stage through to full expression of the
disorder. A problem here may be that the
snapshots are too widely spaced at 18
months. In addition, the estimated ultimate
rate of transition is still quite low, around
15%. The costs for the design, and hence
the funders, the subjects and the research
team themselves, are that a large sample
size and an extensive follow-up period are
required. The study is, therefore, expensive
and labour-intensive. Farmer (1999), in her
commentary, estimates that only half of
those making the transition will have done
so within five years and Johnstone (1999)
acknowledges that her co-workers may
not be around for long enough to reap the
fruits of their labours.

Hence, the main strength of the study is
the modern assessment using imaging and
other methodologies from asymptomatic
stage through to full syndrome, a latter-
day, enhanced version of earlier high-risk
studies. The most interesting finding in the
study to date is the high functioning ob-
served in a subset of the young people at
risk. A final quibble is the notion expressed
in the author’s response (Johnstone, 1999)
that those ultimately expressing the disor-
der were “destined’ to do so. This is too de-
terministic. We think that the expression of
risk is more dynamic and that the group
who ultimately express the phenotype is
not fixed at the start of a prospective study
like this. It may be more like ‘musical
chairs’ with risk factors such as substance
use and stress operating to select the final
sample.

An alternative design which addresses
these problems, known as the ‘close-in’ strat-
egy (Bell, 1992), has been applied by our
group (Yung et al, 1996, 19984) to the chal-
lenge of predicting, clarifying and trying to
delay or prevent the transition to psychosis
in a high-risk sample. Building on the con-
cept of indicated prevention (Mrazek &
Haggerty, 1994), we focus on cases with
early clinical features which are associated
with a high risk (approximately 41%) of
transition to psychosis within 12 months
(Yung et al, 1998b). In a proportion of
these, there is a first-degree relative with a
psychotic disorder, while others are defined
on subthreshold or attenuated psychotic
symptoms alone. It is important to emphas-
ise that over half of these patients do not
develop psychosis, though they do have
other axis I disorders. This design does
not allow study of the process of transition
from as early as the asymptomatic period,
but it does seem to address the two key
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weaknesses of the traditional high-risk
approach.
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Comparing ICD-10 and DSM-IV

Sir: We wish to comment on First &
Pincus’s (1999) editorial, which itself is in
part a response to the earlier editorial by
Andrews et al {1999) on the comparability
of ICD-10 and DSM-IV classifications.
First & Pincus make much of the fact that
Andrews et al have not compared DSM-
IV to the 1992 clinical guidelines version
of ICD-10, which influenced the develop-
ment of DSM-IV. Instead, Andrews et al
compared ICD-10 to the Diagnostic Criter-
ia for Research version published in 1993
(World Health Organization, 1993). First
& Pincus point out that there are subtle
differences between the 1992 clinical
guidelines and 1993 diagnostic criteria
for research versions of ICD-10. Although
this is true, comparing DSM-IV to the
1992 clinical guidelines version of ICD-
10 would not be appropriate, and is prob-
ably not possible, since the clinical guide-
lines are descriptive only and are not in
the same operationalised format as DSM-
IV. In order to compare like with like, the

CORRESPONDENCE

1993 operational definitions version of
ICD-10 must be used.

We disagree that in “the world of re-
search, the DSM system of specified diag-
nostic criteria is the de facto standard™.
Although the DSM system from the third
edition onward has had an important influ-
ence in improving the reliability of psychi-
atric diagnosis, it remains a national
system. Despite the aims of its authors to
be ‘atheoretical’ the DSM must inevitably
reflect the current culture and ideology of
North American rather than world psy-
chiatry. On the other hand, the ICD-10 clas-
sification has been derived on the basis of
field trials and debate internationally, and
is the official classification for many coun-
tries. ICD-10 can argubly be considered to
have greater universality in terms of its
international acceptance and use.

We accept that the literature review
process and reliability studies that accom-
panied the most recent .revision of the
DSM system probably represent certain ad-
vantages over the field trial method under-
taken for ICD-10. However, the latter
were carried out in the late-1980s (our
own in Cardiff was undertaken in 1988),
whereas DSM-IV was published nearly a
decade later. One would hope for an im-
provement in methodology over such time.
Also, it is considerably easier to arrange de-
tailed and costly studies of a nosology in a
single rich country, than to undertake such
testing in many countries, with associated
differences in economy, language, custom
and religion.

