CORRESPONDENCE

the study by Katona & Roth (1985), cited
by Dr Kumar, also reports, in the authors’
own words, ‘an increased frequency of
HPA axis abnormality’ in schizoaffective
depression.

We agree that our study would have
been more complete if we had measured
the adrenal gland size. Indeed, measuring
hormonal levels would have been an
important addition to the study. We will
take this advice into consideration in our
future studies.

Finally, we support Dr Kumar’s view
that hyperactivity of the HPA axis occurs
in a large number of conditions associated
with stress. Indeed, we suggested in our
paper that glucocorticoid resistance could
be the molecular mechanism by which
stress induces HPA axis hyperactivity in
patients with different mental disorders
(see Discussion, p.8). We never suggested
that this biological abnormality could
have any diagnostic value. However, we
believe that measuring specific biological
markers can give us further insight into
the pathological affecting
the brains (and the of our
patients.
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CBT for psychosis

Although the study by Tarrier et al (2004)
appears to be methodologically more rigor-
ous than the similar study of cognitive—
behavioural therapy (CBT) in post-acute
schizophrenia by Turkington et al (2002),
I am a little confused by the authors’ con-
clusions. After clearly demonstrating no
superior effect for CBT over supportive
counselling on measures of symptom reduc-
tion and relapse rates, the authors conclude
their paper by stating that they ‘suggest that
the optimum psychosocial management of
early schizophrenia would include a combi-
nation of CBT and family intervention’.
Would it be rude to suggest that the authors
take into account their own findings before
making such a statement? It is also more
than a little irritating that the authors refer
to their sample as being diagnosed with
‘early schizophrenia’ throughout the paper.
Examining the inclusion criteria for this
study shows that patients were included
who had schizophreniform disorders, delu-
sional disorders and unspecified psychoses.
Regarding the criterion for ‘early’, most
clinicians would define the duration of
schizophrenia from symptom onset to com-
mencement of treatment (hence the concept
of the duration of untreated psychosis).
Unless the authors specify illness duration,
the criterion of ‘early’ cannot be asserted.
Thus, this appears to be a study of patients
within 2 years of their first episode of non-
affective psychoses and not those with early
schizophrenia per se.
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Authors’ reply: Dr Mitchell professes both
confusion and irritation at our report of
the follow-up results of the SoCRATES
study. T will attempt to clarify. When
implemented with standard care, CBT has
consistently been found to result in clinical
benefits in terms of symptom relief com-
pared with standard care alone. This has
been found in post-acute illness, as with
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the reported study, and chronic phases
(Pilling et al, 2002). Cognitive—behavioural
therapy is a structured psychological treat-
ment usually implemented from a manual,
which makes it relatively amenable to
‘roll-out’; CBT has less impact on relapse
Family interventions have been
shown to have the benefit of significantly
reducing relapse rates (Pilling et al, 2002).
Thus, combining both CBT and family
interventions would appear to be the most
parsimonious way of capitalising on these

rates.

developments to improve patient care by
reducing symptoms of psychosis and redu-
cing risk of subsequent relapse. In addition,
both service users and carers have been
increasingly vocal in wishing a greater
range of interventions to be made available,
including both psychological treatments
and assistance for families. It is regrettable
that Dr Mitchell’s comments implicitly
appear to wish to deny them these further
options. With respect to his comment on
our inclusion criteria for the trial, a first
episode of psychosis resulting in treatment
by mental health services is an event that
can be identified with reasonable accuracy
(at least, much more accurately than emer-
gence of symptoms prior to this). As 80%
of study participants had first-episode
illness using this criterion, the use of the
term ‘recent onset’ is not unreasonable.
The inclusion of those suffering from
schizophreniform psychosis, delusional dis-
orders and unspecified psychosis reflects
clinical practice and conforms to con-
vention on large pragmatic clinical trials
in having broad inclusion criteria to aid
generalisation (see Johnson, 1998).
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Depression intervention
in resource-poor regions

Depression is recognised as a common pro-
blem in developing countries and it is one
of the most important causes of morbidity
and mortality (Patel et al, 2001). Lack of
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