
CORRESPONDENCE 715

Thirdly, the authors adopted a case-control strat
egy. This method gives rise to over-optimistic esti
mates of the validity coefficients. As Williams et al
(1980) noted:

â€œ¿�agroup of symptoms selected on the basis of the
ability to discriminate between two distinct popu
lations, i.e. â€˜¿�knownill' and â€˜¿�knownwell', may be
effective in classifying respondents who happen
to come from one of those groups. However, in
epidemiology we are not presented with individ
uals who clearly belong to one of these two
groups: we are presented with individuals whose
probabilities of illness are distributed along a
continuum. Instruments which can distinguish
clearly between distinct caseness groups, i.e. well
separatedlocationson thecontinuum,need not
necessarily perform well in classifying individuals
from various and intermediate probabilities of
illness.â€•
Another problem with the case-control approach

is that since the prevalence of caseness in the study
population is set at 50%, the resulting positive pre
dictive value will be considerably higher than that
appropriate to the use of the same test in a popu
lation where the prevalence is much lower than 50%
(Williams et al, 1982), as is invariably the case with
eating disorders.

Fourthly, there are several methodological points
which require clarification. For example, why did the
control group in study 1 contain both men and
women, whereas the patient group consisted only of
women? How were the sub-scales derived? How were
the cut-off points decided upon? Where does the
proposed lower cut-off (10), which appears in the
discussionbutnottheresults,come from?Thiscut
off is claimed to be relevant in the identification of
sub-clinical groups: how can this be so, when no such
patients were studied?

The authors are premature in their claim that
the BITE is â€œ¿�atested, valid questionnaireâ€•. For
example, they say that â€œ¿�themodified BITE produces
neither false positives nor false negativesâ€•. This
is much too sweeping a claim, based as it is on
one relatively small validation study. While this
questionnaire may fulfil an important need, more
development work is required.

General Practice Research Unit
Institute of Psychiatry
London SE5 8AF
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Predictions ofOutcome in Depressive illness

SIR: Carney et al(Journal, January 1987, 150, 43â€”48)
claim that their study supports the dualist theory of
classification of depressive illness. They reach this
conclusion on the basis of the finding that their
sample of depressive in-patients was not normally
distributed on the Newcastle scale and the finding
that outcome after two weeks differed between the
endogenous and the neurotic groups. Their conclu
sions about both of these findings are open to
differentinterpretations.

Firstly, depressed patients who are admitted to
hospitalareextremelyunlikelytobea representative
sample of all depressed patients: they have generally
failed to respond to general practice or out
patient treatment with antidepressant medication.
These non-responders will contain disproportionate
numbers of patients with severe neurotic and severe
endogenous features, the first group being relatively
immune to physical treatments, the second group
requiring more vigorous physical treatments. Thus,
it is hardly surprising that depressed patients admit
ted â€œ¿�onclinical groundsâ€•do not show a normal
distribution of scores on the Newcastle scale.

Secondly, their conclusions about differing out
come between the two groups derives from a com
parison of measures before and after fourteen days
of a trial of antidepressant medication. Outcome
is thus confused with treatment response. As the
authors state, albeit in a different context: â€œ¿�the
wisdom of attempting to base conclusions about
diagnosis and classification on the response to a
particular treatment is basically unsoundâ€•.

Thus, these findings provide no convincing evi
dence for the dualist theory of the classification of
depressiveillness.
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The Impact of a Liaison Psychiatric Service on
Patterns of Referral in a General Hospital

SIR:It is interesting to read of a change in referral rate
associated with the organisation of a liaison psychi
atric service (Brown & Cooper, Journal, January
1987, 150, 83â€”87).However, it would be misleading
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The tenor ofthe papersuggestedthat oneis unlikely
to find other such patients.