Finally, a point we have reiterated
many times, is that no classification as yet
has proven validity, since the causes of
most mental illnesses remain uncertain.
Only when the aetiology of psychiatric dis-
orders is properly understood, will it be
possible to identify the most valid classifi-
cation. Until then all classifications must
be considered as working hypotheses. Thus,
there is more than a hint of diagnostic im-
peralism in First & Pincus’s assertion that
DSM-IV should be the accepted standard,
and that “the introduction of the ICD-10
criteria is the main source of confusion
among researchers . . . [and that] many (if
not most) of the differences seem to exist
for no good reason”. Others besides our-
selves have written about the comparability
and differences between operational criteria
(Farmer et al, 1991a,b). The current argu-
ments relating to whether DSM-IV is ‘bet-
ter’ than ICD-10 merely induce a state of
déjd vu, and hopefully will not need to be

587


https://doi.org/10.1192/bjp.175.6.587

CORRESPONDENCE

revisited with the publication of ICD-11
and DSM-V.
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Memory recovery among adults
in therapy

Sir: Andrews et al (1999) base their study
upon the British Psychological Society sur-
vey (Andrews et al, 1995) in which 400S
questionnaires were sent to chartered psy-
chologists and 810 replies were received ~
a response rate of 20%. Of those who re-
sponded, 36% (291) had recovered mem-
ories in at least one client and 71% (208/
291) identified themselves for future re-
search, of whom 180 were interviewed by
telephone. In this telephone interview 16/
180 denied having a case of recovered
memory, 9% could not remember the cli-
ent, 10/118 did not have the case records,
17% declined to be interviewed and 2%
could not be traced.

Thus, the study is based upon 118 from
a population of 4005 eligible (2.9%) and
they were found to be more likely to believe
in the accuracy of recovered memories and
to have seen satanic/ritual abuse cases.

The authors found that 36% of recov-
ered memories were from the first five years
of life and 9% fell within the period of in-
fantile amnesia. Memory recovery techni-
ques “seemed to be used more to help the
clients to elaborate the memories than to
facilitate their initial recovery”, but the
authors do not comment on the doubtful
validity of such techniques or, indeed, of
early memories. They also observe that “it
is difficult to know how representative
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respondents were of professional psycholo-
gists who encounter recovered memories in
their practice”; 2.9% of the original sample
are hardly representative of anything other
than the views of those psychologists ques-
tioned. They were discussing patients
“40% of [whom)] were no longer in treat-
ment and notes were not consulted”, and
it is not clear how systematic the notes were
on the remaining patients.

In our experience many who have re-
covered memories have been involved with
multiple therapists and often do not inform
their current therapist of this. Some people
have also read literature such as Bass &
Davis (1988) and have been members of
survivors’ groups.

We are still appallingly ignorant of the
way in which real memories of abuse are
dealt with. Do some people push the events
to the back of their mind and avoid distress
by not thinking or talking about them, only
to feel compelled to share their experience
after some trigger? Do some people who
create ‘false memories’ do so through autis-
tic thinking in the isolation of distress?
There are many unresolved issues in this
area, which needs less debate and more re-
search. The only certain thing is that mem-
ory cannot be relied upon without external
verification. We trust that there is at least
agreement that recommendations for good
practice such as those published by the
Royal College of Psychiatrists’ Working
Group (1997) should be observed by all
clinicians.
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Author’s reply: Drs Brandon & Boakes’ let-
ter contains some misconceptions concern-
ing our past and present research. The
criticisms they raise involve the representa-
tiveness of our sample of therapists, and the
validity of their reports. They suggest that
the sample of interviewed therapists re-
ferred to in the paper constitutes 2.9% of
our original sample and hence is unlikely
to be representative of all 4005 ‘eligible’
British Psychological Society practitioner
members from the original survey (we
should add that the response rate in the origi-
nal survey was 27% (Andrews et al, 1995),
not 20% as stated). However, the 4005 prac-
titioners were only ‘eligible’ in the sense that
they were all sent the original question-
naire. Many will not have been working
therapeutically with non-psychotic, non-
organically impaired adult psychiatric pa-
tients, and hence the survey would not have
been relevant to them. It is almost certain,
therefore, that the response rate among re-
spondents seeing the appropriate group of
patients was considerably higher than
27%. The response rate among practi-
tioners who had actually had recovered
memory patients is likely to have been high-
er still, considering that the subject of the
survey would have been of special interest
to them. Without a 100% response rate to
our original questionnaire survey, the num-
ber of such eligible practitioners can, unfor-
tunately, not be specified with any greater
precision.

Therefore, we did our utmost in the pa-
per to examine the representativeness of the
therapists we went on to interview, when
compared with the rest of the eligible re-
spondents who in the original questionnaire
survey reported having had a patient re-
porting recovered memories in the previous
year. We compared the original survey item
responses of eligible respondents in terms of
whether they identified themselves for re-
search or not, as well as in terms of whether
they were actually interviewed by us or not.
Very few differences arose and these were
fully discussed where relevant with regard
to their possible impact on our results.
Thus, it seems fair to conclude that our
sample is in almost all respects representa-
tive of the 291 eligible respondents from
the original postal survey. There is some
uncertainty about whether the 291 respon-
dents constitute a large or small proportion
of the total number of British Psychological
Society practitioners with patients report-
ing recovered memories. There is inevita-
bly, at this stage in the research, a tension
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