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The tenor ofthe papersuggestedthat oneis unlikely
to find other such patients.

Watt et al (1983),in a prospectivestudy, followed
121 patients presenting to the mental health service
of a discretegeographicalarea for five years: 50%
failed to becomesymptom-freein that time, and for
over 40% each acute exacerbation of the disorder
resulted in progressively less recovery. Among
patients with a first episode ofschizophrenia referred
from nine medical centres in London and its sur
rounds 17 (nearly 7%) never left hospital throughout
the first 20 months of follow-up. (Macmillan et al,
1986).On theDenisHill(Secure) Unit, anotherward
at the Bethlem& MaudsleyJoint Hospital, thereare
currently 16out of a total of 27 patients with psy
chotic illnesses,mostly schizophrenicin type. Five of
thesehave beenfloridly ill with positive symptoms,
probably unremittingly so, for a time approaching
that describedby Roberts et al and have beencon
tinuously in hospital with welldocumented, vigorous
treatmentwith the full rangeofmedication appropri
ate to psychosis.Somehavehad ECT too. Another
patient who first presentedwith psychosisand was
first admitted only 18months agohassimilarly failed
to show any significant reduction of his psychotic
features. The other secureunits in the South East
ThamesRegion could report a similar situation and
the SpecialHospitals, in particular Broadmoor and
Park Lane, could report many such patients. Even
the open forensic unit at the Maudsley Hospital
usually hasoneor two suchpatients.

How can it be that psychiatristsworking together
in thesameinstitution canhavesuchdifferent experi
ences?We would speculatealong the following lines.
First, psychiatry is becoming increasingly compart
mentalised,and withtheveryconsiderableclinical
demands made on all of us there is insufficient time
to explore the interesting byways of other people's
wards and practice. Secondly, forensic psychiatric
units havebeenencouragedby generalpsychiatrists
to take aggressivepatients off their handsand do so.

DAVID Jo@â‚¬sIn our experience treatment resistant schizophrenic
patientsarefrequently aggressive.Thirdly, thepolicy
of dismantling NHS asylumshasforceda number of
treatment resistantschizophrenicpatients into non
medical settings, such as prisons, doss houses, and
the streets.

One comment on the treatment resistanceitself
may be pertinent. Most schizophrenic patients who
do not respondto medication (in the sensethat their
hallucinations and delusionsdo not go away) do, in
fact, derive some benefits from medication, either
in terms of sedation, in mood improvement, or in
improvement of other neurotic symptoms. Further
more, our current work shows that although our

if the discovery of such a link were to remain as a
conclusion in itself.

The realquestionto beaddressediswhethersucha
changein referral rate representsan increasein work
done with patients and their families. If general
hospitals were a virgin soil for such work then there
would be grounds for thinking this to be so, but
this is not the case.Social work departments have
been developing liaison work for the past 90 years,
and many of the problems encounteredby liaison
psychiatristsare familiar to us.

Despite the reluctance of some medical and surgi
cal specialiststo refer patients, it has beenpossible
for the social worker to offer not only a practical
servicewhere appropriate but a skilled therapeutic
service to patients suffering from mild affective
and neurotic disorders, and preventive work with
patients at high risk ofsuch disorders.

For example, at St Charles Hospital, London,
the Social Work Department offers counselling to
surgical patients and patients with life-threatening
medical conditions such as cancer, to all women
seeking terminations of pregnancy, and to elderly
patientsand their relatives.They had alsodeveloped
a systemof assessmentof patients admitted follow
ing deliberate self-harm in advance of the 1984
DHSS recommendationsand in consultation with
the psychiatristsat Springfield Hospital.

Becauseof the social worker's perspective it is
often possibleto offer a systematicapproach which
includes and takes account of family and network
processes.It is frequently a failure to attend to these
that leads to slow discharge or high re-admission
rates. It would be unfortunate if an increasein the
levelof liaison psychiatry with a medicalpsychiatric
model wereto underminethis work.

Although much of this is written up in the social
work journals it is likely that theseare readevenless
frequently by doctors than the medical journals are
read by social workers. Perhapsmore collaboration
and researchis neededin this area.

Department of Social Work
The WarnefordHospital
Oxford

A Patient with ResistantSchizophrenia

SIR:We read with interest, but some surprise, the
recent report by Roberts et a! (Journal, December
1986,149,789â€”793).The casehighlights many of the
difficulties of managing schizophrenia resistant to
treatment. However, we were puzzled because the
authors presentedthis asâ€œ¿�clearlyan unusual caseâ€•.
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treatment-resistant psychotic patients almost in
variably have unusual cognitive patterns on neuro
psychological testing, most can be helped a great deal
by the provision of a stress-free milieu (advocated by
Murray), together with the careful provision of suit
able occupations and recreations. Above all, they
need appropriate supportive psychotherapy.

JoHNGUNN
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TOM MCMILLAN
Bethlem Royal Hospital
Monks Orchard Road
Beckenham, Kent

SIR: I was astonished to read the Maudsley Grand
Rounds case report (Roberts et al, Journal,
December 1986, 149,789â€”793).Where is the data to
support the view that all â€œ¿�acutesymptoms of schizo
phrenia can be controlled pharmacologicallyâ€•?
Existing data suggests that a substantial proportion
of cases show unremitting psychotic symptoms. The
landmark Camberwell study of Brown et a! (1972)
included 29 patients who left hospital with persistent
symptoms in the 101 consecutive admissions who
were discharged to family households. The five
patients who remained in hospital probably suffered
persistent symptoms. Thus, it seems reasonable to
conclude that at that time excellent treatment at the
Maudsley Hospital was unable to induce a remission
in one-third of cases.

Despite considerable recent advances in our under
standing of the pharmacology of schizophrenia there
is little evidence to suggest major advances in the
efficacy of drug treatment. However, there have been
developments in psychological interventions that
appear to add to the efficacyachieved by drugs alone.
These include a broad range of behavioural psycho
therapy interventions (Hagen, 1975; Paul & Lentz,
1977; Falloon, 1985). Before advocating the low
stress social environments offered by the long-stay
asylum I would recommend pharmacologists to seek
the assistance of a skilled behavioural psycho

therapist in the comprehensive management of
schizophrenia.

IAN R. H. FALLOON
Buckingham Mental Health Service
High Street
Buckingham MKJ8 JNU

Psychological Disorders in Obstetrics and
Gynaecology

SIR: In her review of Psychological Disorders
in Obstetrics and Gynaecology, Jequier (Journal,
December 1986, 149, 807) applauds the comprehen
sive coverage assembled by the editor of the book,
R. 0. Priest.

About one-fifth of all pregnancies end in spon
taneous abortion or miscarriage, although estimates
range from 10 to 43% (Miller et a!, 1980; Llewellyn
Jones, 1982). This is comparable in frequency of
occurrence to that of induced abortion, which Olley
(1985) puts at about three in ten. Yet a complete
chapter is given to the latter and the bare mention
of the former is in a brief coverage of psychogenic
factors in repeated abortion.

It is now being recognised in some of the literature
(Raphael, 1984) that spontaneous abortion fre
quently has profound psychological effects and that
these reactions are often missed or mishandled,
partly because the event is dismissed as â€˜¿�routine'.
What a pity, then, that this â€œ¿�splendidcontribution
to the literatureâ€•has failed, like the reviewer, to
give recognition to such a common and distressing,
but often ignored, problem in obstetrics and
gynaecology.

Greenwich District Hospital
Vanbrugh Hill
London SEJO 9HE
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