral parts
of development in many fields (e.g. Gruson, 1988;
Miklaszewski, 1989), not least in medicine in general
and psychiatry in particular. Setting specific goals,
obtaining immediate feedback and concentrating
as much on technique as on outcome are three key
components of deliberate practice.

Expert performance is mediated by complex in-
tegrated systems of representations, which include
planning and carrying out a task, and monitoring
and analysing its execution. Motivation to attend to
the task and exert effort to perform repeatedly at a
level that can be recognised objectively as excellent
is a significant component of deliberate practice. The
principal difference between acquisition of everyday
skills and what in psychiatry we would call continu-
ing professional development (CPD) or continuing
medical education (CME) is related to difference

in timescale (Ericsson, 2004). Professional develop-
ment takes years (generally around 10) to become a
reliable indicator of expertise (Ericsson et al, 1993).

Ericsson (2004) argues that various stages of
learning are required to achieve expert performance
in medicine. These include defining representative
tasks that highlight the essence of the domain to be
mastered. In the ‘craft’ specialties such as surgery or
anaesthesia, the objective criteria are relatively clear,
whereas in ‘art’ specialties such as psychiatry and
general practice different issues emerge. Specialists
must display deeper knowledge of diseases. How-
ever, knowledge about illness (i.e. how mental
disease affects individuals and those around them)
is equally important in psychiatry.

Deliberate practice is a highly structured activity,
the explicit goal of which is to improve performance
by investing in specific tasks to overcome weakness.
Performance is carefully monitored to provide cues
for ways to improve it further (Ericsson et al, 1993).
Deliberate practice is not inherently enjoyable and
requires effort, concentration and motivation.

Deliberate practice starts at a low level and
increases slowly. The traditional view of deliberate
practice assumes that certain people are drawn to
fields in which they have innate ability to learn the
associated skills. However, this is not always the
case: not every professional has the ability to become
an expert in their chosen field.

Motivational understanding is crucial in making
sense of deliberate practice (Guest ef al, 2001). This
pertains to having the desire to improve and learn
from the experience. In addition to motivation, effort
constraint (directly related to the amount of practice)
and amount of practice itself (Bloom, 1985) also play
a role. Once everyday skills have been mastered,
arrested development may follow (Ericsson, 1998)
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if either further experience or deliberate practice do
not follow. Dissatisfaction with one’s work appears
tobe necessary to motivate continual improvement,
but although self-analysis and self-monitoring
produce dissatisfaction, the latter by itself will
not be sufficient to improve performance (Guest
et al, 2001).

Deliberate practice and the UK
psychiatrist

The theoretical framework of deliberate practice
means that improvement in the performance of as-
piring experts does not happen automatically but
through changes in cognitive performance (Ericsson,
2006). Deliberate practice is designed to improve
specific aspects of performance, which can be meas-
ured and integrated into representative performance.
In deliberate practice, individuals concentrate in
actively trying to go beyond their current abilities.
For consultant psychiatrists in the UK who wish to
use deliberate practice in CPD now and in recertifi-
cation in due course, assessment tools for measuring
it and its outcomes are essential. It is not always
easy to measure outcomes (Ericsson & Charness,
1994), and resources need to be identified and
delivered. As part of CPD and of personal develop-
ment, deliberate practice and peer development

groups can (and should) be used to encourage,
motivate, support and evaluate psychiatrists’ efforts
to deliver better clinical services.
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