
CORRESPONDENCECORRESPONDENCE

(2005): ‘the clinical treatment of young(2005): ‘the clinical treatment of young

people identified as being at high risk of de-people identified as being at high risk of de-

veloping a psychotic disorder, particularlyveloping a psychotic disorder, particularly

the use of neuroleptics, should be providedthe use of neuroleptics, should be provided

only in the context of a research trial,only in the context of a research trial,

where standards of informed consent andwhere standards of informed consent and

monitoring are highest’.monitoring are highest’.

Nevertheless, there remain worriesNevertheless, there remain worries

about trials in poorer countries. Ethicalabout trials in poorer countries. Ethical

committees often do not have the samecommittees often do not have the same

level of independence as they do elsewhere,level of independence as they do elsewhere,

financial inducements may lead to covert orfinancial inducements may lead to covert or

overt pressures, and there is even sometimesovert pressures, and there is even sometimes

a nationalistic element (e.g. if country Xa nationalistic element (e.g. if country X

can recruit 100 patients, we must notcan recruit 100 patients, we must not

recruit fewer than 200). This somewhatrecruit fewer than 200). This somewhat

macho mentality may be behind commentsmacho mentality may be behind comments

such as that by Khannasuch as that by Khanna et alet al (2005) that the(2005) that the

symptoms of mania in the patients seensymptoms of mania in the patients seen

were ‘substantially more severe than thosewere ‘substantially more severe than those

of patients with bipolar disorder parti-of patients with bipolar disorder parti-

cipating in trials elsewhere’, implying thatcipating in trials elsewhere’, implying that

only countries that can be successful inonly countries that can be successful in

persuading these ‘difficult’ patients to takepersuading these ‘difficult’ patients to take

part should be chosen.part should be chosen.

We note that the Indian Council ofWe note that the Indian Council of

Medical Research has now decided to auditMedical Research has now decided to audit

clinical trials systematically to ensure thatclinical trials systematically to ensure that

national recommendations are followednational recommendations are followed

(Mudur, 2005) and the outcome of this will(Mudur, 2005) and the outcome of this will

be followed closely. For our part, we havebe followed closely. For our part, we have

made changes to our refereeing procedure,made changes to our refereeing procedure,

and have been asking assessors to examineand have been asking assessors to examine

more closely the ethical aspects of papersmore closely the ethical aspects of papers

that are submitted. We shall also be usingthat are submitted. We shall also be using

our new group of international editors (inour new group of international editors (in

the case of India this will be Dr Vikram Pa-the case of India this will be Dr Vikram Pa-

tel) to advise on ethics both generally andtel) to advise on ethics both generally and

with regard to specific papers, attemptingwith regard to specific papers, attempting

as much as possible to take account of theas much as possible to take account of the

need for ‘autonomy, beneficence, non-need for ‘autonomy, beneficence, non-

maleficence and justice . . . and care ethics’maleficence and justice . . . and care ethics’

summarised by Bloch & Green’s (2006)summarised by Bloch & Green’s (2006)

recent paper.recent paper.
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Antiparkinsonian prescriptionAntiparkinsonian prescription
and extrapyramidal symptomsand extrapyramidal symptoms

ParkPark et alet al (2005) cite the results of clinical(2005) cite the results of clinical

trials as evidence supporting their hypoth-trials as evidence supporting their hypoth-

esis that the use of antiparkinsonian drugsesis that the use of antiparkinsonian drugs

in schizophrenia is an indication of extra-in schizophrenia is an indication of extra-

pyramidal symptoms (EPS). This may bepyramidal symptoms (EPS). This may be

true for clinical trials (most of whichtrue for clinical trials (most of which

include young adults with no comorbidity)include young adults with no comorbidity)

but may not hold true for their observa-but may not hold true for their observa-

tional study, in which other factors suchtional study, in which other factors such

as prescribing habits and comorbidity mayas prescribing habits and comorbidity may

affect the reason for prescription of antipar-affect the reason for prescription of antipar-

kinsonian drugs. As the mean age of theirkinsonian drugs. As the mean age of their

sample was 48.6 years, which falls withinsample was 48.6 years, which falls within

the range in which Parkinson’s diseasethe range in which Parkinson’s disease

often develops, some patients could haveoften develops, some patients could have

been receiving antiparkinsonian drugs forbeen receiving antiparkinsonian drugs for

the illnessthe illness per seper se. Although this is. Although this is

mentioned as a limitation of the study, itmentioned as a limitation of the study, it

has an adverse impact on the centralhas an adverse impact on the central

hypothesis. Since decrements and incre-hypothesis. Since decrements and incre-

ments in antiparkinsonian medicationments in antiparkinsonian medication

followed expectations from changes infollowed expectations from changes in

antipsychotics (Tranantipsychotics (Tran et alet al, 1997), the results, 1997), the results

could well reflect the prescribing pattern ofcould well reflect the prescribing pattern of

the general practitioners (GPs) rather thanthe general practitioners (GPs) rather than

be true evidence for the presence of EPS.be true evidence for the presence of EPS.

