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The implications of the recent study of CBTThe implications of the recent study of CBT

for the prevention of psychosis (Morrisonfor the prevention of psychosis (Morrison

et alet al, 2004) need to be realistically, 2004) need to be realistically

interpreted with this background.interpreted with this background.

First, two people were excluded fromFirst, two people were excluded from

the cognitive therapy arm after the trialthe cognitive therapy arm after the trial

had begun, which would have led to ahad begun, which would have led to a

non-significant result. This should havenon-significant result. This should have

been acknowledged in the abstract, as anbeen acknowledged in the abstract, as an

abstract has the most impact with serviceabstract has the most impact with service

planners.planners.

Second, after 6 months of cognitiveSecond, after 6 months of cognitive

therapy, there was a decrease in the devel-therapy, there was a decrease in the devel-

opment of psychosis compared with theopment of psychosis compared with the

control arm; however, there was similarcontrol arm; however, there was similar

distress for both groups. Cognitive therapydistress for both groups. Cognitive therapy

for psychosis has an aim of decreasingfor psychosis has an aim of decreasing

the distress of psychosis as well as thethe distress of psychosis as well as the

formulation of an explanatory model forformulation of an explanatory model for

that psychosis. It may be that a reframedthat psychosis. It may be that a reframed

and normalised explanatory language wasand normalised explanatory language was

taught to the individuals at high risk, andtaught to the individuals at high risk, and

this led to the decreased identification ofthis led to the decreased identification of

symptoms at 12 months and the maskingsymptoms at 12 months and the masking

of a psychotic episode. This would notof a psychotic episode. This would not

ultimately lead to a decrease in distres-ultimately lead to a decrease in distres-

sing psychosis, but to a later identificationsing psychosis, but to a later identification

of psychosis and a possible delay inof psychosis and a possible delay in

pharmacological treatment.pharmacological treatment.

The possible risk of harm or hazard wasThe possible risk of harm or hazard was

ignored, with a clear bias against the useignored, with a clear bias against the use

of medication expressed by the authors inof medication expressed by the authors in

the discussion. Furthermore, the editorialthe discussion. Furthermore, the editorial

comment alluded to the possibility of pre-comment alluded to the possibility of pre-

mature publication (Tyrer, 2004), but it ismature publication (Tyrer, 2004), but it is

the implication of harm which needs to bethe implication of harm which needs to be

explicitly stated.explicitly stated.
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Author’s reply:Author’s reply: We welcome Dr Marlowe’sWe welcome Dr Marlowe’s

comments on our paper and would like tocomments on our paper and would like to

respond to the issues that he identified.respond to the issues that he identified.

The Cochrane review to which he refersThe Cochrane review to which he refers

examined more traditional approachesexamined more traditional approaches

to early intervention (i.e. from firstto early intervention (i.e. from first

episode onwards) rather than a preventiveepisode onwards) rather than a preventive

approach in people at high risk, so weapproach in people at high risk, so we

are unsure of the relevance of this. Withinare unsure of the relevance of this. Within

the manuscript we clearly acknowledgethe manuscript we clearly acknowledge

that there were several methodological lim-that there were several methodological lim-

itations, including the exclusion of twoitations, including the exclusion of two

participants, but we were unable to incor-participants, but we were unable to incor-

porate these in the abstract as he suggestsporate these in the abstract as he suggests

because of limitations of abstract lengthbecause of limitations of abstract length

imposed by theimposed by the JournalJournal (indeed, we were(indeed, we were

asked to further reduce the abstract atasked to further reduce the abstract at

proof stage).proof stage).

We agree that cognitive therapy forWe agree that cognitive therapy for

psychosis (and the prevention of psychosis)psychosis (and the prevention of psychosis)

has an aim of decreasing the distress ofhas an aim of decreasing the distress of

psychotic experiences as well as the for-psychotic experiences as well as the for-

mulation of an explanatory model for amulation of an explanatory model for a

person’s difficulties. We also agree that aperson’s difficulties. We also agree that a

reframed and normalised explanatory lan-reframed and normalised explanatory lan-

guage may be developed by the serviceguage may be developed by the service

users; however, it is unlikely that thisusers; however, it is unlikely that this

would lead to a masking of a psychotic epi-would lead to a masking of a psychotic epi-

sode. Rather, it is intended to reduce thesode. Rather, it is intended to reduce the

potential for catastrophic appraisals of psy-potential for catastrophic appraisals of psy-

chotic experiences, which are very clearlychotic experiences, which are very clearly

