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symptoms) even rarer now than in the past, and I
have not seena casefor many years.But wasit not
the case that when such patients arrived at the
casualty department, all identifying articles had
usuallybeencarefullyremoved?

I have never been able to satisfy myself of the
genuinenessof claimed psychogenicamnesia and
suspectthat many psychiatristssharethis view,even
though they might not feelasconfident asSymonds
in dealingwith suchpatients.Do many psychiatrists
now believethatgenuinepsychogenicamnesiaexists,
andifso,isthatbeliefsustainedbyanythingmore
thancredulity?

KingswayHospital
DerbyDE3 3LZ

Itmay bea councilofperfection,butshouldnot
psychiatristsbeencouragedtoaskaboutandrecord
physicalsymptoms?Theskill of taking a medicalhis
tory shouldbeasenthusiasticallypreservedasthat of
performing a physicalexamination.

Withington Hospital
West Didsbury
Manchester M20 8LR
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Physical Examinations by Psychiatric Trainees

SIR: Rigby & Oswald (Journal, April 1987, 150,
533â€”535)draw attention to the unsatisfactory physi
cal examinations recorded by psychiatric trainees.
How much suchshortcomingscontribute to missed
physicalmorbidity is uncertain.

Psychiatrictrainees,and maybetheir seniors,also
pay scantattention to aspectsof the clinical method
which yield more information than physicalexamin
ation. Hampton et al looked at the relative import
anceof history, examination, and investigations in
making a diagnosisin medicalout-patients. In 87%
of patients, reading the referring letter and taking a
history sufficed.Examination only madeasignificant
contribution in 7%.

I havereviewedthe casenotesof 20 patients ran
domly selectedfrom thoseadmitted to this hospital
in 1986.In onecasean incompletesystemsreviewof
physical symptoms was recorded. The biological
symptoms of depression were the only physical
complaints mentionedin theother notes.ln all cases
a physicalexamination and a coherenthistory, from
patient or relative,wererecorded.

Hampton et al state that their findings cannot be
directly applied to other settings, but it seems
unlikely that physical examination could produce
more information than questions about physical
symptomsin the patients seenby psychiatrists.The
argumentsofOswald& Rigbythatallrelevantdata
shouldberecordedapplyequallytoexaminationand
history-taking.

Depression, Dementia, and Disability in the Elderly

SIR: The studies of Good et al (Journal, April 1987,
150, 463â€”470)and Griffiths et al (Journal, April
1987, 150, 482â€”493)require some comment, since
acceptance by the Journal may lead some readers to
suppose that they represent a significant contribution
to psychiatric epidemiology. Good epidemiological
research is founded on well-defined samples,
appropriate methods, and interesting questions;
these studies are seriously inadequate in every
respect.

Sampling:Both studiesare basedon data obtained
from a sampleof 200 old people registeredwith a
group practice,sothesesubjectsarenot â€œ¿�community
elderlyâ€•asassertedby Good et al. In the first place,
elderly people registeredwith a GP are likely to be
more alert and healthy than those who are not so
registered (Murphy el al, in press). Secondly,
although it is unclear just how the subjects were
recruited, according to Griffiths et al only a pro
portion were randomly selectedfrom the practice
list. The remainder (we are not told how many) were
enrolled into thestudywhentheyattendedthehealth
centre,which introducesa seriousbias.Many elderly
peoplewith psychiatricdisordersareunknown to the
health services,and thosethat presentusually do so
with additional physicalor behavioural problems.It
is hardly surprising, therefore, that the authors
should have found an association between their
measuresof dementia, depression,and disability.
Thirdly, their subjects were all able to get to the
healthcentreforassessment;thisobstaclewillhave
excludedmany ofthosewithmoderateand severe
depressionor dementia as understood by psycho
geriatricians.Findings basedon this peculiarsample
cannot be extended to the elderly population in
general.
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Methods: The authors used a questionnaire
derivedby them from the Hamilton Rating Scalefor
Depression (HRSD) which they describe as the
â€œ¿�mostappropriate in community studies in the
elderlyâ€•.They cite Kearns et al (1982) in support of
this, but in fact Kearnseta/wereat painsto point out
that their observationson depressionrating scalesin
in-patient samplescould not be extended to out
patient or community settings.The HRSD is valid
only asa measureof severity in establishedcasesof
depression;its usefulnesswith non-casesremainsto
bedemonstrated,particularly in theelderly. There is
much emphasison somatisation and psychomotor
symptoms in the HRSD, and positive responsesto
these items may well be related more to physical
illnessthan to depressedmood in this agegroup.

