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and is amenable to cognitive–analyticand is amenable to cognitive–analytic

therapy. This may indeed be so. Unfortu-therapy. This may indeed be so. Unfortu-

nately, from my perspective, it does notnately, from my perspective, it does not

solve the problem, if only because thesolve the problem, if only because the

psychoanalytic concept of borderline per-psychoanalytic concept of borderline per-

sonality only embraces a small part ofsonality only embraces a small part of

personality disorder as a whole. Dr Rylepersonality disorder as a whole. Dr Ryle

also asserts that ‘the need is . . . for an un-also asserts that ‘the need is . . . for an un-

derstanding of persons’ and has no sympa-derstanding of persons’ and has no sympa-

thy with my (and, I presume, Dr Bennett’s)thy with my (and, I presume, Dr Bennett’s)

interest in ‘underlying cerebral mechan-interest in ‘underlying cerebral mechan-

isms’. Many psychotherapists would agreeisms’. Many psychotherapists would agree

with him. But I still have to insist that wewith him. But I still have to insist that we

must agree what is implied by the termmust agree what is implied by the term

mental illness before we can decidemental illness before we can decide

whether personality disorders are mentalwhether personality disorders are mental

illnesses or not, and that the forensic issuesillnesses or not, and that the forensic issues

involved mean that this is not a trivialinvolved mean that this is not a trivial

issue.issue.

Professor Pilgrim asks, perhaps withProfessor Pilgrim asks, perhaps with

tongue in cheek, whether Scadding’s defi-tongue in cheek, whether Scadding’s defi-

nition of disease (not mental disorder) im-nition of disease (not mental disorder) im-

plies that being male or poor are diseases.plies that being male or poor are diseases.

The answer in both cases is, of course,The answer in both cases is, of course,

no. Scadding’s definition refers explicitlyno. Scadding’s definition refers explicitly

to variation ‘from the norm for the spe-to variation ‘from the norm for the spe-

cies’, so the reference group for a putativecies’, so the reference group for a putative

male disease would be the life expectancymale disease would be the life expectancy

of other males. Likewise, poverty is aof other males. Likewise, poverty is a

handicap imposed by the environmenthandicap imposed by the environment

which may increase the risk of several dis-which may increase the risk of several dis-

eases, and thereby reduce life expectancy,eases, and thereby reduce life expectancy,

but is not itself a disease. For similar rea-but is not itself a disease. For similar rea-

sons, living in a zoo rather than a naturalsons, living in a zoo rather than a natural

habitat is a disadvantageous environmenthabitat is a disadvantageous environment

for many wild animals, not a disease offor many wild animals, not a disease of

wild animals, despite the implications forwild animals, despite the implications for

longevity. More importantly, Professorlongevity. More importantly, Professor

Pilgrim refers to the ‘logical superiorityPilgrim refers to the ‘logical superiority

of a dimensional over a categorical ap-of a dimensional over a categorical ap-

proach’ to the classification of personalityproach’ to the classification of personality

disorders and chides psychiatrists for whatdisorders and chides psychiatrists for what

he regards as their inappropriate attach-he regards as their inappropriate attach-

ment to categories. I would argue thatment to categories. I would argue that

the relative merits of categorical and di-the relative merits of categorical and di-

mensional classifications is an empiricalmensional classifications is an empirical

issue rather than a matter of logic, andissue rather than a matter of logic, and

that their relative advantages and disad-that their relative advantages and disad-

vantages may vary with the purpose forvantages may vary with the purpose for

which the classification is to be used. Inwhich the classification is to be used. In

fact, it is explicitly recognised in ICD–10fact, it is explicitly recognised in ICD–10

that personality disorders ‘represent eitherthat personality disorders ‘represent either

extreme or significant deviations from theextreme or significant deviations from the

way the average individual . . . perceives,way the average individual . . . perceives,

thinks, feels, and particularly relates tothinks, feels, and particularly relates to

others’. It is also on the cards that inothers’. It is also on the cards that in

DSM–V the American Psychiatric Associa-DSM–V the American Psychiatric Associa-

tion will replace its present categoricaltion will replace its present categorical

classification of personality disorders withclassification of personality disorders with

a set of dimensions.a set of dimensions.
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Patient adherence withPatient adherence with
antidepressant treatmentantidepressant treatment