Watt et al (1983),in a prospectivestudy, followed
121 patients presenting to the mental health service
of a discretegeographicalarea for five years: 50%
failed to becomesymptom-freein that time, and for
over 40% each acute exacerbation of the disorder
resulted in progressively less recovery. Among
patients with a first episode ofschizophrenia referred
from nine medical centres in London and its sur
rounds 17 (nearly 7%) never left hospital throughout
the first 20 months of follow-up. (Macmillan et al,
1986).On theDenisHill(Secure) Unit, anotherward
at the Bethlem& MaudsleyJoint Hospital, thereare
currently 16out of a total of 27 patients with psy
chotic illnesses,mostly schizophrenicin type. Five of
thesehave beenfloridly ill with positive symptoms,
probably unremittingly so, for a time approaching
that describedby Roberts et al and have beencon
tinuously in hospital with welldocumented, vigorous
treatmentwith the full rangeofmedication appropri
ate to psychosis.Somehavehad ECT too. Another
patient who first presentedwith psychosisand was
first admitted only 18months agohassimilarly failed
to show any significant reduction of his psychotic
features. The other secureunits in the South East
ThamesRegion could report a similar situation and
the SpecialHospitals, in particular Broadmoor and
Park Lane, could report many such patients. Even
the open forensic unit at the Maudsley Hospital
usually hasoneor two suchpatients.

How can it be that psychiatristsworking together
in thesameinstitution canhavesuchdifferent experi
ences?We would speculatealong the following lines.
First, psychiatry is becoming increasingly compart
mentalised,and withtheveryconsiderableclinical
demands made on all of us there is insufficient time
to explore the interesting byways of other people's
wards and practice. Secondly, forensic psychiatric
units havebeenencouragedby generalpsychiatrists
to take aggressivepatients off their handsand do so.

DAVID Jo@â‚¬sIn our experience treatment resistant schizophrenic
patientsarefrequently aggressive.Thirdly, thepolicy
of dismantling NHS asylumshasforceda number of
treatment resistantschizophrenicpatients into non
medical settings, such as prisons, doss houses, and
the streets.

One comment on the treatment resistanceitself
may be pertinent. Most schizophrenic patients who
do not respondto medication (in the sensethat their
hallucinations and delusionsdo not go away) do, in
fact, derive some benefits from medication, either
in terms of sedation, in mood improvement, or in
improvement of other neurotic symptoms. Further
more, our current work shows that although our

if the discovery of such a link were to remain as a
conclusion in itself.

The realquestionto beaddressediswhethersucha
changein referral rate representsan increasein work
done with patients and their families. If general
hospitals were a virgin soil for such work then there
would be grounds for thinking this to be so, but
this is not the case.Social work departments have
been developing liaison work for the past 90 years,
and many of the problems encounteredby liaison
psychiatristsare familiar to us.

Despite the reluctance of some medical and surgi
cal specialiststo refer patients, it has beenpossible
for the social worker to offer not only a practical
servicewhere appropriate but a skilled therapeutic
service to patients suffering from mild affective
and neurotic disorders, and preventive work with
patients at high risk ofsuch disorders.

For example, at St Charles Hospital, London,
the Social Work Department offers counselling to
surgical patients and patients with life-threatening
medical conditions such as cancer, to all women
seeking terminations of pregnancy, and to elderly
patientsand their relatives.They had alsodeveloped
a systemof assessmentof patients admitted follow
ing deliberate self-harm in advance of the 1984
DHSS recommendationsand in consultation with
the psychiatristsat Springfield Hospital.

Becauseof the social worker's perspective it is
often possibleto offer a systematicapproach which
includes and takes account of family and network
processes.It is frequently a failure to attend to these
that leads to slow discharge or high re-admission
rates. It would be unfortunate if an increasein the
levelof liaison psychiatry with a medicalpsychiatric
model wereto underminethis work.

Although much of this is written up in the social
work journals it is likely that theseare readevenless
frequently by doctors than the medical journals are
read by social workers. Perhapsmore collaboration
and researchis neededin this area.

Department of Social Work
The WarnefordHospital
Oxford

A Patient with ResistantSchizophrenia

SIR:We read with interest, but some surprise, the
recent report by Roberts et a! (Journal, December
1986,149,789â€”793).The casehighlights many of the
difficulties of managing schizophrenia resistant to
treatment. However, we were puzzled because the
authors presentedthis asâ€œ¿�clearlyan unusual caseâ€•.
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