One of the main limitations of the studyOne of the main limitations of the study

is the lack of data regarding the reason foris the lack of data regarding the reason for

switching antipsychotics. As it is manda-switching antipsychotics. As it is manda-

tory to submit data of all major illnessestory to submit data of all major illnesses

(presumably including Parkinson’s disease),(presumably including Parkinson’s disease),

any indication for prescribing or alteringany indication for prescribing or altering

medication and any adverse drug reactionmedication and any adverse drug reaction

to the General Practice Research Databaseto the General Practice Research Database

(GPRD; Walley & Mantgani, 1997), the(GPRD; Walley & Mantgani, 1997), the

data could have been provided and woulddata could have been provided and would

have helped in the interpretation of thehave helped in the interpretation of the

results. Furthermore, during the periodresults. Furthermore, during the period

studied more than 400 GPs provided datastudied more than 400 GPs provided data

to GPRD but data from only 266 wereto GPRD but data from only 266 were

analysed. It is not clear why the data fromanalysed. It is not clear why the data from

some GPs were excluded.some GPs were excluded.

ParkPark et alet al (2005) classified their study(2005) classified their study

population as those switched from typicalpopulation as those switched from typical

to atypical antipsychotics (TA group) andto atypical antipsychotics (TA group) and

those switched from typical to differentthose switched from typical to different

typical antipsychotics (TT group). How-typical antipsychotics (TT group). How-

ever, when we add up the total figuresever, when we add up the total figures

provided (3% and 99% were receiving aty-provided (3% and 99% were receiving aty-

picals and typicals respectively in 1992,picals and typicals respectively in 1992,

which changed to 47% and 70% inwhich changed to 47% and 70% in

2000), it appears that some patients were2000), it appears that some patients were

receiving a combination of both classes ofreceiving a combination of both classes of

antipsychotics. This could have influencedantipsychotics. This could have influenced

the trend for prescribing antiparkinsonianthe trend for prescribing antiparkinsonian

drugs.drugs.
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Authors’ reply:Authors’ reply: We agree with the com-We agree with the com-

ments of Grover & Kulhara on the lack ofments of Grover & Kulhara on the lack of

information about the specific reasons forinformation about the specific reasons for

the prescription of antiparkinsonian drugsthe prescription of antiparkinsonian drugs

in our observational study. We have statedin our observational study. We have stated

that such prescribing might have been influ-that such prescribing might have been influ-

enced by factors other than the occurrenceenced by factors other than the occurrence

of EPS. However, previous naturalisticof EPS. However, previous naturalistic

studies have shown that the use of antipar-studies have shown that the use of antipar-

kinsonian medication was highly correlatedkinsonian medication was highly correlated

with clinical indices of EPS when patientswith clinical indices of EPS when patients

were prescribed antipsychotics (Barakwere prescribed antipsychotics (Barak etet

alal, 2002; Bobes, 2002; Bobes et alet al, 2003; Montes, 2003; Montes et alet al,,

2003). In addition, the sudden change in2003). In addition, the sudden change in

the incidence of antiparkinsonian drug usethe incidence of antiparkinsonian drug use

following introduction of atypical antipsy-following introduction of atypical antipsy-

chotics in the entire population (not justchotics in the entire population (not just

among patients who switched type of anti-among patients who switched type of anti-

psychotic therapy) makes it unlikely thatpsychotic therapy) makes it unlikely that

physician prescribing habits were a strongphysician prescribing habits were a strong

alternative explanation for our findings.alternative explanation for our findings.

Since we observed the same patientsSince we observed the same patients

over time in the analysis of drug switching,over time in the analysis of drug switching,

changes in antiparkinsonian drug prescrib-changes in antiparkinsonian drug prescrib-

ing following the switch could be explaineding following the switch could be explained

by the differential effects of antipsychoticsby the differential effects of antipsychotics

on EPS.on EPS.