implicated in the experience of distressimplicated in the experience of distress

(Chadwick & Birchwood, 1994), and the(Chadwick & Birchwood, 1994), and the

development of normalising appraisals isdevelopment of normalising appraisals is

at the heart of cognitive therapy for estab-at the heart of cognitive therapy for estab-

lished psychosis (Morrisonlished psychosis (Morrison et alet al, 2003), 2003)

and the prevention of psychosis alikeand the prevention of psychosis alike

(French & Morrison, 2004). Even if such(French & Morrison, 2004). Even if such

a masking were to occur, the assumptiona masking were to occur, the assumption

that this could cause harm clearly demon-that this could cause harm clearly demon-

strates a bias against the use of psychosocialstrates a bias against the use of psychosocial

interventions, as it suggests that onlyinterventions, as it suggests that only

pharmacological treatments can reduce thepharmacological treatments can reduce the

potential harm that may result from anpotential harm that may result from an

untreated psychotic episode, when there isuntreated psychotic episode, when there is

evidence that psychological treatment isevidence that psychological treatment is

also important in this respect (de Haanalso important in this respect (de Haan etet

alal, 2003)., 2003).

We are accused of being biased againstWe are accused of being biased against

using antipsychotic medication; we cer-using antipsychotic medication; we cer-

tainly are against medication in a popu-tainly are against medication in a popu-

lation who are yet to develop a psychoticlation who are yet to develop a psychotic

disorder, for the ethical reasons outlineddisorder, for the ethical reasons outlined

within our paper and elsewhere (Bentallwithin our paper and elsewhere (Bentall

& Morrison, 2002). Finally, it is suggested& Morrison, 2002). Finally, it is suggested

that we avoid explicitly stating thethat we avoid explicitly stating the

possibility of harm arising from such anpossibility of harm arising from such an

intervention; however, we clearly highlightintervention; however, we clearly highlight

the possibility of harm resulting fromthe possibility of harm resulting from

stigmatisation.stigmatisation.
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Integration of psychiatricIntegration of psychiatric
and physical healthand physical health

In The Netherlands theIn The Netherlands the British Journal ofBritish Journal of

PsychiatryPsychiatry is distributed among Dutch psy-is distributed among Dutch psy-

chiatrists by courtesy of the pharmaceuticalchiatrists by courtesy of the pharmaceutical

industry. For the October issue of theindustry. For the October issue of the

Dutch edition I was asked to write theDutch edition I was asked to write the

editorial comment, to be circulated witheditorial comment, to be circulated with

thethe JournalJournal as an accompanying letter. Myas an accompanying letter. My

focus is integrated psychiatry in medicine.focus is integrated psychiatry in medicine.

Reading the October issue I was struckReading the October issue I was struck

by the lack of an integrated perspective.by the lack of an integrated perspective.

Current epidemiological findings under-Current epidemiological findings under-

score how the organisation of ourscore how the organisation of our

healthcare system is epidemiologicallyhealthcare system is epidemiologically

unfair and does not take into account theunfair and does not take into account the

frequent co-occurence of psychiatric distur-frequent co-occurence of psychiatric distur-

bances and physical illness (Kendell, 2001;bances and physical illness (Kendell, 2001;

Royal College of Physicians & RoyalRoyal College of Physicians & Royal

College of Psychiatrists, 2003). The frag-College of Psychiatrists, 2003). The frag-

mentation of care is seen as one of thementation of care is seen as one of the

major problems of current healthcare (Insti-major problems of current healthcare (Insti-

tute of Medicine, 2001); this applies withtute of Medicine, 2001); this applies with

regard to treatment of physical disordersregard to treatment of physical disorders

in mental healthcare and vice versa.in mental healthcare and vice versa.

The editorial by KingdonThe editorial by Kingdon et alet al (2004)(2004)

on the recommendations of the Council ofon the recommendations of the Council of

Europe lacks such an integrated perspec-Europe lacks such an integrated perspec-

tive. Among the recommendations thetive. Among the recommendations the

quality of physical care is not mentionedquality of physical care is not mentioned

by the Council other than in relation toby the Council other than in relation to

restraint, and this omission is not men-restraint, and this omission is not men-

tioned by Kingdontioned by Kingdon et alet al..

