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attitudes inhibit the creative enterprise. Psycho
therapists who work with creative people know this.

Additionally, I suspect that Dr Brooks may him
self have committed the crime of which he accuses
Macdiarmid. He suggests in his letter that
Macdiarmid fails to take note of the proportion of
the book given over to Janet, and its emphasis on the
importance of the work that came before Freud and
influenced his thinking. For me this came over clearly
in the review.

I liked Macdiarmid as a writer.He showed respect
for an important and scholarly book. In particular
I liked his elegant and witty â€˜¿�attack-from-within'
on some of the more pretentious aspects of the
psychotherapeutic establishment. On reading
Macdiarmid I return with renewed appreciation to
Ellenberger.Surely this was an excellent review!

C. A. cOGHLAN
Ealing Hospital
Uxbridge Road
Southall
Middlesex UBJ 3EV

ROC analysis
Sm: I hesitate to take issue with Snaith & Owens'
(Journal May 1990, 156, 744-745) recommendations
about presenting the resultsofa relative (or receiver)
operating characteristic (ROC) analysis. ROC
analysis examines the ability of a screening instru
ment to discriminate cases and non-cases across the
whole spectrum of morbidity by plotting sensitivity
against false positive rate for all possible cut-off
points. However, there are good reasons for display
ing a smoothed ROC curve rather than â€œ¿�aseries of
straight linesjoining the pointsâ€•as they suggest.

Unless the sample size is very large in relation to
the number of scoring categories, the selection of a
cut-off point from the actual as opposed to estimated
data can be very misleading. Random bunching of
response scores can result in apparently excellent re
stilts (in terms of sensitivity, specificity and overall
misclassification rate) with a chosen cut-off point,
whereas a slight alteration in the cut-off produces a
much poorer result.

The best way to avoid giving a false impression is
to show the smoothed ROC curve with 95% confi
dence intervals on either side. A convenient com
puter program (RoCFrr) is available which calculates
the maximum-likelihood fitted ROC curve and other
parameters(Metz eta!, 1984).

The optimal cut-off point (that is, the best trade
off between sensitivity and specificity) is at the point
on the ROC curvewhich is the greatestperpendicular

distance from the diagonal. Of course, any cut-off
point may be chosen for a particular purpose: the
smoothed ROC curve will give a maximum
likelihood estimate of the resulting sensitivity and
specificity.
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The Lomax affair
Sm: I read Harding's reappraisalof Lomax's contri
bution with great interest (Journal, February 1990,
156, 180â€”187).However, lest the impression be
gained that asylums were places of brutality and in
humanity in general, it should be pointed that Lomax
described conditions as he found them between 1917
and 1919â€”¿�a period when conditions were highly
unusual. Not only had many younger medical staff
been called up, leaving men past retirement age to
manage alone, but many attendants too had gone to
war, leaving the asylums grossly under-staffed. Nor
was that all; some asylums had been taken over for
war casualties and thus other asylums (presumably
including Bracebridge and Prestwich) became
grossly overcrowded.

Therewerealso severeshortages offood â€”¿�a matter
beyond the control of the asylum managers. In the
Burntwood asylum, for instance, the meat allowance
had been reduced from I kg per head weekly in 1916
to 064 kg in 1918;heating also was almost certainly
inadequate as the cost of coal escalated. During 1914
there had been 108 deaths within the asylum, but in
1918 there were 256, and these figures cannot be
explained by an outbreak of influenza which
accounted for only a few deaths. The strong impli
cation is that malnutrition occurred. Nor was the
Burntwood asylum unique: in the Worcestershire
asylum therewere 134deaths during the finalquarter
of 1917, whereas during the whole of 1916 there had
been 148deaths.

Thus, if Lomax found â€œ¿�.. . poor nutrition. . . and a
high death rate . . .â€œ,then this finding is in harmony
with what was happening elsewhere and is a reflec
tion of the harsh conditions which prevailed at that
time. Of course, there can be no excuse for brutality
and perhaps Harding's comment that â€œ¿�Prestwich
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was undoubtedly a badly administered asylumâ€• is
justified. My own reading of the history of the
Burntwood asylum (Budden, 1989) has revealed
nothing like that; on the contrary, there were
summary dismissals of staff at the slightest sugges
tion of ill-treatment of patients, whatever the
provocation.

No doubt Lomax was well justified in describing
the conditions he found and in seeking improve
ments. However, it would be grossly unfair to use the
description of conditions during 1917â€”1919to casti
gate the asylum service and to denounce the pro
vision which had been made by the Victorians for
their mentally afflicted citizens.
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Patterns ofattendance at child psychiatry clinics
Sm: I read with interest the paper by Stern et a!
(Journal, March 1990, 156, 384â€”387)and would like
to offer local experiences in Hong Kong to widen the
discussion.

In a seven-year survey of referralsto the child unit
of a department of psychiatry in a teaching hospital
in Hong Kong (Luk & Lieh-Mak 1985), somatic
complaints were the most common reason for re
ferral (19.6%). When we opened a self-referred
primary mental-health care clinic for children at a
well-established voluntary agency, conduct prob
lems became the most common complaint (46.4%;
Chung & Luk, 1990). The clinical diagnoses made
also differ between the two settings. While these
might be explained by referralbias, Hong Kong par
entsdid seem to seek help fordifferent problems from
different sources: somatic problems from doctors,
and â€˜¿�bad'behaviour from non-hospital settings. The
fact that Drs Stern etalfound Asian children referred
had a narrower range of problems might be
explained in this way. Furthermore, when the pri
mary mental-health care clinic for children was set up
in Hong Kong with minimal advertisement, a half
yearwaiting-list promptly accumulated: Hong Kong
parents, acutely aware of their â€˜¿�problematicchild',
actively sought help, but unfortunately not usually
from hospital. This might shed light on why Asians
were under-represented in Dr Stern et al's paper.
Although Dr Sternet aldid point out that the depart
ment accepted self-referrals, it was the hospital set
ting itself that carried the stigma. Those parents who
think that their child has problems might not know
or like the idea of attending child psychiatric clinics
in hospital settings. The under-representation of
Asian children can therefore be explained not only in
terms of cultural differences concerning what is ac
ceptable behaviour in children, but also in terms of
the parents' perceptions of who and what problems
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Braintransplants:mythor monster?
SIR: Henderson (Journal, May 1990, 156, 645â€”653)
cites brain transplants (in brackets) as one of the
possible future treatments for dementia. The ques
tion which has been left unanswered is: who will be
the donor? Will Mr A receive Mr B's (or Mrs B's)
brain tissue with which to think and control his own
body, or will B (male or female) wake up (again!) in
A's body?

I put this question informally to a number of psy
chiatrists and got almost as many different replies.
What I did learn was that the debate between
Descartes and Franz Alexander was alive and
kicking (Brown, 1985). Some psychiatrists see the
mind as being synonymous with the physical brain,
others view it as some ethereal envelope about our
person, whereas still others conceptualise it in terms
of a supernatural and eternal soul which utilises an
otherwise selfless brain during life.

Will brain transplantation join the growing list of
procedures requiring lengthy ethical (and theologi
cal) debates along with predictivegenetic testing and
organ donation from anencephalics?Or,are the tech
nical aspects of full brain transplantation so compli
cated as to render the whole argument academic or
fictional? Perhaps partial brain transplants would

https://doi.org/10.1192/bjp.157.2.301b Published online by Cambridge University Press

https://doi.org/10.1192/bjp.157.2.301b



