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Verbal fluency and semantic memory in
schizophrenia

Sir: Allen et al (BJP, December 1993, 163, 769-
775) reported that with a verbal fluency task re-
peated at different intervals, schizophrenic patients
tended to produce fewer items than control sub-
jects. The sets of items produced on different occa-
sions by the same patient tended to be varied. By
comparing items produced on different occasions, it
was concluded that patients may have a mental
lexicon similar to that of normal controls, and that
the main deficit in the verbal fluency task lies in
retrieval.

Studies of memory deficits could be divided into
studies of recall and studies of recognition. While
recall requires an active search, recognition reflects
more directly the contents of the memory store. A
verbal fluency test could be considered as a recall
test of the long-term semantic store; another way to
study this store is by a recognition test. Recognition
for semantic categories could be tested with a
paradigm where subjects are asked to decide
whether a presented exemplar (e.g. ‘chair’) belongs
to a particular category (e.g. ‘furniture’). This para-
digm has been used in a study of schizophrenic
patients (Chen er al, 1994), and one of the findings
was that patients responded normally most of the
time to items within the category (i.e. making
correct decisions, with faster response to more
typical items). This concurs with the findings of
Allen et al in suggesting that the mental lexicon
in schizophrenic patients is probably not grossly
degraded, even in the presence of severe poverty
of speech or incoherence. This is an important
negative finding.

A similar profile of impaired retrieval in the
presence of intact semantic store has also been
described in patients with Parkinson’s disease,
Huntington’s chorea (Randolph er al, 1993), and
frontal lobe lesions (Shimamura et al, 1991), sug-
gesting that in schizophrenia a similar set of neural
substrates (basal ganglia, prefrontal cortex, among
others) is involved in the impairment of verbal
fluency.

What is important to rule out, however, is the
effect of medication. Unfortunately, the analysis of
this appears not to have been presented by Allen et
al. At least theoretically, antipsychotic medication
may affect basal ganglia function and lead to a
deficit of verbal fluency unrelated to the schizo-
phrenic illness itself.
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Severity and the stressor criterion in post-traumatic
stress disorder

Sir: Lillywhite & Neal (BJP, December 1993, 163,
837) raise some questionable criticisms of the case
report of Spector & Huthwaite (BJP, July 1993,
163, 106-108).

They complain of insufficient evidence that the
patient’s experience of a road traffic accident met
the requirements of criterion A “of being outside
the range of normal human experience”, and thus
declare themselves “not convinced” by the diag-
nosis of post-traumatic stress disorder (PTSD).

It is unfair to criticise omissions from a brief
clinical report, where editorial requirements do not
allow the inclusion of many details. There are
numerous unchallenged reports in the literature of
PTSD following road traffic accidents - March
(1993) lists them as a ‘‘characteristic” (PTSD
stressor — though this common cause of severe and
life-threatening stress (Epstein, 1993) has been
grossly underinvestigated. Feinstein & Dolan (1991)
and others found that the perceived severity of an
accident does not necessarily relate to the onset of
PTSD, but more than half of those injured in car
accidents perceive the experience as life-threatening.

Criterion A, as worded in DSM-III and DSM-
III-R, has been considered deeply unsatisfactory in
many ways by many experts on PTSD (Simpson,
1993): the reference to the ‘“‘range of normal human
experience’ is obscure and was never based on any
adequate scientific evidence.

Among the absurd suggestions in DSM was that
clinicians should assess the stress based on what an
“average” person ‘“‘in a similar situation and with
similar sociocultural values™ would experience -
a highly fanciful exercise (Simpson, 1993) that
ignores the patient’s impression. Prevalence of a
stressor has nothing to do with its potential to
engender PTSD: rape, child abuse, and crime are
far from outside the range of normal human
experience. Where a patient meets every clinical
criterion for the diagnosis, are we to reject it


https://doi.org/10.1192/bjp.164.5.704b

CORRESPONDENCE

because a comfortable and privileged clinician
decides that the experience was not rare enough or
nasty enough?

Lillywhite & Neal also complain that “PTSD is a
condition which presents with a wide spectrum of
severity”. Surely there is not condition that cannot
present with a wide spectrum of severity? Assess-
ment of the severity of the condition is routine, but
not inevitably part of the diagnosis. They urge the
use of one particular scale out of several available,
because it includes a severity scale. There is no
compelling evidence favouring the CAPS-1 scale
over other PTSD measures. Earlier reliable and
valid scales were to some extent outdated by the
changes introduced in DSM-III-R, but other cur-
rent measures, such as the PTSD Symptom Scale
(PSS; Foa et al, 1993), also include severity mea-
sures; scales which do not can be supplemented by
assessment of severity. Psychometric instruments
which essentially merely ask whether the criteria for
DSM PTSD are present can be valid indicators of
the presence of PTSD without much risk of being
interesting or of adding much to our knowledge.
The possible value of instruments using dichoto-
mous and continuous scales, which they suggest,
has long been recognised (e.g. Weisenberg et al,
1987).

Lillywhite & Neal refer to finding “marked clini-
cal improvement” due to simple assessment (a
therapeutically trivial intervention). This is so much
at variance with experience of PTSD as to raise
doubts about the diagnosis and severity of the
cases to which they refer, and if these findings,
which they report devoid of detail, are sound, they
should publish them as soon as possible, and in full
detail.

They would have been more justified in challeng-
ing the evidence for the efficacy of the eye-
movement desensitisation technique reported by
Specor & Huthwaite. No plausible rationale has
been offered for this therapy, while sensational
claims are made, and it is being widely marketed
and taught before adequate convincing and scien-
tifically sound studies have established its efficacy.
Metter & Michelson (1993), among others, have
raised doubts about such excessive claims; and
report a study in which the results of eye-movement
desensitisation were not significantly different from
those of control conditions, and “possibly less
efficacious than having subjects stare at a dot on the
wall.”
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Diogenes syndrome by proxy

SR: There has been considerable interest in fac-
titious disorders both in the lay press and among
psychiatric nosologists in the preparation of
DSM-IV. This interest has focused mainly on
Munchausen syndrome and Munchausen syndrome
by proxy. Diogenes syndrome, which refers to a
state of marked self-neglect, domestic squalor and
disorder, hoarding rubbish and social isolation, is
well described since the term was first used by Clark
et al (1975). However, a factitious disorder involv-
ing the classic features of Diogenes syndrome by
proxy has not been described. We now report such
a case.

Case report. An 81-year-old woman was referred by her
general practitioner for in-patient assessment of mobility,
having been bed-bound for two weeks following a fall.
The fall resulted from poor sight due to senile macular
degeneration. She also suffered from a chronic anxiety
state, and she had complained of “low spirits”.

The patient was moderately anxious, had faecal impac-
tion and impaired visual acuity, but was independently
mobile with the aid of a walking frame. She complained
that during the two weeks of being bed-bound she had
been neglected by her 48-year-old daughter, who had lived
with the patient for the previous year. The patient alleged
having been deprived of regular food, clean bed linen and
assistance with getting to the toilet, resulting in double
incontinence. On further questioning, it became clear that
the patient’s immobility was compounded by physical
obstruction of her pathway from her bed to the bathroom
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