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they want; in time, a term which may have had
an agreed meaning comes to be used in so many
senses that its continued use merely obfuscates dis
course. An example is the term â€˜¿�hysteria'which
attracted so many meanings that its continued
use had to be officially discouraged in the manuals
of classification. â€˜¿�Depression'is another example.
The same term is variously used to cover the con
cepts of grief, demoralisation, low self-esteem,
disappointment,and fora biogenicmood disorder.
The result of this confusion is that some psy
chiatrists advocate counselling, others consider
cognitive therapy to be the best approach, and
others prescribe antidepressant drugs â€”¿�but all
state that they are treating a condition called
depression.

Classy'ication. Categorisation of psychiatric dis
orders, in the absence of firm indicants, falls back on
the principle of a presentation of a list of symptoms
from which the diagnostician is invited to make a
selection in order to state that the disorder is present.
Thus the same diagnostic category may cover a wide
array of different states. Protest is occasionally made
(inter alia van Praag, 1992; Costello, 1992), but this
has little effect on research procedure.

Measurement. Accurate measurement is the foun
dation of scientific progress. The principal device
used in psychiatric research is the rating scale; usually
these scales are composed of an agglomeration of
items or symptoms so that just what is being
â€˜¿�measured'is quite uncertain and will vary from one
clinical observation to another, although the same
instrument is used. I have drawn attention to this
elsewhere, using the example of â€˜¿�depression'rating
scales (Snaith, 1993).

Unless these impediments are clearly recognised
psychiatry will,! fear, forever remain on the â€˜¿�rippling
edge' of science.
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Psychiatry is more than a science

Sm: In his lecture, Professor Cawley (Journal,
February 1993,162,154â€”160)proposes six axioms as
the basis of the non-scientific aspect of psychiatry.
Before discussing his theme he states, with confi
dence, â€œ¿�thatthe scientific basis of psychiatry is firmly
grounded and that this is reflected in textbooks,
journals, professional examinations and the meet
ings of learned bodies.â€• I would submit that these
do little more than reflect prevailing opinion; I
therefore pass to his later admission of some doubt
that psychiatry (and psychiatrists) have only
recently become aware of the â€œ¿�earliestripplesâ€•of
the scientific revolution.

Although it is important to be aware of the axioms
that Professor Cawley's lecture covers, it is even
more important to consider the impediments to the
development of psychiatry as a clinical science. For
this reason I submit my list of four impediments:
dogma, terminology, classification of disorders, and
imprecise measurement.

Dogma. The definition of this term is that of
doctrine laid down with authority in the absence of
other clearly expressed opinion and accepted as
truth. The complexities of psychopathology have
always been prone to â€˜¿�explanation'by overarching
dogma unfounded on critical observation or exper
iment. In due course, these notions are formulated
into statements which the novice must learn and
recite in professional examinations.

Terminology. Psychiatrists have a penchant for
adopting psychopathological terms to mean what
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more than biological machines. In fact the â€˜¿�high
priests' of science â€”¿�the theoretical physicists â€”¿�are
telling us that we are no longer able to conceive the
universe or ourselves as machine-like systems but
rather as holistic, indeterministic open systems,
vibrant with potentials and possessing infinite rich
ness. It appears to me that such a view overlaps
significantly with the six axioms which Professor
Cawley describes as â€œ¿�primaryfeatures of human
experienceâ€•. In the view of today's theoretical physi
cists, Ryle (1990) was right to dismiss the notion of
the â€œ¿�ghostin the machineâ€•â€”¿�â€œ¿�notbecause there is no
ghost, but because there is no machineâ€•(Davies &
Gribben, 1992).

I believe that these changes in thinking will not only
validate the importance of Professor Cawley's â€˜¿�non
science' component, but will also incorporate aspects
of it, such as the area of subjective experiences and
inner life, into the science of the 21st century.
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Ethnicity and relapse in schizophrenia

PHILIP SNAIm

Sm: I read with interest Professor Cawley's article
(Journal, February 1993, 162, 154â€”160).His empha
sis on the presence of a â€œ¿�non-sciencedimensionâ€•
within psychiatry is important and timely in view of
the increasing emphasis on biologism in recent years.
In addition, he suggests that the study of philosophy
in relation to psychiatry may enable â€œ¿�orientationof
the non-science aspects of psychiatry in the world of
knowledge and thoughtâ€•.

I would like to suggest that much psychiatric
thinking is already some way out of step with an
important shift in scientific philosophy which re
introduces a sense of humanity into the scientific
realm. The â€˜¿�newphysics' which has emerged in recent
decades has had such an impact on the philosophy of
scientific materialism (based on Newtonian mech
anics) that physicists such as Paul Davies and John
Gribben consider science to be moving into a new
â€˜¿�post-mechanistic'paradigm. Einstein's theory of
relativity, which successfully challenged Newtonian
concepts of space and time, was followed by quan
tum theory which changed our concept of the sub
atomic world from a simple deterministic one to a
â€œ¿�shadowyand paradoxical conjunction of waves and
particles governed by the laws of chanceâ€•(Davies &
Gribben, 1992). More recently, chaos theory has
shown that â€˜¿�non-linear'systems can become unstable
and change in random and totally unpredictable
ways. The implications of these discoveries are vast
and will touch many disciplines. A whole new cos
mology is emerging which places man firmly in the
universe interacting intimately with it, rather than
standing back as an aloof observer.

What are the implications for psychiatrists?
Studies have started to appear in recent years apply
ing the theory of chaos to such subjects as schizo
phrenia (Schmid, 1991), neurosynaptic transmission
(Mandell, 1983), and the dynamics of psychotherapy
(Lonie, 1991). In addition, the philosophical impli
cations of this new â€˜¿�post-mechanistic'science move
away from positivism towards appreciation of the
validity of non-scientific understandings of our
world and ourselves. Perhaps most importantly,
when we conceptualise ourselves within this novel
scientific paradigm, we can no longer view ourselves
in a reductionistic fashion. Human beings become

JoN LAUGHARNE

SIR: I read with interest the paper by Birchwood et al
(Journal, December 1992, 161, 783â€”790).They do
not, however, refer to the study carried out at the
Bethlem Royal and Maudsley Hospitals (â€˜Joint
Hospital'), an account of which was published the
previous year (Gupta, 1991). Although the two
studies do differ in a number of respects, many of
their findings are similar. In both, for example, the
Asian group had fewer readmissions to the hospital
in question than the white group. Also the attrition
rate at follow-up was greater in the former than in the
latter (Gupta, 1992). What is not clear is whether
these findings reflect differences in outcome or differ
ences in the way in which different ethnic groups
interact with medical and psychiatric services.

The social and family environment may of course
affect both morbidity and service utilisation.
Birchwood et a! show that their Asian group were
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