Reading the article by PampallonaReading the article by Pampallona et alet al

(2002) on patient adherence in the treat-(2002) on patient adherence in the treat-

ment of depression, I sought in vain forment of depression, I sought in vain for

any overt indication that mental health ser-any overt indication that mental health ser-

vice users themselves were routinely beingvice users themselves were routinely being

asked for their views, either by practi-asked for their views, either by practi-

tioners or by researchers. ‘Patient edu-tioners or by researchers. ‘Patient edu-

cation’ and ‘education of the patient’scation’ and ‘education of the patient’s

family’ may well be interventions worthyfamily’ may well be interventions worthy

of study, but methodologies used to lookof study, but methodologies used to look

at this problem appear to fail to take ac-at this problem appear to fail to take ac-

count of what mental health professionalscount of what mental health professionals

can learn from patients, families and carers.can learn from patients, families and carers.

A recent survey of over 2600 service usersA recent survey of over 2600 service users

and carers, undertaken by the Nationaland carers, undertaken by the National

Schizophrenia Fellowship, the Manic Depres-Schizophrenia Fellowship, the Manic Depres-

sion Fellowship and Mind (Hogman & San-sion Fellowship and Mind (Hogman & San-

damas, 2001) found that 27% had not haddamas, 2001) found that 27% had not had

their medicine discussed with them, 46%their medicine discussed with them, 46%

had not received any written informationhad not received any written information

about the possible side-effects of medicine,about the possible side-effects of medicine,

and a startling 62% had never been offeredand a startling 62% had never been offered

a choice of medicine. The survey concludeda choice of medicine. The survey concluded

that, ‘Positive outcomes are increased if peo-that, ‘Positive outcomes are increased if peo-

ple are informed about their choices, allowedple are informed about their choices, allowed

to choose and given their choice’. This mes-to choose and given their choice’. This mes-

sage seems slowly to be seeping into the con-sage seems slowly to be seeping into the con-

sciousness of our political masters, with Hazelsciousness of our political masters, with Hazel

Blears, Parliamentary Under Secretary ofBlears, Parliamentary Under Secretary of

State for Health, actively promoting increasedState for Health, actively promoting increased

informed choice for patients, including treat-informed choice for patients, including treat-

ing patients as partners in care, and givinging patients as partners in care, and giving

them the confidence to take control of theirthem the confidence to take control of their

own treatment. When the medical professionown treatment. When the medical profession

as a whole can embrace this in respect of pa-as a whole can embrace this in respect of pa-

tients with a mental illness then, unlike Pam-tients with a mental illness then, unlike Pam-

pallona and his colleagues, we may be somepallona and his colleagues, we may be some

way nearer to finding out what interventionsway nearer to finding out what interventions

work successfully.work successfully.
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In an interesting article, PampallonaIn an interesting article, Pampallona et alet al

(2002) reviewed the literature concerning(2002) reviewed the literature concerning

patient adherence in the treatment ofpatient adherence in the treatment of

depression. The outcome of most studiesdepression. The outcome of most studies

revealed that interventions to improverevealed that interventions to improve

adherence tend to be successful in mostadherence tend to be successful in most

cases, although it is not completely clearcases, although it is not completely clear

which interventions may be the mostwhich interventions may be the most

helpful.helpful.

In our view, the most important goal inIn our view, the most important goal in

trying to enhance adherence is to improvetrying to enhance adherence is to improve

treatment outcome. Pampallonatreatment outcome. Pampallona et alet al statedstated

that ‘the important relationship betweenthat ‘the important relationship between

adherence and outcome of treatment hasadherence and outcome of treatment has

been evaluated only in one study’.been evaluated only in one study’.

