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This is another fiction masquerading asThis is another fiction masquerading as

fact. Szasz is not an ally of National Healthfact. Szasz is not an ally of National Health

Service psychiatrists, none of whom, to myService psychiatrists, none of whom, to my

knowledge, has denounced or renouncedknowledge, has denounced or renounced

the practice of psychiatric slavery. More-the practice of psychiatric slavery. More-

over, Szasz is a classical liberal, not a socia-over, Szasz is a classical liberal, not a socia-

list. The two cardinal principles of thelist. The two cardinal principles of the

classical liberal credo are the affirmationclassical liberal credo are the affirmation

of the right to bodily and mental self-of the right to bodily and mental self-

ownership and the prohibition againstownership and the prohibition against

initiating violence.initiating violence.

These rather serious misrepresentationsThese rather serious misrepresentations

aside, Persaud ignores the core ideas inaside, Persaud ignores the core ideas in

Szasz’s book. Institutional psychiatry is anSzasz’s book. Institutional psychiatry is an

extension of law: institutional psychiatristsextension of law: institutional psychiatrists

are agents of the state, not of their patients.are agents of the state, not of their patients.

Doctors who practise contractual medicineDoctors who practise contractual medicine

are agents of their patients, not of the state.are agents of their patients, not of the state.

The importance of this difference cannot beThe importance of this difference cannot be

overemphasised.overemphasised.

People labelled by institutional psy-People labelled by institutional psy-

chiatrists as mentally ill are concurrentlychiatrists as mentally ill are concurrently

defined by the courts as less than human,defined by the courts as less than human,

in much the same way ‘Negroes’ in Amer-in much the same way ‘Negroes’ in Amer-

ica were once defined as three-fifths per-ica were once defined as three-fifths per-

sons. This is how Black people were,sons. This is how Black people were,

and people with mental illnesses are, de-and people with mental illnesses are, de-

prived of liberty and justice by the state.prived of liberty and justice by the state.

Labelling of anyone as less than humanLabelling of anyone as less than human

is legal fiction, something false that is as-is legal fiction, something false that is as-

serted as true, that the courts will notserted as true, that the courts will not

allow to be disproved. Just as definingallow to be disproved. Just as defining

Negroes as three-fifths persons served toNegroes as three-fifths persons served to

maintain the institution ofmaintain the institution of slavery,slavery,

defining people as mentally ill servesdefining people as mentally ill serves toto

maintain the institution of psychiatry.maintain the institution of psychiatry.

A person has a right to refuse treatmentA person has a right to refuse treatment

for cancer. A person does not have a rightfor cancer. A person does not have a right

to refuse treatment for mental illness. Ifto refuse treatment for mental illness. If

institutional psychiatrists are deprived ofinstitutional psychiatrists are deprived of

their power by the state to deprive mentallytheir power by the state to deprive mentally

ill persons of their liberty, that is, if theill persons of their liberty, that is, if the

state did not allow psychiatrists to enslavestate did not allow psychiatrists to enslave

their patients in the name of liberatingtheir patients in the name of liberating

them, institutional psychiatry would gothem, institutional psychiatry would go

the way of slavery, as well it should.the way of slavery, as well it should.
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Treatment of common mentalTreatment of common mental
disorders in general practice: aredisorders in general practice: are
current guidelines useless?current guidelines useless?

The paper by CroudaceThe paper by Croudace et alet al (2003) con-(2003) con-

firms the pattern set by previous studiesfirms the pattern set by previous studies

(Upton(Upton et alet al, 1999; King, 1999; King et alet al, 2002) in, 2002) in

showing little or no effect of educationalshowing little or no effect of educational

and treatment initiatives on primary careand treatment initiatives on primary care

physicians’ practice of psychiatry. Thephysicians’ practice of psychiatry. The

authors provide various explanations forauthors provide various explanations for

the negative outcome; one of these –the negative outcome; one of these –

‘failures in the content of the guidelines‘failures in the content of the guidelines

themselves in terms of their evidence basethemselves in terms of their evidence base

or relevance’ – deserves greater promi-or relevance’ – deserves greater promi-

nence. Although psychiatry can claim somenence. Although psychiatry can claim some

credit for advances in the diagnoses andcredit for advances in the diagnoses and

treatment of more-severe disorders seen intreatment of more-severe disorders seen in

secondary care, our interventions for thesecondary care, our interventions for the

common mental disorders in primary carecommon mental disorders in primary care

are much less securely founded.are much less securely founded.

