
Cognitive processingCognitive processing
in schizophreniain schizophrenia

I read the short report by HallI read the short report by Hall et alet al (2004)(2004)

with interest. The authors reported awith interest. The authors reported a

marked impairment in the ability ofmarked impairment in the ability of

people with schizophrenia to make socialpeople with schizophrenia to make social

judgements from facial expressions. Theirjudgements from facial expressions. Their

findings complement and extend earlierfindings complement and extend earlier

studies by us and others (Hellewellstudies by us and others (Hellewell etet

alal, 1994; Edelstyn, 1994; Edelstyn et alet al, 1996, 2003) that, 1996, 2003) that

have reported the presence of impairmentshave reported the presence of impairments

in facial recognition memory. However,in facial recognition memory. However,

these abnormalities in facial and emotionthese abnormalities in facial and emotion

recognition do not appear to lead torecognition do not appear to lead to

obvious difficulties in day-to-day life; forobvious difficulties in day-to-day life; for

example, individuals do not appear toexample, individuals do not appear to

exhibit problems with the recognition ofexhibit problems with the recognition of

familiar people. This apparent inconsis-familiar people. This apparent inconsis-

tency between experimental findings andtency between experimental findings and

real-life situations raises issues about thereal-life situations raises issues about the

role played by these cognitive abnormalitiesrole played by these cognitive abnormalities

in schizophrenia. It is likely that thesein schizophrenia. It is likely that these

impairments are stable abnormalities ratherimpairments are stable abnormalities rather

than being transient indicators of dys-than being transient indicators of dys-

function. This would be consistent withfunction. This would be consistent with

structural or functional abnormalities instructural or functional abnormalities in

schizophrenia, which only become evidentschizophrenia, which only become evident

when the processing systems are placedwhen the processing systems are placed

under high levels of stress, for example,under high levels of stress, for example,

during the prodromal or psychotic phasesduring the prodromal or psychotic phases

of a functional illness. This line of reasoningof a functional illness. This line of reasoning

is supported by Hallis supported by Hall et alet al’s finding that indi-’s finding that indi-

viduals with positive symptoms are unableviduals with positive symptoms are unable

to identify even basic facial emotions. Theseto identify even basic facial emotions. These

inherent weaknesses within the processinginherent weaknesses within the processing

system may remain hidden during quiescentsystem may remain hidden during quiescent

periods, but may be artificially exposed inperiods, but may be artificially exposed in

the laboratory by challenging the proces-the laboratory by challenging the proces-

sing system with particularly difficult tasks.sing system with particularly difficult tasks.

Such deficits in visual processing, whenSuch deficits in visual processing, when

combined with other factors such ascombined with other factors such as

changes in mental state and impaired cog-changes in mental state and impaired cog-

nitive reasoning, operate in a complexnitive reasoning, operate in a complex

interaction to produce psychotic episodes.interaction to produce psychotic episodes.

In an attempt to understand the basis ofIn an attempt to understand the basis of

their findings, Halltheir findings, Hall et alet al draw attention todraw attention to

the roles of the frontal and temporalthe roles of the frontal and temporal

cortices as well as the amygdala. In addi-cortices as well as the amygdala. In addi-

tion to these, we believe that abnormalitiestion to these, we believe that abnormalities

in the non-intentional, automatic acquisi-in the non-intentional, automatic acquisi-

tion of knowledge about the structuraltion of knowledge about the structural

relations between objects or events mayrelations between objects or events may

contribute to impairments in social cogni-contribute to impairments in social cogni-

tion. Lewicki (1988) and others havetion. Lewicki (1988) and others have

suggested that intuitive knowledge cansuggested that intuitive knowledge can

influence how people form impressions,influence how people form impressions,

draw inferences and react to situationsdraw inferences and react to situations

and people. Interestingly, a number ofand people. Interestingly, a number of

recent studies have reported the presencerecent studies have reported the presence

of implicit learning abnormalities in peopleof implicit learning abnormalities in people

with schizophrenia (e.g. procedural learn-with schizophrenia (e.g. procedural learn-

ing, word-stem completion, lexical anding, word-stem completion, lexical and

semantic priming) (Schwartzsemantic priming) (Schwartz et alet al, 2003)., 2003).