When we reviewed the articles thatWhen we reviewed the articles that

PampallonaPampallona et alet al included in their article,included in their article,

however, we identified at least four studieshowever, we identified at least four studies

that addressed the relationship betweenthat addressed the relationship between

adherence and treatment outcome.adherence and treatment outcome.

KatonKaton et alet al (1995, 1996) demonstrated(1995, 1996) demonstrated

that multifaceted interventions improvedthat multifaceted interventions improved

adherence to antidepressant regimens inadherence to antidepressant regimens in

patients with major and with minor depres-patients with major and with minor depres-

sion. The interventions resulted in moresion. The interventions resulted in more

favourable outcomes in patients withfavourable outcomes in patients with

major, but not minor, depression. In a moremajor, but not minor, depression. In a more

recent study of the same group (Katonrecent study of the same group (Katon et alet al,,

1999) patients in the intervention group1999) patients in the intervention group

also had significantly better adherence toalso had significantly better adherence to

antidepressive medication and showed aantidepressive medication and showed a

significantly greater decrease in severity ofsignificantly greater decrease in severity of

depressive symptoms over time and weredepressive symptoms over time and were

more likely to have fully recovered duringmore likely to have fully recovered during

follow-up at 3 and 6 months. Pevelerfollow-up at 3 and 6 months. Peveler et alet al

(1999) found that counselling about drug(1999) found that counselling about drug

treatment significantly improved adher-treatment significantly improved adher-

ence. Clinical benefit, however, was seenence. Clinical benefit, however, was seen

only in patients with major depressive dis-only in patients with major depressive dis-

order receiving dosesorder receiving doses 5575 mg of a tricyclic75 mg of a tricyclic

antidepressant.antidepressant.

These findings provide evidence that in-These findings provide evidence that in-

terventions can enhance adherence and canterventions can enhance adherence and can

increase the response rate in patients withincrease the response rate in patients with

major depression who are treated with anmajor depression who are treated with an

adequate dosage of an antidepressantadequate dosage of an antidepressant

agent. With respect to minor depressionagent. With respect to minor depression

results are less convincing.results are less convincing.
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Authors’ reply:Authors’ reply: The point raised by MrThe point raised by Mr

Lawton-Smith is of the utmost import-Lawton-Smith is of the utmost import-

ance, but we found no published random-ance, but we found no published random-

ised studies that considered patients’ised studies that considered patients’

perspectives as an entry point for inter-perspectives as an entry point for inter-

ventions to improve compliance. To fillventions to improve compliance. To fill

this gap, our group has recently com-this gap, our group has recently com-

pleted a qualitative study involving pa-pleted a qualitative study involving pa-

tients, families and therapists to identifytients, families and therapists to identify

their concerns with adherence and to de-their concerns with adherence and to de-

sign effective interventions. We agreesign effective interventions. We agree

with Mr Lawton-Smith that much re-with Mr Lawton-Smith that much re-

mains to be done to adapt research meth-mains to be done to adapt research meth-

odologies and clinical practices to theodologies and clinical practices to the

needs expressed by people with mentalneeds expressed by people with mental

illnesses.illnesses.

Vergouwen & Bakker incorrectly attri-Vergouwen & Bakker incorrectly attri-

bute our statement, ‘the important relation-bute our statement, ‘the important relation-

ship between adherence and outcome ofship between adherence and outcome of

treatment has been evaluated only in onetreatment has been evaluated only in one

study’ to randomised interventions, whenstudy’ to randomised interventions, when

it referred to descriptive studies, both init referred to descriptive studies, both in

the Results and Discussion sections. Outthe Results and Discussion sections. Out

of the 14 randomised interventions weof the 14 randomised interventions we

reviewed, only five reported data on re-reviewed, only five reported data on re-

sponse which could be extracted. In addi-sponse which could be extracted. In addi-

tion, the design applied by the five studiestion, the design applied by the five studies

made it impossible in our review to exploremade it impossible in our review to explore

the relationship between intervention andthe relationship between intervention and

response.response.
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Cost of somatisationCost of somatisation

