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job-related satisfaction in addition to satis-job-related satisfaction in addition to satis-

faction with one’s job itself. Although thefaction with one’s job itself. Although the

measures suggested by Dr Kader wouldmeasures suggested by Dr Kader would

have been appropriate, some of their itemshave been appropriate, some of their items

overlapped with the Karasek Job Contentoverlapped with the Karasek Job Content

Questionnaire (Karasek, 1979), and weQuestionnaire (Karasek, 1979), and we

were keen to avoid such duplication andwere keen to avoid such duplication and

overburdening respondents. As we were in-overburdening respondents. As we were in-

terested in the relationship between satis-terested in the relationship between satis-

faction with one’s job and other indicatorsfaction with one’s job and other indicators

of job-related satisfaction such as feelingsof job-related satisfaction such as feelings

about pay, operational and policy contextsabout pay, operational and policy contexts

(which were and remain topical because of(which were and remain topical because of

proposed changes to the Mental Health Actproposed changes to the Mental Health Act

1983) and feeling valued, it would1983) and feeling valued, it would havehave

been inappropriate to use a multi-been inappropriate to use a multi-facetedfaceted

job satisfaction scale as a dependent vari-job satisfaction scale as a dependent vari-

able. All of the scales used in the surveyable. All of the scales used in the survey

are well known and have establishedare well known and have established

reliability and validity.reliability and validity.

The adjusted response rate of 49%,The adjusted response rate of 49%,

although low in comparison with experi-although low in comparison with experi-

mental studies, is very reasonable formental studies, is very reasonable for

social surveys of this type. We agree thatsocial surveys of this type. We agree that

it would have been helpful to know howit would have been helpful to know how

non-respondents compared with respon-non-respondents compared with respon-

dents in terms of demographic and otherdents in terms of demographic and other

details, but the methodology meant thatdetails, but the methodology meant that

was not achievable. Nevertheless, we dowas not achievable. Nevertheless, we do

know that our sample was very similar, de-know that our sample was very similar, de-

mographically and in terms of tenure, lengthmographically and in terms of tenure, length

of experience, approved social workerof experience, approved social worker

status, etc., to another recent study ofstatus, etc., to another recent study of

mental health social workers (ADSS Cymru,mental health social workers (ADSS Cymru,

2005). Therefore we have no reason to believe2005). Therefore we have no reason to believe

that these data are not representative.that these data are not representative.

Finally, although it might have been in-Finally, although it might have been in-

teresting to present a stepwise regressionteresting to present a stepwise regression

model, we opted for an ‘enter’ model inmodel, we opted for an ‘enter’ model in

the interests of brevity. Subsequent analysesthe interests of brevity. Subsequent analyses

have shown that a stepwise approach offershave shown that a stepwise approach offers

little added value.little added value.

Like Dr Kader, we hope that the results ofLike Dr Kader, we hope that the results of

our survey are an eye-opener for employers.our survey are an eye-opener for employers.
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Psychological factors in bipolarPsychological factors in bipolar
disorderdisorder

JonesJones et alet al (2005) have focused on the(2005) have focused on the

important although relatively neglectedimportant although relatively neglected

area of psychosocial aspects/interventionarea of psychosocial aspects/intervention

in bipolar affective disorder. Althoughin bipolar affective disorder. Although

there are several previous reports on thethere are several previous reports on the

subject by the same group, this study hassubject by the same group, this study has

a better design and a much larger samplea better design and a much larger sample

size. However, some central issues remainsize. However, some central issues remain

unresolved.unresolved.

The authors were unable to findThe authors were unable to find

dysfunctional beliefs specific to bipolardysfunctional beliefs specific to bipolar

disorder. Cognitive therapy as practiseddisorder. Cognitive therapy as practised

in depressive or panic disorders attemptsin depressive or panic disorders attempts

to correct characteristic dysfunctionalto correct characteristic dysfunctional

beliefs (Beck & Rush, 2000). In thebeliefs (Beck & Rush, 2000). In the

absence of a specific pattern of dys-absence of a specific pattern of dys-

functional beliefs, devising effective andfunctional beliefs, devising effective and

specific cognitive strategies to treat bipolarspecific cognitive strategies to treat bipolar

disorder may be difficult. This is illustrateddisorder may be difficult. This is illustrated

by the pilot study of cognitive therapy inby the pilot study of cognitive therapy in

bipolar disorders by the same group (Scottbipolar disorders by the same group (Scott

et alet al, 2001) in which relatively non-specific, 2001) in which relatively non-specific

strategiesstrategies such as self-management ofsuch as self-management of

symptoms, dealing with non-adherence,symptoms, dealing with non-adherence,

anti-relapse techniques, etc. were em-anti-relapse techniques, etc. were em-

ployed. The lack of precise techniquesployed. The lack of precise techniques

could also have resulted in the differentialcould also have resulted in the differential

efficacy of cognitive therapy, with effectsefficacy of cognitive therapy, with effects

mainly on depressive, rather than manicmainly on depressive, rather than manic

symptoms.symptoms.