Similarly, the review by ThornicroftSimilarly, the review by Thornicroft

& Tansella (2004) opens with the fact& Tansella (2004) opens with the fact

that depression leads to more disability-that depression leads to more disability-

adjusted life-years than cardiovascularadjusted life-years than cardiovascular

disease and cancer, but it does not reportdisease and cancer, but it does not report

their meaningful interrelation, for instancetheir meaningful interrelation, for instance

through compliance (DiMatteothrough compliance (DiMatteo et alet al,,

2000). In the section ‘Acute in-patient care’2000). In the section ‘Acute in-patient care’

it is mentioned that patients with physicalit is mentioned that patients with physical

comorbidity should preferentially be seencomorbidity should preferentially be seen

in such facilities and not in communityin such facilities and not in community
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care. The authors do not elaborate on howcare. The authors do not elaborate on how

such treatment can be provided adequately.such treatment can be provided adequately.

In the highest model of the three modelsIn the highest model of the three models

presented for mental healthcare all kindspresented for mental healthcare all kinds

of subspecialist treatments become avail-of subspecialist treatments become avail-

able. However, integrated clinics for peopleable. However, integrated clinics for people

with comorbid physical and mental healthwith comorbid physical and mental health

problems are not mentioned.problems are not mentioned.

Taking the current epidemiologicalTaking the current epidemiological

and pathophysiological perspectives intoand pathophysiological perspectives into

account, the Editorial Board of a journalaccount, the Editorial Board of a journal

such as thesuch as the British Journal of PsychiatryBritish Journal of Psychiatry

should consider inclusion of an integratedshould consider inclusion of an integrated

perspective in their review process. Suchperspective in their review process. Such

an approach will reduce psychiatrists’ blindan approach will reduce psychiatrists’ blind

spot and psychiatrists’ illusion (Cohen &spot and psychiatrists’ illusion (Cohen &

Cohen, 1984) and will initiate an inspira-Cohen, 1984) and will initiate an inspira-

tion in health care comparable with thattion in health care comparable with that

arising from the description of the pre-arising from the description of the pre-

viously fragmented and now integratedviously fragmented and now integrated

research institute (McGuffin & Plomin,research institute (McGuffin & Plomin,

2004).2004).
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Quality of life and ECTQuality of life and ECT

The first author of this study (McCallThe first author of this study (McCall et alet al,,

2004) has an apparent career, if not finan-2004) has an apparent career, if not finan-

cial, conflict of interest in the treatmentcial, conflict of interest in the treatment

being reviewed. He is the President ofbeing reviewed. He is the President of

the Association for Convulsive Therapy,the Association for Convulsive Therapy,

the industry trade organisation, as wellthe industry trade organisation, as well

as the editor of its journal which he callsas the editor of its journal which he calls

‘the voice of ECT’ (McCall, 2004). This‘the voice of ECT’ (McCall, 2004). This

ought to have been revealed to readersought to have been revealed to readers

directly; as it is, it reveals itself in the manydirectly; as it is, it reveals itself in the many

flaws of research design which bias theflaws of research design which bias the

study towards minimising the risks ofstudy towards minimising the risks of

electroconvulsive therapy (ECT).electroconvulsive therapy (ECT).

The study included those who had hadThe study included those who had had

ECT as recently as 4 months previously,ECT as recently as 4 months previously,

thus building into the research design thethus building into the research design the

assumption that the adverse effects ofassumption that the adverse effects of

ECT resolve within that time period; butECT resolve within that time period; but

there is evidence that this is not so. If it isthere is evidence that this is not so. If it is

not, then the study is simply comparingnot, then the study is simply comparing

those who are still suffering the after-those who are still suffering the after-

effects of ECT with those suffering moreeffects of ECT with those suffering more

severe after-effects, a comparison whichsevere after-effects, a comparison which

tells us nothing about the effects of ECTtells us nothing about the effects of ECT

per se. The fact that those at baseline aver-per se. The fact that those at baseline aver-

aged a score of only 18 on the Mini-Mentalaged a score of only 18 on the Mini-Mental

State Examination suggests some type ofState Examination suggests some type of

cognitive dysfunction, perhaps due tocognitive dysfunction, perhaps due to

ECT, even at that point.ECT, even at that point.