Future research might examine how thoseFuture research might examine how those

with schizophrenia acquire implicit knowl-with schizophrenia acquire implicit knowl-

edge of regularities in social contexts andedge of regularities in social contexts and

how this knowledge relates to adaptivehow this knowledge relates to adaptive

functioning in schizophrenia.functioning in schizophrenia.
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Authors’ reply:Authors’ reply: Professor Oyebode drawsProfessor Oyebode draws

attention to a number of interesting issuesattention to a number of interesting issues

in response to our study of social cognitionin response to our study of social cognition

and face processing in schizophrenia. Aand face processing in schizophrenia. A

key question raised by our study is whykey question raised by our study is why

deficits in emotion recognition were state-deficits in emotion recognition were state-

dependent, being limited to individualsdependent, being limited to individuals

experiencing positive symptoms, whileexperiencing positive symptoms, while

impairments in social cognition were stable.impairments in social cognition were stable.

One possibility, as discussed by ProfessorOne possibility, as discussed by Professor

Oyebode, is that those who are free of posi-Oyebode, is that those who are free of posi-

tive symptoms are able to use alternativetive symptoms are able to use alternative

cognitive strategies to identify basic facialcognitive strategies to identify basic facial

emotions. This view is supported by a func-emotions. This view is supported by a func-

tional magnetic resonance imaging study intional magnetic resonance imaging study in

which individuals with schizophrenia, nonewhich individuals with schizophrenia, none

of whom was experiencing positive symp-of whom was experiencing positive symp-

toms, were able to identify facial emotionstoms, were able to identify facial emotions

correctly but nevertheless showed deficitscorrectly but nevertheless showed deficits

in amygdala activation when processing fa-in amygdala activation when processing fa-

cial affect (Gurcial affect (Gur et alet al, 2002). These findings, 2002). These findings

suggest that other brain regions compensatesuggest that other brain regions compensate

for the normal functions of the amygdala infor the normal functions of the amygdala in

facial affect processing when individualsfacial affect processing when individuals

with schizophrenia are free of positivewith schizophrenia are free of positive

symptoms. More difficult tests, such assymptoms. More difficult tests, such as

our social cognition task, may prevent suchour social cognition task, may prevent such

compensation and thus reveal an underlyingcompensation and thus reveal an underlying

stable deficit.stable deficit.

Professor Oyebode also points outProfessor Oyebode also points out

the apparent discrepancy between the find-the apparent discrepancy between the find-

ing that people with schizophrenia haveing that people with schizophrenia have

impairments in facial recognition memoryimpairments in facial recognition memory

on formal testing, but are able to recogniseon formal testing, but are able to recognise

familiar people in day-to-day life. In ourfamiliar people in day-to-day life. In our

study we found no deficit in the abilitystudy we found no deficit in the ability

of those with schizophrenia to recogniseof those with schizophrenia to recognise

the identity of novel faces presented con-the identity of novel faces presented con-

currently, suggesting that the deficits seencurrently, suggesting that the deficits seen

in previous studies resulted from thein previous studies resulted from the

mnemonic and attentional demands of themnemonic and attentional demands of the

tasks used, which may be lower for familiartasks used, which may be lower for familiar

people.people.
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Early interventions for psychosisEarly interventions for psychosis

The last Cochrane systematic review ofThe last Cochrane systematic review of

early intervention for those with psychosisearly intervention for those with psychosis

included cognitive–behavioural therapyincluded cognitive–behavioural therapy

(CBT), family therapy and medication,(CBT), family therapy and medication,

and reported no significant decrease inand reported no significant decrease in

the development of psychosis at 12-monththe development of psychosis at 12-month

follow-up (Marshal & Lockwood, 2004).follow-up (Marshal & Lockwood, 2004).
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CORRESPONDENCECORRESPONDENCE

The implications of the recent study of CBTThe implications of the recent study of CBT

for the prevention of psychosis (Morrisonfor the prevention of psychosis (Morrison

et alet al, 2004) need to be realistically, 2004) need to be realistically

interpreted with this background.interpreted with this background.

First, two people were excluded fromFirst, two people were excluded from

the cognitive therapy arm after the trialthe cognitive therapy arm after the trial

had begun, which would have led to ahad begun, which would have led to a

non-significant result. This should havenon-significant result. This should have

been acknowledged in the abstract, as anbeen acknowledged in the abstract, as an

abstract has the most impact with serviceabstract has the most impact with service

planners.planners.