In the current study JonesIn the current study Jones et alet al used aused a

24-item sub-scale version of the Dysfunc-24-item sub-scale version of the Dysfunc-

tional Attitude Scale, whereas in earliertional Attitude Scale, whereas in earlier

studies (Scottstudies (Scott et alet al, 2000; Scott & Pope,, 2000; Scott & Pope,

2003) a 40-item scale was used. It is not2003) a 40-item scale was used. It is not

clear whether the use of different versionsclear whether the use of different versions

of this scale contributed to the ambiguousof this scale contributed to the ambiguous

nature of the dysfunctional beliefs foundnature of the dysfunctional beliefs found

in bipolar disorder, especially since thein bipolar disorder, especially since the

two different versions appear to have dif-two different versions appear to have dif-

ferent sub-scales. Finally, although someferent sub-scales. Finally, although some

potential confounding variables, such aspotential confounding variables, such as

current mental state, were controlled for,current mental state, were controlled for,

others, such as duration of illness, severity,others, such as duration of illness, severity,

chronicity and possible effects of pharma-chronicity and possible effects of pharma-

cophrophylaxis, were not. Cognitive stylecophrophylaxis, were not. Cognitive style

may vary according to these factors (Scottmay vary according to these factors (Scott

& Pope, 2003) making it necessary to& Pope, 2003) making it necessary to

control for them.control for them.

It is possible that these concerns willIt is possible that these concerns will

be addressed by future research. Thisbe addressed by future research. This

study paves the way for examination ofstudy paves the way for examination of

psychosocial factors in bipolar disorder.psychosocial factors in bipolar disorder.
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Authors’ replyAuthors’ reply: We are pleased that Bis-: We are pleased that Bis-

was & Chakrabarti highlight the strengthswas & Chakrabarti highlight the strengths

of our study design and large sample size,of our study design and large sample size,

and consider our work a significant contri-and consider our work a significant contri-

bution to understanding psychologicalbution to understanding psychological

factors in bipolar disorder. We agree thatfactors in bipolar disorder. We agree that

it is important to consider potential con-it is important to consider potential con-

founders and therefore examined the effectsfounders and therefore examined the effects

of differences in illness duration and sever-of differences in illness duration and sever-

ity. Although there were some differencesity. Although there were some differences

between our two patient groups on mea-between our two patient groups on mea-

sures of illness severity and a small numbersures of illness severity and a small number

of modest correlations between illnessof modest correlations between illness

severity and cognitive style, covarying forseverity and cognitive style, covarying for

these measures had no effect on our findingthese measures had no effect on our finding

that those with bipolar disorder have fragilethat those with bipolar disorder have fragile

self-esteem and dysfunctional beliefs similarself-esteem and dysfunctional beliefs similar

to those of people with unipolar disorder.to those of people with unipolar disorder.

We have not been able to examine the poss-We have not been able to examine the poss-

ible effects of pharmacoprophylaxis onible effects of pharmacoprophylaxis on

cognitive style, but agree that this couldcognitive style, but agree that this could

be a target for future research.be a target for future research.

We do not think we would have foundWe do not think we would have found

differences in cognitive style betweendifferences in cognitive style between

participants with bipolar and unipolarparticipants with bipolar and unipolar

disorder if we had used a longer versiondisorder if we had used a longer version

of the Dysfunctional Attitudes Scaleof the Dysfunctional Attitudes Scale

(DAS). The 24-item version used in our(DAS). The 24-item version used in our

study was factor-analytically derived fromstudy was factor-analytically derived from

the longer version and has improvedthe longer version and has improved

robustness (Powerrobustness (Power et alet al, 1994). The ‘need, 1994). The ‘need

for achievement’ and ‘dependency’ sub-scalesfor achievement’ and ‘dependency’ sub-scales

of the 24-item DAS comprise items from theof the 24-item DAS comprise items from the

‘perfectionism’ and ‘need for approval’ sub-‘perfectionism’ and ‘need for approval’ sub-

scales of the 40-item DAS respectively.scales of the 40-item DAS respectively.

We hope that future studies of cognitiveWe hope that future studies of cognitive

style in people with mood disorder willstyle in people with mood disorder will

build on the strengths of our study by usingbuild on the strengths of our study by using
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