Nevertheless, antiparkinsonian drugNevertheless, antiparkinsonian drug

prescribing is only a marker of EPS andprescribing is only a marker of EPS and
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cannot perfectly reflect the incidence ofcannot perfectly reflect the incidence of

EPS. Owing to the limitation of our data-EPS. Owing to the limitation of our data-

set (which did not include indicationsset (which did not include indications

for prescriptions), we cannot exclude thefor prescriptions), we cannot exclude the

possibility that some patients may havepossibility that some patients may have

been prescribed antiparkinsonian medi-been prescribed antiparkinsonian medi-

cation because they had Parkinson’scation because they had Parkinson’s

disease, not because they had EPS causeddisease, not because they had EPS caused

by antipsychotics.by antipsychotics.

Grover & Kulhara question why weGrover & Kulhara question why we

included only 266 GPs in this study. Weincluded only 266 GPs in this study. We

selected from the GPRD only those patientsselected from the GPRD only those patients

who had been diagnosed with schizo-who had been diagnosed with schizo-

phrenia and prescribed antipsychoticsphrenia and prescribed antipsychotics

between 1992 and 2000. Therefore 6356between 1992 and 2000. Therefore 6356

patients who met those requirements andpatients who met those requirements and

their 266 general practices were includedtheir 266 general practices were included

in the study.in the study.

Grover & Kulhara raise the possibilityGrover & Kulhara raise the possibility

that patients might have taken boththat patients might have taken both

classes of antipsychotics simultaneously.classes of antipsychotics simultaneously.

We examined the effects of switchingWe examined the effects of switching

antipsychotics on antiparkinsonian drugantipsychotics on antiparkinsonian drug

prescribing by classifying patients into twoprescribing by classifying patients into two

groups. We defined the TA group asgroups. We defined the TA group as

patients who had been prescribed typicalpatients who had been prescribed typical

antipsychotics with no atypical anti-antipsychotics with no atypical anti-

psychotic use before the switch, completelypsychotic use before the switch, completely

stopped typical antipsychotics and subse-stopped typical antipsychotics and subse-

quently switched to atypical antipsychotics,quently switched to atypical antipsychotics,

with no typical antipsychotic use for at least 2with no typical antipsychotic use for at least 2

years after the switch. The TT group includedyears after the switch. The TT group included

patients who were prescribed one typicalpatients who were prescribed one typical

antipsychotic (e.g. chlorpromazine) thenantipsychotic (e.g. chlorpromazine) then

switched to a different typical antipsychoticswitched to a different typical antipsychotic

(e.g. haloperidol), and who never received(e.g. haloperidol), and who never received

an atypical antipsychotic during the studyan atypical antipsychotic during the study

period. Therefore, by definition, no patientsperiod. Therefore, by definition, no patients

in our study were receiving a combinationin our study were receiving a combination

of both classes of antipsychotics.of both classes of antipsychotics.
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Treatment of borderlineTreatment of borderline
personality disorderpersonality disorder

Fonagy & Bateman (2006) hypothesiseFonagy & Bateman (2006) hypothesise

that a more benign course of borderlinethat a more benign course of borderline

personality disorder may partially resultpersonality disorder may partially result

from a reduction in iatrogenic harm. Theyfrom a reduction in iatrogenic harm. They

describe people with borderline personalitydescribe people with borderline personality

disorder as having ‘hyperactive attachmentdisorder as having ‘hyperactive attachment

systems’ which interfere with the thera-systems’ which interfere with the thera-

peutic relationship and treatment. Theypeutic relationship and treatment. They

describe ‘treatment’ as being psychosocialdescribe ‘treatment’ as being psychosocial

treatment or psychotherapy, and attach-treatment or psychotherapy, and attach-

ment figures as therapists.ment figures as therapists.

Many people with borderline personal-Many people with borderline personal-

ity disorder do not receive psychotherapyity disorder do not receive psychotherapy

but do have contact with psychiatricbut do have contact with psychiatric

services – casualty assessments, out-patientservices – casualty assessments, out-patient

contact with generic services, brief crisiscontact with generic services, brief crisis

admissions and sometimes even prolongedadmissions and sometimes even prolonged

admissions. I am curious as to Fonagyadmissions. I am curious as to Fonagy

& Bateman’s view on the nature of& Bateman’s view on the nature of

attachments that people with borderlineattachments that people with borderline

personality disorder have with psychiatricpersonality disorder have with psychiatric

institutionsinstitutions, especially when contact with, especially when contact with

individual workers may be inconsistent.individual workers may be inconsistent.

Fonagy & Batemen give advice about howFonagy & Batemen give advice about how

to encourage ‘mentalisation’ in the contextto encourage ‘mentalisation’ in the context

of psychotherapy in order to avoid poten-of psychotherapy in order to avoid poten-

tial iatrogenic damage but give no advicetial iatrogenic damage but give no advice

for other clinical settings.for other clinical settings.