Second, after 6 months of cognitiveSecond, after 6 months of cognitive

therapy, there was a decrease in the devel-therapy, there was a decrease in the devel-

opment of psychosis compared with theopment of psychosis compared with the

control arm; however, there was similarcontrol arm; however, there was similar

distress for both groups. Cognitive therapydistress for both groups. Cognitive therapy

for psychosis has an aim of decreasingfor psychosis has an aim of decreasing

the distress of psychosis as well as thethe distress of psychosis as well as the

formulation of an explanatory model forformulation of an explanatory model for

that psychosis. It may be that a reframedthat psychosis. It may be that a reframed

and normalised explanatory language wasand normalised explanatory language was

taught to the individuals at high risk, andtaught to the individuals at high risk, and

this led to the decreased identification ofthis led to the decreased identification of

symptoms at 12 months and the maskingsymptoms at 12 months and the masking

of a psychotic episode. This would notof a psychotic episode. This would not

ultimately lead to a decrease in distres-ultimately lead to a decrease in distres-

sing psychosis, but to a later identificationsing psychosis, but to a later identification

of psychosis and a possible delay inof psychosis and a possible delay in

pharmacological treatment.pharmacological treatment.

The possible risk of harm or hazard wasThe possible risk of harm or hazard was

ignored, with a clear bias against the useignored, with a clear bias against the use

of medication expressed by the authors inof medication expressed by the authors in

the discussion. Furthermore, the editorialthe discussion. Furthermore, the editorial

comment alluded to the possibility of pre-comment alluded to the possibility of pre-

mature publication (Tyrer, 2004), but it ismature publication (Tyrer, 2004), but it is

the implication of harm which needs to bethe implication of harm which needs to be

explicitly stated.explicitly stated.
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Author’s reply:Author’s reply: We welcome Dr Marlowe’sWe welcome Dr Marlowe’s

comments on our paper and would like tocomments on our paper and would like to

respond to the issues that he identified.respond to the issues that he identified.

The Cochrane review to which he refersThe Cochrane review to which he refers

examined more traditional approachesexamined more traditional approaches

to early intervention (i.e. from firstto early intervention (i.e. from first

episode onwards) rather than a preventiveepisode onwards) rather than a preventive

approach in people at high risk, so weapproach in people at high risk, so we

are unsure of the relevance of this. Withinare unsure of the relevance of this. Within

the manuscript we clearly acknowledgethe manuscript we clearly acknowledge

that there were several methodological lim-that there were several methodological lim-

itations, including the exclusion of twoitations, including the exclusion of two

participants, but we were unable to incor-participants, but we were unable to incor-

porate these in the abstract as he suggestsporate these in the abstract as he suggests

because of limitations of abstract lengthbecause of limitations of abstract length

imposed by theimposed by the JournalJournal (indeed, we were(indeed, we were

asked to further reduce the abstract atasked to further reduce the abstract at

proof stage).proof stage).

We agree that cognitive therapy forWe agree that cognitive therapy for

psychosis (and the prevention of psychosis)psychosis (and the prevention of psychosis)

has an aim of decreasing the distress ofhas an aim of decreasing the distress of

psychotic experiences as well as the for-psychotic experiences as well as the for-

mulation of an explanatory model for amulation of an explanatory model for a

person’s difficulties. We also agree that aperson’s difficulties. We also agree that a

reframed and normalised explanatory lan-reframed and normalised explanatory lan-

guage may be developed by the serviceguage may be developed by the service

users; however, it is unlikely that thisusers; however, it is unlikely that this

would lead to a masking of a psychotic epi-would lead to a masking of a psychotic epi-

sode. Rather, it is intended to reduce thesode. Rather, it is intended to reduce the

potential for catastrophic appraisals of psy-potential for catastrophic appraisals of psy-

chotic experiences, which are very clearlychotic experiences, which are very clearly

implicated in the experience of distressimplicated in the experience of distress

(Chadwick & Birchwood, 1994), and the(Chadwick & Birchwood, 1994), and the

development of normalising appraisals isdevelopment of normalising appraisals is

at the heart of cognitive therapy for estab-at the heart of cognitive therapy for estab-

lished psychosis (Morrisonlished psychosis (Morrison et alet al, 2003), 2003)

and the prevention of psychosis alikeand the prevention of psychosis alike

(French & Morrison, 2004). Even if such(French & Morrison, 2004). Even if such

a masking were to occur, the assumptiona masking were to occur, the assumption

that this could cause harm clearly demon-that this could cause harm clearly demon-

strates a bias against the use of psychosocialstrates a bias against the use of psychosocial

interventions, as it suggests that onlyinterventions, as it suggests that only

pharmacological treatments can reduce thepharmacological treatments can reduce the

potential harm that may result from anpotential harm that may result from an

untreated psychotic episode, when there isuntreated psychotic episode, when there is

evidence that psychological treatment isevidence that psychological treatment is

also important in this respect (de Haanalso important in this respect (de Haan etet

alal, 2003)., 2003).