The authors seemto have eschewedany sort of
validation â€”¿�they commenton the â€œ¿�confusedâ€•classi
fication of depressionin psychiatry, and assertthat
â€œ¿�depressionand dementia here refer to categories
definedaccordingto. . . rating scalesandnot to clini
cal diagnosesâ€•.However, they quote â€œ¿�prevalenceâ€•
figures, and seek to impress upon us the clinical
relevanceand â€œ¿�retrospectivejustificationâ€•of their
factorsandclusters;thesemight havebeenmorecon
vincing hadtheyprovided uswith someinitial valida
tion of their cut-off criteria. I wasparticularly struck
by their comment that â€œ¿�ascore of 0â€”13Ion the
HRSD] would include all normals but would not
excludeall depressedpatientsâ€”¿�havethey not heard
of false positives?It is a pity that no psychiatrists
wereinvolved in their study.

Aims: The declared aims of Griffiths et al were
to determine the association between depression,
dementia, and disability, and to identify patients at
risk in the community. The first aim has been
thwarted by their inadequatesamplingand method
ology; the secondseemsto have been abandoned,
since there is nothing in their paper that relates
to it.

Good etal areparticularlycoyaboutthepurpose
of their study, and no underlying hypothesisis dis
cernible. Implicit in their introduction is the poten
tially interesting notion that normal subjects and
those with depressionhave a common structure to
their symptoms, but they havenot testedthis useful
null hypothesiswith separateanalysesof normal and
depressedgroups. Rather, all we are given is a
description of the symptom structure in the group
as a whole, quite unrelated to any clinical or
operational diagnoses.

Had the authors clarified their aims at the outset
they might have chosentheir sample and methods
more appropriately, and their fine display of multi
variate techniqueswould havebeento somepurpose.

As it is, their efforts merely demonstrate yet again
that in epidemiological researchat least you can't
make a silk purseout of a sow'searâ€”¿�not evenwith
cubic polynomials.

Guy's Hospital
London Bridge
London SEI 9RT
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SIR:We were interestedinthecomments made by
Lindesay, but consider that most of the points he
raiseswould be answeredby a more careful reading
of our original papers. He reiterates reservations
about thesamplewhich wehadbeenat painsto point
out in our presentation.His criticisms underline the
epidemiologicalproblemswediscussed.

We avoided arguing from the particular to the
generalâ€”¿�the subjects were â€˜¿�elderlyin the com
munity', not â€œ¿�communityelderlyâ€•as Lindesay
allegeswe assertedâ€”¿�there is a semantic difference.
We emphasisedthat our samplewasa â€˜¿�good'group,
described in terms of disability, and suitable for
comparison with groups such as the housebound.
Nowheredo wepurport that thesamplewasrandom.

Our selectionof the HRSD was basedon a wide
examinationof the literature, andwasnot predicated
on Kearnset a/(l982) alone.

The identification of patients at risk is implicit in
thefinal paragraphsof thediscussionof Griffiths etal
(Journal,April 1987,150,482-493).

In Good et al (Journal, April 1987, 150, 463â€”470)
westatedthatseparateresultswerenotpresentedfor
subsetsof thesample,althoughthe factorstructure
of the â€˜¿�normal'subjectswas similar to that of the
whole sample; it would have beenof little value to
presenta statistically non-significant analysisof the
small depressedgroup.
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