Clinical teams are well aware ofClinical teams are well aware of

how people with borderline personalityhow people with borderline personality

disorder may unconsciously ‘engineer’disorder may unconsciously ‘engineer’

situations to re-enact disturbed early lifesituations to re-enact disturbed early life

experiences. Now Fonagy & Batemanexperiences. Now Fonagy & Bateman

suggest that although teams are awaresuggest that although teams are aware

of this situation further damage may beof this situation further damage may be

done. A ‘helpful’ intervention may deprivedone. A ‘helpful’ intervention may deprive

the patient of using or developing otherthe patient of using or developing other

more useful strategies. Fonagy & Batemanmore useful strategies. Fonagy & Bateman

suggest that an ‘inquisitive and flexible’suggest that an ‘inquisitive and flexible’

approach may be useful. The challenge isapproach may be useful. The challenge is

therefore how this approach should betherefore how this approach should be

applied to how clinical teams withinapplied to how clinical teams within insti-insti-

tutionstutions respond to people with borderlinerespond to people with borderline

personality disorder.personality disorder.
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Authors’ replyAuthors’ reply:: We share Dr Mountain’sWe share Dr Mountain’s

concern that this group of patients is oftenconcern that this group of patients is often

inadequately managed. Our primary aiminadequately managed. Our primary aim

in pointing to the iatrogenic consequencesin pointing to the iatrogenic consequences

of psychotherapy was to illustrate the dan-of psychotherapy was to illustrate the dan-

gers of intensive interventions or those withgers of intensive interventions or those with

poorly defined boundaries. The same con-poorly defined boundaries. The same con-

cerns for iatrogenic consequences apply tocerns for iatrogenic consequences apply to

institutional involvement because this isinstitutional involvement because this is

often disrupted by frequent staff changes.often disrupted by frequent staff changes.

Separations and losses of this kind areSeparations and losses of this kind are

also iatrogenic. They activate patients’also iatrogenic. They activate patients’

attachment systems, leading them to makeattachment systems, leading them to make

unproductive attempts to restabilise theirunproductive attempts to restabilise their

sense of self. Moreover, interactions withsense of self. Moreover, interactions with

institutions often occur at times of personalinstitutions often occur at times of personal

crisis when the attachment system iscrisis when the attachment system is

already stimulated. Concerns about thealready stimulated. Concerns about the

patient’s state of panic and about reducedpatient’s state of panic and about reduced

mentalising may lead to hospital admission.mentalising may lead to hospital admission.

However, this can become iatrogenic inHowever, this can become iatrogenic in

itself because emotionally charged interac-itself because emotionally charged interac-

tions with staff and other patients maytions with staff and other patients may

further destabilise the patient, leading themfurther destabilise the patient, leading them

to self-harm or threaten suicide, prolongingto self-harm or threaten suicide, prolonging

hospital admission. We and others (Paris,hospital admission. We and others (Paris,

2004) recommend that the level of risk2004) recommend that the level of risk

for self-harm of patients admitted to hospi-for self-harm of patients admitted to hospi-

tal should be assessed and documentedtal should be assessed and documented

daily. If there is no reduction in risk, alter-daily. If there is no reduction in risk, alter-

native management of the patient in thenative management of the patient in the

community should be implemented.community should be implemented.

Although patients may seem to beAlthough patients may seem to be

enacting past experiences in their interac-enacting past experiences in their interac-

tions with clinical teams, in our view ittions with clinical teams, in our view it

is not useful to consider these as haplessis not useful to consider these as hapless

repetition of past patterns or as acts thatrepetition of past patterns or as acts that

respond to or compensate for past hurts;respond to or compensate for past hurts;

rather they should be viewed as the onlyrather they should be viewed as the only

solution available to restore a sense ofsolution available to restore a sense of

integrity, continuity and coherence. Theintegrity, continuity and coherence. The

provision of a highly integrated model ofprovision of a highly integrated model of

psychiatric care in a structured institutionalpsychiatric care in a structured institutional

environment that aims to offer consistent,environment that aims to offer consistent,

coherent and thoughtful psychological carecoherent and thoughtful psychological care

with a relationship focus, organised in awith a relationship focus, organised in a

patient-oriented flexible manner with indi-patient-oriented flexible manner with indi-

vidualised care plans, is likely to be mostvidualised care plans, is likely to be most

helpful. Out-patient treatment, dischargehelpful. Out-patient treatment, discharge

from an in-patient unit or referral followingfrom an in-patient unit or referral following

a casualty visit should be considered ina casualty visit should be considered in
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