CORRESPONDENCE

because a comfortable and privileged clinician
decides that the experience was not rare enough or
nasty enough?

Lillywhite & Neal also complain that “PTSD is a
condition which presents with a wide spectrum of
severity”. Surely there is not condition that cannot
present with a wide spectrum of severity? Assess-
ment of the severity of the condition is routine, but
not inevitably part of the diagnosis. They urge the
use of one particular scale out of several available,
because it includes a severity scale. There is no
compelling evidence favouring the CAPS-1 scale
over other PTSD measures. Earlier reliable and
valid scales were to some extent outdated by the
changes introduced in DSM-III-R, but other cur-
rent measures, such as the PTSD Symptom Scale
(PSS; Foa et al, 1993), also include severity mea-
sures; scales which do not can be supplemented by
assessment of severity. Psychometric instruments
which essentially merely ask whether the criteria for
DSM PTSD are present can be valid indicators of
the presence of PTSD without much risk of being
interesting or of adding much to our knowledge.
The possible value of instruments using dichoto-
mous and continuous scales, which they suggest,
has long been recognised (e.g. Weisenberg et al,
1987).

Lillywhite & Neal refer to finding “marked clini-
cal improvement” due to simple assessment (a
therapeutically trivial intervention). This is so much
at variance with experience of PTSD as to raise
doubts about the diagnosis and severity of the
cases to which they refer, and if these findings,
which they report devoid of detail, are sound, they
should publish them as soon as possible, and in full
detail.

They would have been more justified in challeng-
ing the evidence for the efficacy of the eye-
movement desensitisation technique reported by
Specor & Huthwaite. No plausible rationale has
been offered for this therapy, while sensational
claims are made, and it is being widely marketed
and taught before adequate convincing and scien-
tifically sound studies have established its efficacy.
Metter & Michelson (1993), among others, have
raised doubts about such excessive claims; and
report a study in which the results of eye-movement
desensitisation were not significantly different from
those of control conditions, and “possibly less
efficacious than having subjects stare at a dot on the
wall.”
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Diogenes syndrome by proxy

SR: There has been considerable interest in fac-
titious disorders both in the lay press and among
psychiatric nosologists in the preparation of
DSM-IV. This interest has focused mainly on
Munchausen syndrome and Munchausen syndrome
by proxy. Diogenes syndrome, which refers to a
state of marked self-neglect, domestic squalor and
disorder, hoarding rubbish and social isolation, is
well described since the term was first used by Clark
et al (1975). However, a factitious disorder involv-
ing the classic features of Diogenes syndrome by
proxy has not been described. We now report such
a case.

Case report. An 81-year-old woman was referred by her
general practitioner for in-patient assessment of mobility,
having been bed-bound for two weeks following a fall.
The fall resulted from poor sight due to senile macular
degeneration. She also suffered from a chronic anxiety
state, and she had complained of “low spirits”.

The patient was moderately anxious, had faecal impac-
tion and impaired visual acuity, but was independently
mobile with the aid of a walking frame. She complained
that during the two weeks of being bed-bound she had
been neglected by her 48-year-old daughter, who had lived
with the patient for the previous year. The patient alleged
having been deprived of regular food, clean bed linen and
assistance with getting to the toilet, resulting in double
incontinence. On further questioning, it became clear that
the patient’s immobility was compounded by physical
obstruction of her pathway from her bed to the bathroom
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by piles of newsprint and cardboard. This situation had
only come about after her daughter had moved from her
own accommodation to the patient’s two-bedroomed flat.
A collateral history from the patient’s community medical
social worker and general practitioner confirmed the
patient’s account of enforced domestic squalor for the
previous year. The daughter’s problem with hoarding of
rubbish had been present over 20 years, resulting in a state
of such clutter in her own flat as to make it uninhabitable.
This had led to her taking up residence with her mother.
She had no insight into her hoarding problem, seeing this
as reasonable behaviour.

Diogenes syndrome by proxy is a clear example of
‘elder abuse’, although it may be unintentional as in
this, the first described case. The aetiology in this
case is unknown, as the patient’s daughter has never
had a formal psychiatric evaluation. Diogenes syn-
drome is usually encountered in persons over 60
years (Macmillan & Shaw, 1966; Clark et al, 1975),
but it is recognised in younger patients in associa-
tion with chronic alcoholism, chronic paranoid
schizophrenia, and major affective disorder (Ber-
lyne, 1975). The problem may be insidious, escaping
recognition and being incorrectly ascribed to eccen-
tric behaviour or senile dementia in an elderly
person. Absence of physical injury may obscure the
diagnosis of Diogenes syndrome by proxy. As in the
case of Munchausen syndrome by proxy, very
young or elderly dependants of patients with docu-
mented or suspected Diogenes syndrome must be
considered at risk of Diogenes syndrome by proxy,
even when the patient lives alone, which is the
case with most patients with Diogenes syndrome
(Cybulska & Rucinski, 1986).
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How abuse has affected me

A is now 22 years old and has received at least four
periods of in-patient treatment, having been on an
acute ward for the last year. She is a self-mutilator
who has a long history of sexual abuse.
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She has not been able to confide in male members
of staff but did, with encouragement, take a BTech
course. As part of that course she submitted a
dissertation on her abuse, obtaining a distinction
for her work.

As our therapeutic partnership progressed, she
was eventually able to let me read this dissertation,
and I was particularly intrigued by the passage
which is given below. I find it poignant and thought
provoking and, with A’s permission, am happy to
share her observations with you.

I make no comment as to the content and mean-
ing of her words, and hope that you will be able to
gain as much insight from her observations as I
have.

“My name is [A] and I am twenty two years old. I
suffered physical and sexual abuse from the age of
three until I left home at seventeen years of age.

How ABUSE has affected ME

“lI am ANGRY with myself / I do not like being
looked at / I don’t trust myself or others — men / I
BLAME MYSELF /I feel DIRTY and GUILTY /
I am a perfectionist / I am afraid of bathing and
swimming / I feel paranoid / I have poor self respect
/ 1 am self conscious / I feel INFERIOR / I am
SCARED of relationships / I am scared of being
touched / I feel UNWORTHY /I don’t like silence
/ I have agoraphobia / I feel WITHDRAWN /I am
overprotective — of children / I don’t like wearing
clothes in case they get dirty / I don’t wear skirts,
only trousers / I wear dark clothes / I am AFRAID
to be alone with a man / I feel I should HARM
myself / I like to be poorly - for attention / I don’t
feel creative / I am highly strung / I feel edgy / I am
DEFENSIVE/l lack self-confidence / 1 have
NIGHTMARES and flashbacks / I hear voices / 1
have hallucinations / I find situations DANGER-
OUS / I have amnesia.

A
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Estimates of risks in relatives of psychotic probands

SIrR: There is compelling evidence that genetic fac-
tors are important in determining susceptibility to
schizophrenia (Gottesman, 1990). Knowledge of
the lifetime risks of schizophrenia in the general
population and in various classes of relatives of
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