The measures chosen by McCallThe measures chosen by McCall et alet al inin

all areas – cognition, amnesia and, mostall areas – cognition, amnesia and, most

importantly, what he calls quality of lifeimportantly, what he calls quality of life

and functioning – are the grossest possible,and functioning – are the grossest possible,

and cannot register the deficits known to beand cannot register the deficits known to be

associated with ECT because they areassociated with ECT because they are

simply not designed to do so. The authorssimply not designed to do so. The authors

must be aware of the work of the Servicemust be aware of the work of the Service

User Research Enterprise (SURE) groupUser Research Enterprise (SURE) group

(Rose(Rose et alet al, 2003) in which patients, 2003) in which patients

describe a highly specific pattern of perma-describe a highly specific pattern of perma-

nent memory and cognitive deficits postnent memory and cognitive deficits post

ECT. This was a rigorous systematic reviewECT. This was a rigorous systematic review

of the literature on ECT’s effects, andof the literature on ECT’s effects, and

encompasses what most people would callencompasses what most people would call

quality of life and functioning. It revealedquality of life and functioning. It revealed

that for at least one-third of individualsthat for at least one-third of individuals

ECT had deleterious, often devastating,ECT had deleterious, often devastating,

effects on these areas which lasted moreeffects on these areas which lasted more

than 6 months and appeared to bethan 6 months and appeared to be

permanent.permanent.

Individuals lost the ability to performIndividuals lost the ability to perform

their jobs. They lost memory of up to 20their jobs. They lost memory of up to 20

years of their lives. They were unable toyears of their lives. They were unable to

handle schoolwork because of impairedhandle schoolwork because of impaired

memory function and concentration. Theymemory function and concentration. They

did not recognise persons previously welldid not recognise persons previously well

known to them. They waited anxiouslyknown to them. They waited anxiously

for the promised ‘return of memory’ whichfor the promised ‘return of memory’ which

never came. None of this is consistent withnever came. None of this is consistent with

improvement in quality of life.improvement in quality of life.

Why then are McCallWhy then are McCall et alet al’s results so’s results so

seemingly contradictory? Because he didseemingly contradictory? Because he did

not ask about these things. Instead, partici-not ask about these things. Instead, partici-

pants were asked, quite literally, whetherpants were asked, quite literally, whether

they could wipe their own backsides. If theythey could wipe their own backsides. If they

were simply able to get out of bed, feed andwere simply able to get out of bed, feed and

dress themselves, and use a bus or a tele-dress themselves, and use a bus or a tele-

phone they were graded as functioning atphone they were graded as functioning at

the highest possible level. No one has everthe highest possible level. No one has ever

reported that ECT affected their ability toreported that ECT affected their ability to

use a toilet.use a toilet.

Finally, 4 weeks after ECT is too soonFinally, 4 weeks after ECT is too soon

for individuals, who are unlikely to havefor individuals, who are unlikely to have

tried to go back to work or school yet, totried to go back to work or school yet, to

be able reliably to assess their alteredbe able reliably to assess their altered

memories and abilities.memories and abilities.
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Author’s reply:Author’s reply: We are grateful for MsWe are grateful for Ms

Andre’s interest in our paper. She is theAndre’s interest in our paper. She is the

director of the Committee for Truthdirector of the Committee for Truth

in Psychiatry (CTIP), which is a vocalin Psychiatry (CTIP), which is a vocal

anti-ECT group in the USA (see http://anti-ECT group in the USA (see http://

www.harborside.com/~equinox/ect.htm).www.harborside.com/~equinox/ect.htm).

As such, we feel that our work must be onAs such, we feel that our work must be on

target and of some importance to attracttarget and of some importance to attract

their criticism. Ms Andre has some specifictheir criticism. Ms Andre has some specific

complaints with our work, which wecomplaints with our work, which we

address as follows.address as follows.

First, Ms Andre suggests that I have anFirst, Ms Andre suggests that I have an

apparent ‘career, if not financial, conflict ofapparent ‘career, if not financial, conflict of

interest’ that invalidates the paper, espe-interest’ that invalidates the paper, espe-

cially as pertains to my role as Presidentcially as pertains to my role as President

of the Association of Convulsive Therapyof the Association of Convulsive Therapy

(ACT). I receive no financial or material(ACT). I receive no financial or material

support for serving as president of ACT;support for serving as president of ACT;

ACT is self-supporting through the duesACT is self-supporting through the dues

of its members. The idea of a ‘career con-of its members. The idea of a ‘career con-

flict of interest’ is not a concept endorsedflict of interest’ is not a concept endorsed

by the American Medical Association Codeby the American Medical Association Code

of Ethics, per section 8.031 (Council onof Ethics, per section 8.031 (Council on

Ethical and Judicial Affairs, 1997). It is justEthical and Judicial Affairs, 1997). It is just

as likely that she has a conflict of interest asas likely that she has a conflict of interest as

director of CTIP in writing her letter – anydirector of CTIP in writing her letter – any

information that supports the use of ECTinformation that supports the use of ECT

threatens the position of CTIP. We wouldthreatens the position of CTIP. We would
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