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know whether patients who â€˜¿�fellby the wayside'
during their long wait were deterred from seeking
psychiatric help on later occasions.

I feel we should be circumspect before we too
eagerly accept long waiting-lists as blessings in
disguise.

TheOldMemse,
Rendall, Orkney,
Scotland

instances in biology where continuous forces normally
have continuous effect but at extreme intensities
demonstrate a new and discontinuous effect. This
model has recently received more prominence with
the provision of a mathematics to deal with it (6),
and is rather unfortunately known as â€˜¿�catastrophy
theory',The evidenceforsucha modelofdepression
islimited;butitseemsworthwhiletobearinmindthat
classification based on patterns of symptoms may be of
limited value in the description of aetiology.
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C. H. NEVILLE-SMITH

THE CLASSIFICATION OF DEPRESSIONS
DEAR SIR,

Professor Kendell's review (i) of the current state
of the controversy surrounding the classification of
depressions was extremely welcome. I should like to
add one point concerning the dimensional/cate
gorical part of the argument and suggest that the
pattern of aetiology should not be assumed identical
to that derived from studies concerned largely with
clinical presentation. If we consider the clinical
picture in depression, while a dimensional hypothesis
is plausible for some of the features, notably mood
disturbance, it is much less so for others, such as
nihilistic delusions or auditory hallucinations, which
seem to have no equivalents in normal states, or for
the rapid changes in mental state that occur with acute
onsetorwithswingsfromdepressiontohypomania.
Theseâ€˜¿�discontinuous'featurestendtooccurinthose
whom Kendell designates Type A depressives, and
it is noteworthy that in cluster analyses, where a
substantial proportion of variables are related to
clinical features, such a group of patients tends to be
reliably identified (e.g. 2,3), whereas Type B patients
eitherfailtoâ€˜¿�cluster'or appearasmore thanone
group. It has been suggested that Type B depressions
may be dimensional and continuous with normal
states, while Type A are categorical and represent a
pathologicalformwitha separateand presumably
discretecausation.Yetrelevantstudiesreveallittle
evidenceofmajordifferencesintheaetiologyofthe
different forms of depression. It is plausible to suppose
that in all depressions, one or more constitutional
factorsareimplicated,togetherwithstressfulen
vironmental features, and that all these are continu
ously distributed. It will be noted that in those studies
in which a relatively large proportion of variables
concerned with aetiology were includedâ€”notably
Kendall'sown (@,5)â€”theseparationof Type A
depression has been less easy to demonstrate.
Can we thensupposethatsimilarandcontinuously

distributed causal factors can lead to either a con
tinuous or a discontinuous symptom pattern? This
istheoreticallypossible,ascanbeseenifoneconsiders
the analogy of the electric switch; and there are many

A@ro@ WHITEHEAD

LONG-TERM EFFECTS OF
BEHAVIOUR THERAPY

DEAR Sm,

The introduction of behavioural techniques has
ledtoa wave oftherapeuticenthusiasm,butthere
arefewlong-termfollow-upstudies,and itisforthis
reason that I would like to report on two patients
whom I treated ten years ago, using the method of
systematic desensitization.

@. A 30-year old married woman who had been

treated for her frigidityand housebound features

(Kraft, 1967) was delighted with the treatment out
come; she was very much more cheerful, no longer
moody, and could cope adequately with main roads
and crowded places. Further she was pleased to report
thatduringthesetenyearstherehad beena great
improvement in her relationship with her husband.
However, shewas only prepared tospeak tome on the
telephone and refused to come and see me, because
@hefeltthatthismightleadtoa recurrenceofher
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old symptoms. For similar reasons, she was reluctant
to lose weight. She explained to me: â€˜¿�Imust know
where you are. Ifyou disappeared suddenly, I would
go into a panic. Coming to see you would mean going
back, the dependence on you. I would prefer not
to. I have a horrible feeling if I came to see you I
would do something silly, go to pieces, return to
symptoms, like going back to see old boy friends. I
prefer to forget about that.'

Quite clearly, the patient may have made a good
symptomatic recovery but basic problems of panic
and the need for extra marital relationships had not
beenresolved.Itwouldindeedhavebeensurprising
ifthishad beenachievedby systematicdesensitiza
tionalone.

2. A 20-year-old single male Drinamyl addict

(Kraft,:968)was equallydelightedwithhistreat
ment result, and was proud to report that he no
longer had any need for addictive drugs, though he
did admit to smoking hashish when he was on holiday
abroad, which was frequent. Whereas he was quite
incapable of doing any sort of work at the time when
hebegantreatment,hehadnow builtup a successful
business. He told me that he had put on four stones in
weight, which he attributed to excessive drinking
when he was workingata brewery,buthe had no
insight into the mechanisms involved. He found
the follow-up interview extremely complicated, and
on leaving he said that he hoped that there would
neverbea needforafurthervisit.

These are just two examples from my series, but
theyillustratethesortoftreatmentresultonemay
expect from behaviour therapy when given alone.
Both patients showed symptom substitution in the
form of weight gain, and the transference was not
resolvedineithercase.ItisforthisreasonthatIhave
come totheconclusionthatbehaviouraltechniques
shouldbe usedas partofa much widerpsycho
therapeuticprogramme,in which the patientis
offeredpsychoanalytically-orientedpsychotherapy
as well as behaviour therapy.

8oHarleyStreet,
LondonWIX zAE
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DEATH DUE TO ISONIAZID (INH)
AND PHENYTOIN

DEAR Sm,
The dangerousinteractionsthatcanoccurbetween

anticonvulsant andantituberculousdrugs, particularly
iso-nicotinicacidhydrazide,have become widely
recognized during the past ten years. INH inter
feres with the bio-transformation of hydantoinates in
theliver,resultingina riseinserumlevelsespecially
inpatientswho areslowacetylatorsof INH. The
protean manifestations of'phenytoin encephalopathy'
can be difficult to recognize, particularly in chronic
epilepticswho may haveexistingneuro-psychiatric
syndromes(Johnson,1975).
We wishtoreportbrieflyon a fataloutcomefrom

such a reaction:
A 47-year-old hospitalized subnormal epileptic had

been treated with phenytoin and phenobarbitone for
20 years. At the age of 45 she developed tuberculous

adenitis and was treated with I.N.H. and strep
tomycin. Over the next year, she developed a bizarre
neuro-psychiatric state with choreiform movements,
and died. At a coroner's court death due to â€˜¿�phenytoin
toxicity' was recorded (serum phenytoin 2 days post
mortem 8 mg/ioo ml). This was attributed to inter
action between the anticonvulsant and antituber
culous drugs.

Clinicians treating epileptics who are taking anti
convulsant drugs should be aware of this potentially
dangerousinteractionwhichcanresultifantituber
culous drugs have to be simultaneously administered.
Determinationofthepatient'sacetylatorstatusand
regularmonitoringoftheserumphenytoinlevelsare
essential if dangerous complications of interaction
are to be avoided.
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DEAR Sm,

Copies are still available of this compilation, which
was prepared by the Clinical Tutors' Sub-Committee
and was printed on their behalf by John Wyeth
Laboratories; those wanting copies should write to
John Wyeth Laboratories, Huntercombe Lane South,
Taplow,Maidenhead,Berks.
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