Steven Reid and colleagues (2002) haveSteven Reid and colleagues (2002) have

introduced a welcome addition to the UKintroduced a welcome addition to the UK

literature on somatisation with their clearliterature on somatisation with their clear

demonstration that unexplained symptomsdemonstration that unexplained symptoms

may be associated with significant usemay be associated with significant use

of secondary care health care resources.of secondary care health care resources.

They emphasise a key point, repeatedlyThey emphasise a key point, repeatedly

demonstrated, that somatisation is expen-demonstrated, that somatisation is expen-

sive for health care systems. However, theirsive for health care systems. However, their

report may tell us more about the behav-report may tell us more about the behav-

iour of doctors and health care systemsiour of doctors and health care systems

than the behaviour of patients.than the behaviour of patients.

By selecting only frequently attendingBy selecting only frequently attending

patients, they have controlled for the mostpatients, they have controlled for the most

important variable in cost of out-patientimportant variable in cost of out-patient

care, the cost of out-patient attendances.care, the cost of out-patient attendances.

Their own figures show that the costsTheir own figures show that the costs

of attendances represented 74.5% andof attendances represented 74.5% and

85.9% of total out-patient care costs for85.9% of total out-patient care costs for

somatising and non-somatising frequentsomatising and non-somatising frequent

attenders, respectively. They refer to aattenders, respectively. They refer to a

major US study (Escobarmajor US study (Escobar et alet al, 1987), 1987)

which demonstrated very high rates ofwhich demonstrated very high rates of

use of secondary care medical resourcesuse of secondary care medical resources

among patients with separately diagnosedamong patients with separately diagnosed

somatisation. By controlling for atten-somatisation. By controlling for atten-

dance in their study design, they havedance in their study design, they have

almost certainly diluted the apparent im-almost certainly diluted the apparent im-

pact of somatisation on secondary carepact of somatisation on secondary care

use in this sample – an impact they rightlyuse in this sample – an impact they rightly

emphasise.emphasise.

For a significant number of these fre-For a significant number of these fre-

quently attending patients, negative inves-quently attending patients, negative inves-

tigations were followed by a repeat oftigations were followed by a repeat of

the cycle. Those with repeatedly unex-the cycle. Those with repeatedly unex-

plained symptoms were designated ‘soma-plained symptoms were designated ‘soma-

tisers’ by the authors, implying a disordertisers’ by the authors, implying a disorder

in the patient. The medical response toin the patient. The medical response to

these symptoms may in fact be as import-these symptoms may in fact be as import-

ant in explaining continued resource use.ant in explaining continued resource use.

The reasons why doctors behave in theseThe reasons why doctors behave in these

characteristic ways are less than clear –characteristic ways are less than clear –

our inability to live with uncertainty, ourour inability to live with uncertainty, our

unwillingness to go with our judgement.unwillingness to go with our judgement.

Recent attempts to emphasise the import-Recent attempts to emphasise the import-

ance of the issue are welcome (Bassance of the issue are welcome (Bass et alet al,,

2001), but until we more clearly under-2001), but until we more clearly under-

stand doctors’ behaviour when faced withstand doctors’ behaviour when faced with

these patients, we may remain simplythese patients, we may remain simply

counting the considerable costs.counting the considerable costs.
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Recruitment of psychiatristsRecruitment of psychiatrists