The guidelines do not take properThe guidelines do not take proper

account of the well-established fact thataccount of the well-established fact that

approximately two out of five patientsapproximately two out of five patients

presenting with common mental illnessespresenting with common mental illnesses

in general practice (even when consideredin general practice (even when considered

ill enough to merit psychiatric input) im-ill enough to merit psychiatric input) im-

prove rapidly within a few weeks. Theseprove rapidly within a few weeks. These

probably merit the often forgotten diag-probably merit the often forgotten diag-

nosis of adjustment disorder (Caseynosis of adjustment disorder (Casey et alet al,,

2001). Thirty per cent pursue a slower2001). Thirty per cent pursue a slower

course of recovery and a further 30%,course of recovery and a further 30%,

mostly with mixed anxiety and depressivemostly with mixed anxiety and depressive

disorder, have a worse outcome with fre-disorder, have a worse outcome with fre-

quent relapses (Tyrerquent relapses (Tyrer et alet al, 2003), although, 2003), although

in the short term a variety of interventionsin the short term a variety of interventions

can be effective.can be effective.

The methodology of CroudaceThe methodology of Croudace et alet al ’s’s

study is to be commended and the resultsstudy is to be commended and the results

show that even when guidelines lead toshow that even when guidelines lead to

greater specificity in identifying illness, thisgreater specificity in identifying illness, this

is not accompanied by better outcomes.is not accompanied by better outcomes.

Pressured general practitioners in the pastPressured general practitioners in the past

used to take the approach that if a patientused to take the approach that if a patient

with mental health symptoms presentedwith mental health symptoms presented

for treatment, the doctor could listen sym-for treatment, the doctor could listen sym-

pathetically and, unless there was signifi-pathetically and, unless there was signifi-

cant risk, would ask them to come backcant risk, would ask them to come back

in 4 weeks’ time. If the patient returned,in 4 weeks’ time. If the patient returned,

he or she might have a more serious pro-he or she might have a more serious pro-

blem necessitating formal treatment. Suchblem necessitating formal treatment. Such

an approach may have a greater evidencean approach may have a greater evidence

base than any of our guidelines. It nicelybase than any of our guidelines. It nicely

separates those with adjustment disordersseparates those with adjustment disorders

from the rest, prevents inappropriatefrom the rest, prevents inappropriate

therapies that might lead to iatrogenic pro-therapies that might lead to iatrogenic pro-

blems like dependence, and is an excellentblems like dependence, and is an excellent

predictor of improvement many years laterpredictor of improvement many years later

(Seivewright(Seivewright et alet al, 1998). If we were able to, 1998). If we were able to

help general practitioners at the time ofhelp general practitioners at the time of

presentation to diagnose which patientspresentation to diagnose which patients

needed intervention and which did not,needed intervention and which did not,

we might be doing a better service thanwe might be doing a better service than

any of the current guidelines that litterany of the current guidelines that litter

general practice surgeries in this and manygeneral practice surgeries in this and many

other countries.other countries.
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Management of borderlineManagement of borderline
personality disorderpersonality disorder

VerheulVerheul et alet al ’s article (2003) states that’s article (2003) states that

dialectical behaviour therapy is an effica-dialectical behaviour therapy is an effica-

cious treatment for high-risk behaviours incious treatment for high-risk behaviours in

patients with borderline personality dis-patients with borderline personality dis-

order and suggests that this occurs via fourorder and suggests that this occurs via four

core features (Linehan, 1993): routinecore features (Linehan, 1993): routine

monitoring; modification of high-riskmonitoring; modification of high-risk

behaviours; encouragement of patients tobehaviours; encouragement of patients to

consult therapists before carrying out theseconsult therapists before carrying out these

behaviours; and prevention of therapistbehaviours; and prevention of therapist

burnout.burnout.

We propose a management strategy forWe propose a management strategy for

these patients delivered via a systemicthese patients delivered via a systemic

approach that incorporates these principlesapproach that incorporates these principles

and is especially relevant for services with-and is especially relevant for services with-

out the capacity to provide the skills baseout the capacity to provide the skills base

or intensity required for effective dialecticalor intensity required for effective dialectical

behaviour therapy. Such an approachbehaviour therapy. Such an approach

has been developed by our service andhas been developed by our service and

isis currently the principal method ofcurrently the principal method of
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working with clients with borderlineworking with clients with borderline

personality disorder in the lower Northpersonality disorder in the lower North

Island of New Zealand. It is a service-Island of New Zealand. It is a service-

wide intervention with a long-term per-wide intervention with a long-term per-

spective, providing stabilisation andspective, providing stabilisation and

containment for both patient and staff.containment for both patient and staff.

It is encapsulated in a management planIt is encapsulated in a management plan

– a behavioural intervention to minimise– a behavioural intervention to minimise

reinforcement of hazardous behavioursreinforcement of hazardous behaviours

and promote self-responsibility.and promote self-responsibility.