We are accused of being biased againstWe are accused of being biased against

using antipsychotic medication; we cer-using antipsychotic medication; we cer-

tainly are against medication in a popu-tainly are against medication in a popu-

lation who are yet to develop a psychoticlation who are yet to develop a psychotic

disorder, for the ethical reasons outlineddisorder, for the ethical reasons outlined

within our paper and elsewhere (Bentallwithin our paper and elsewhere (Bentall

& Morrison, 2002). Finally, it is suggested& Morrison, 2002). Finally, it is suggested

that we avoid explicitly stating thethat we avoid explicitly stating the

possibility of harm arising from such anpossibility of harm arising from such an

intervention; however, we clearly highlightintervention; however, we clearly highlight

the possibility of harm resulting fromthe possibility of harm resulting from

stigmatisation.stigmatisation.
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Integration of psychiatricIntegration of psychiatric
and physical healthand physical health

In The Netherlands theIn The Netherlands the British Journal ofBritish Journal of

PsychiatryPsychiatry is distributed among Dutch psy-is distributed among Dutch psy-

chiatrists by courtesy of the pharmaceuticalchiatrists by courtesy of the pharmaceutical

industry. For the October issue of theindustry. For the October issue of the

Dutch edition I was asked to write theDutch edition I was asked to write the

editorial comment, to be circulated witheditorial comment, to be circulated with

thethe JournalJournal as an accompanying letter. Myas an accompanying letter. My

focus is integrated psychiatry in medicine.focus is integrated psychiatry in medicine.

Reading the October issue I was struckReading the October issue I was struck

by the lack of an integrated perspective.by the lack of an integrated perspective.

Current epidemiological findings under-Current epidemiological findings under-

score how the organisation of ourscore how the organisation of our

healthcare system is epidemiologicallyhealthcare system is epidemiologically

unfair and does not take into account theunfair and does not take into account the

frequent co-occurence of psychiatric distur-frequent co-occurence of psychiatric distur-

bances and physical illness (Kendell, 2001;bances and physical illness (Kendell, 2001;

Royal College of Physicians & RoyalRoyal College of Physicians & Royal

College of Psychiatrists, 2003). The frag-College of Psychiatrists, 2003). The frag-

mentation of care is seen as one of thementation of care is seen as one of the

major problems of current healthcare (Insti-major problems of current healthcare (Insti-

tute of Medicine, 2001); this applies withtute of Medicine, 2001); this applies with

regard to treatment of physical disordersregard to treatment of physical disorders

in mental healthcare and vice versa.in mental healthcare and vice versa.

The editorial by KingdonThe editorial by Kingdon et alet al (2004)(2004)

on the recommendations of the Council ofon the recommendations of the Council of

Europe lacks such an integrated perspec-Europe lacks such an integrated perspec-

tive. Among the recommendations thetive. Among the recommendations the

quality of physical care is not mentionedquality of physical care is not mentioned

by the Council other than in relation toby the Council other than in relation to

restraint, and this omission is not men-restraint, and this omission is not men-

tioned by Kingdontioned by Kingdon et alet al..

Similarly, the review by ThornicroftSimilarly, the review by Thornicroft

& Tansella (2004) opens with the fact& Tansella (2004) opens with the fact

that depression leads to more disability-that depression leads to more disability-

adjusted life-years than cardiovascularadjusted life-years than cardiovascular

disease and cancer, but it does not reportdisease and cancer, but it does not report

their meaningful interrelation, for instancetheir meaningful interrelation, for instance

through compliance (DiMatteothrough compliance (DiMatteo et alet al,,

2000). In the section ‘Acute in-patient care’2000). In the section ‘Acute in-patient care’

it is mentioned that patients with physicalit is mentioned that patients with physical

comorbidity should preferentially be seencomorbidity should preferentially be seen

in such facilities and not in communityin such facilities and not in community
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