Brockington & Mumford (2002) andBrockington & Mumford (2002) and

Storer (2002) target a topic of major con-Storer (2002) target a topic of major con-

cern in their thoughtful papers on recruit-cern in their thoughtful papers on recruit-

ment to psychiatry. I was particularlyment to psychiatry. I was particularly

interested in the comments on ‘Backgroundinterested in the comments on ‘Background

factors affecting the recruitment of psy-factors affecting the recruitment of psy-

chiatrists’ (pp. 308–309). In 1998 an articlechiatrists’ (pp. 308–309). In 1998 an article

of mine was published concerning a small-of mine was published concerning a small-

scale survey of the characteristics of consul-scale survey of the characteristics of consul-

tant forensic psychiatrists (Prins, 1998). Astant forensic psychiatrists (Prins, 1998). As

part of this survey, I asked 37 consultantspart of this survey, I asked 37 consultants

(of whom 30 replied) what had led them to(of whom 30 replied) what had led them to

take up (a) psychiatry and (b) forensic psy-take up (a) psychiatry and (b) forensic psy-

chiatry. (Other questions concerned attrac-chiatry. (Other questions concerned attrac-

tions and difficulties in the latter field.) Itions and difficulties in the latter field.) I

am concerned here only to detail some ofam concerned here only to detail some of

the responses to question (a). I discoveredthe responses to question (a). I discovered

that some clinicians have indicated back-that some clinicians have indicated back-

ground influences publicly. For example,ground influences publicly. For example,

Professor Pamela Taylor has stated that,Professor Pamela Taylor has stated that,

‘Two of the more powerful influences in‘Two of the more powerful influences in

my personal background were chronic, de-my personal background were chronic, de-

teriorating neurological illness in theteriorating neurological illness in the

family, and the Church’ (Taylor, 1997:family, and the Church’ (Taylor, 1997:

p. 20). Professor Robert Bluglass has writ-p. 20). Professor Robert Bluglass has writ-

ten with considerable candour and humourten with considerable candour and humour

about the persistence of his early efforts toabout the persistence of his early efforts to

enter medical school (Bluglass, 1996:enter medical school (Bluglass, 1996:

p. 96). Less publicly, some of the respon-p. 96). Less publicly, some of the respon-

dents referred to similar experiences – fordents referred to similar experiences – for

example, serious illness or exposure toexample, serious illness or exposure to

the suffering of others, particularly withinthe suffering of others, particularly within

the family or as a result of experiencesthe family or as a result of experiences

in the armed forces. Several came fromin the armed forces. Several came from

backgrounds in medicine; interestingly,backgrounds in medicine; interestingly,

for some, school influences seemed veryfor some, school influences seemed very

important. Overall, a dominant theme thatimportant. Overall, a dominant theme that

emerged was of an interest in peopleemerged was of an interest in people

rather than in ‘illness’rather than in ‘illness’ per seper se. However,. However,

a few appeared to have entered psychiatrya few appeared to have entered psychiatry

almost by default (the word is not usedalmost by default (the word is not used

here in any pejorative sense): ‘I was toohere in any pejorative sense): ‘I was too

clumsy with my hands for surgery’; ‘Iclumsy with my hands for surgery’; ‘I

was not physically suitable’. Mine was awas not physically suitable’. Mine was a

very small-scale survey but happily con-very small-scale survey but happily con-

firmed by Brockington & Mumford’s find-firmed by Brockington & Mumford’s find-

ings; namely, that a decision was taken atings; namely, that a decision was taken at

a fairly early age to enter medicine, with aa fairly early age to enter medicine, with a

later decision to enter psychiatry. Theselater decision to enter psychiatry. These

seemed to be determined largely by a feel-seemed to be determined largely by a feel-

ing of lack of satisfaction with the lessing of lack of satisfaction with the less

personal and holistic aspects of other spe-personal and holistic aspects of other spe-

cialist medical practice. Since schools andcialist medical practice. Since schools and

other early experiences seem to be quiteother early experiences seem to be quite

influential, it may be that more attentioninfluential, it may be that more attention

should be paid to this aspect than hasshould be paid to this aspect than has

been the case hitherto. The interestingbeen the case hitherto. The interesting
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