The plan defines the treatment systemThe plan defines the treatment system

(e.g. psychiatric team, family, police, acci-(e.g. psychiatric team, family, police, acci-

dent and emergency department staff), con-dent and emergency department staff), con-

tains an acceptance of risk and explains thetains an acceptance of risk and explains the

dangers of risk-averse responses from thedangers of risk-averse responses from the

service (Maltsberger, 1994). This breaksservice (Maltsberger, 1994). This breaks

the cycle of assuming responsibility forthe cycle of assuming responsibility for

the client and replaying a traumatisingthe client and replaying a traumatising

parent–child dynamic, with subsequentparent–child dynamic, with subsequent

regression, increased risk and institutional-regression, increased risk and institutional-

isation. We found that this is achievedisation. We found that this is achieved

through the process of writing and imple-through the process of writing and imple-

menting the plan and it enables patients tomenting the plan and it enables patients to

move towards autonomous functioning. Itmove towards autonomous functioning. It

must be agreed to by all involved andmust be agreed to by all involved and

regular review meetings provide a forumregular review meetings provide a forum

for staff to own and manage their differ-for staff to own and manage their differ-

ences. Each plan should be an individual-ences. Each plan should be an individual-

ised document written by the caseised document written by the case

manager in consultation with the client;manager in consultation with the client;

however, we have designed a template forhowever, we have designed a template for

ease of use. This work grew from the ideasease of use. This work grew from the ideas

of Krawitz & Watson (1999) around theof Krawitz & Watson (1999) around the

use of brief admissions as a successful partuse of brief admissions as a successful part

of long-term management, and the obser-of long-term management, and the obser-

vation that the majority of work by out-vation that the majority of work by out-

of-hours services involved these ‘revolvingof-hours services involved these ‘revolving

door’ patients. As yet, our approach hasdoor’ patients. As yet, our approach has

been validated only by empirical evidence.been validated only by empirical evidence.

A paper is currently in preparation.A paper is currently in preparation.
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Cognitive analytic therapyCognitive analytic therapy

The review by Marks (2003) of our bookThe review by Marks (2003) of our book

Introducing Cognitive Analytic Therapy:Introducing Cognitive Analytic Therapy:

Principles and PracticePrinciples and Practice (Ryle & Kerr,(Ryle & Kerr,

2002) is both rude and misleading. His re-2002) is both rude and misleading. His re-

miniscences about a visit to Leningrad inminiscences about a visit to Leningrad in

1966 have nothing to do with the book1966 have nothing to do with the book

and we certainly do not see ‘Pavlovian ther-and we certainly do not see ‘Pavlovian ther-

apy’ (with which we are entirely unfami-apy’ (with which we are entirely unfami-

liar) as ‘part of cognitive analytic therapyliar) as ‘part of cognitive analytic therapy

(CAT)’. His objection to the fact that our(CAT)’. His objection to the fact that our

explicitly integrative model draws on aexplicitly integrative model draws on a

wide range of sources tells us more aboutwide range of sources tells us more about

the limitations of his own conceptualthe limitations of his own conceptual

framework than about CAT. Theseframework than about CAT. These

limitations are also evident in his inabilitylimitations are also evident in his inability

to understand or unwillingness to mentionto understand or unwillingness to mention

the key features of CAT, which he seriouslythe key features of CAT, which he seriously

misrepresents. These include: (a) focusmisrepresents. These include: (a) focus

on ‘reciprocal role procedures’, whichon ‘reciprocal role procedures’, which

are formed though the internalisation ofare formed though the internalisation of

socially meaningful, intersubjectivesocially meaningful, intersubjective

experience and subsequently determineexperience and subsequently determine

bothboth interpersonal behaviours and self-interpersonal behaviours and self-

management; and (b) the practical empha-management; and (b) the practical empha-

sis on the joint creation of descriptions ofsis on the joint creation of descriptions of

these, which serve to enlarge patients’ capa-these, which serve to enlarge patients’ capa-

city for self-reflection and change andcity for self-reflection and change and

therapists’ ability to provide reparative,therapists’ ability to provide reparative,

non-collusive relationships.non-collusive relationships.

The reviewer’s bias is epitomised in hisThe reviewer’s bias is epitomised in his

discussion of one of the case histories indiscussion of one of the case histories in

the book (pp. 138–144). While assertingthe book (pp. 138–144). While asserting

that this ‘patient with obsessive–compulsivethat this ‘patient with obsessive–compulsive

rituals’ would have been better served byrituals’ would have been better served by

nine sessions of behavioural therapy or bynine sessions of behavioural therapy or by

one session plus computer-aided therapy,one session plus computer-aided therapy,

he fails to record that the patient was pre-he fails to record that the patient was pre-

sented precisely to illustrate the limitationssented precisely to illustrate the limitations

of cognitive–behavioural approaches andof cognitive–behavioural approaches and

does not mention that she had previouslydoes not mention that she had previously

dropped out of an anxiety-managementdropped out of an anxiety-management

group and of cognitive–behavioural treat-group and of cognitive–behavioural treat-

ment. Of this she had noted that the morement. Of this she had noted that the more

her symptoms were worked on, the ‘moreher symptoms were worked on, the ‘more

grimly’ she hung onto them. This was notgrimly’ she hung onto them. This was not

a report of the treatment of obsessive–a report of the treatment of obsessive–

compulsive rituals, it was a summary ofcompulsive rituals, it was a summary of

the psychotherapy of a person, an unhappythe psychotherapy of a person, an unhappy

woman with a history of many years ofwoman with a history of many years of

panic, phobias, obsessive–compulsive beha-panic, phobias, obsessive–compulsive beha-

viours and irritable bowel syndrome. Theviours and irritable bowel syndrome. The

case was chosen, in part, to demonstratecase was chosen, in part, to demonstrate

how focus on presenting symptoms canhow focus on presenting symptoms can

actually be counterproductive and para-actually be counterproductive and para-

doxically collude with the enactment ofdoxically collude with the enactment of

underlying reciprocal role procedures in aunderlying reciprocal role procedures in a

patient who had come to be regarded aspatient who had come to be regarded as

‘difficult’ and ‘resistant’. This patient’s list‘difficult’ and ‘resistant’. This patient’s list

of ‘target problem procedures’, as workedof ‘target problem procedures’, as worked

out with her, included a pervasive needout with her, included a pervasive need

to control both her feelings and otherto control both her feelings and other

people’s behaviours. As is usual in CAT,people’s behaviours. As is usual in CAT,

this formulation, and her therapy, focusedthis formulation, and her therapy, focused

on intra- and interpersonal attitudes,on intra- and interpersonal attitudes,

assumptions and behaviours (procedures)assumptions and behaviours (procedures)

and paid little direct attention to her symp-and paid little direct attention to her symp-

toms. Therapy included, importantly, worktoms. Therapy included, importantly, work

on reciprocal enactments with the therapist.on reciprocal enactments with the therapist.

Assessment at termination and follow-upAssessment at termination and follow-up

showed major improvements in her life,showed major improvements in her life,

and psychometric testing demonstrated re-and psychometric testing demonstrated re-

ductions in symptoms at termination withductions in symptoms at termination with

further reductions at 6-month follow-up.further reductions at 6-month follow-up.

We think it unfortunate that so ob-We think it unfortunate that so ob-

viously partisan a reviewer was selected toviously partisan a reviewer was selected to

discuss a book outside his area of expertisediscuss a book outside his area of expertise

and sympathy and that it was consideredand sympathy and that it was considered

appropriate to publish so tendentious aappropriate to publish so tendentious a

review of the work of colleagues.review of the work of colleagues.
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Cinders, you shall go to the ballCinders, you shall go to the ball

Goodwin has described bipolar disorder asGoodwin has described bipolar disorder as

the Cinderella of psychiatry, largely on thethe Cinderella of psychiatry, largely on the

basis of his study showing the relative pau-basis of his study showing the relative pau-

city of research studies in bipolar disordercity of research studies in bipolar disorder

compared with schizophrenia (Goodwin,compared with schizophrenia (Goodwin,

2000). This study has been reinforced by2000). This study has been reinforced by

ClementClement et alet al (2003), who similarly con-(2003), who similarly con-

cluded that bipolar disorder is underrepre-cluded that bipolar disorder is underrepre-

sented compared with schizophrenia andsented compared with schizophrenia and

that this disparity is not declining overthat this disparity is not declining over

time. The importance of this discrepancytime. The importance of this discrepancy

is demonstrated by the finding that bipolaris demonstrated by the finding that bipolar

disorder causes a greater global burden ofdisorder causes a greater global burden of

disease than schizophrenia (Murray &disease than schizophrenia (Murray &

Lopez, 1997) and by the huge financial im-Lopez, 1997) and by the huge financial im-

pact of bipolar disorder on society (Daspact of bipolar disorder on society (Das

Gupta & Guest, 2002)Gupta & Guest, 2002)

Clement and colleagues appear to lay theClement and colleagues appear to lay the

responsibility for the relative lack ofresponsibility for the relative lack of

bipolar research on a national shortage ofbipolar research on a national shortage of

specialist clinical services and on the lackspecialist clinical services and on the lack

of interest of researchers. However, clinicalof interest of researchers. However, clinical

services such as our own in the Northernservices such as our own in the Northern

Deanery are flourishing and we suggest thatDeanery are flourishing and we suggest that

historical difficulties in obtaining publichistorical difficulties in obtaining public
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