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routinely used in NHS psychotherapy services 
and major randomised controlled trials are 
currently being conducted. Full reviews of 
psychotherapy outcome research illustrate the 
wider evidence available. 4    5  

 The claim that psychoanalysis makes no 
attempt to diagnose or recognise problems such 
as schizophrenia or the role of drugs is untrue 
and shows a profound misunderstanding of 
psychoanalytical work. 

 Our services work closely with psychiatrists, 
GPs, and psychologists and receive referrals 
when other treatments identify the need 
for an exploratory approach. Polarised and 
misinformed arguments such as those of 
Salkovskis and Wolpert fail to recognise 
the need for collaborative approaches to 
understand and best help our patients in a 
humane healthcare system. 
   Jo   O’Reilly    consultant psychiatrist and psychoanalyst  
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    The exaggerated claims of 
the mental health industry 
 Godlee’s comments take the supposed 
rational technical modernity of the mental 
health industry at face value. 1  Psychiatry 
has shallow epistemological foundations: 
neither essence nor cause of any “mental 
disorder” is understood, except for disorders 
associated with physical disease. For example, 
“depression” is not a biologically validated 
entity, merely a symptom cluster—clustered 
by us, not nature. The editorial she cites 
approvingly carries the bullishness typical 
of the industry, starting with “Depression 
is a major cause of disability worldwide.” 2  
This claim falls at the first hurdle, because 
depression is not a unitary pathological entity 
present across cultures worldwide, whether 

   PSYCHOANALYSIS DEBATE 

 Case against psychoanalysis 
was unsubstantiated rhetoric 

 Salkovskis and Wolpert argue that 
psychoanalysis has no place in modern mental 
health services and make several damaging 
statements about its value. 1  These include: that 
psychoanalysis resists the notion of outcome 
evaluation—“it makes no attempt to diagnose 
the patient’s condition, and does not recognise 
schizophrenia, or others with a genetic cause”; 
that “no attempt is made to find a cure”; and  
that “the psychoanalyst will resist medication.” 
Except for the first statement (which has a 
reference to a  Guardian  newspaper article) 
these statements are made with no reasoned 
argument or evidence. Only six references 
are cited, including two studies of cognitive 
behavioural psychotherapy by Salkovskis. 

 They do not attempt to provide a critique of 
modern psychoanalysis as a theory of mind, 
including its philosophical 
and scientific basis, or of its 
current practice, including 
how psychoanalytic treatment 
can (and should) be done in 
collaboration with psychiatry 
and other mental health 
services. These statements 
are simply asserted as true, 
and alarmingly, the authors 
go on to vilify psychoanalysis 
with their conclusion that: 
“the theory and practice of 
psychoanalysis are inimical 
to modern mental health 
services and so are, at worst, 
counterproductive and perverse in that context.” 

 I was surprised and disappointed that the  BMJ  
published such a damaging attack on a body of 
knowledge and a method of treatment that many 
people find extremely valuable, even life saving 
in certain cases, without proper attention to the 
normal standards of scientific journalism. Even 
more surprising was that Godlee, in her leader, 
claims that Fonagy and Lemma, the protagonists 
of psychoanalytic approaches, who give a well 
reasoned account of these together with the 
existing research evidence, are outflanked 
by Salkovskis and Wolpert. 2    3  If they are in 
danger of being outflanked by anything it is by 
unsubstantiated rhetoric. 
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    Psychoanalytical 
psychotherapy is distinct from 
psychoanalysis 
 We support Lemma and Fonagy’s view that 
psychoanalysis has a valuable place in modern 
mental health services 1  and would like to add 
some further points. 

 Psychoanalysis is an intensive form of 
treatment and available mainly in the private 
and voluntary sectors. Psychoanalytical 

psychotherapy, usually 
once weekly, either 
individual or in a group, 
is an important NHS 
treatment. It is misleading 
to confuse these two 
distinct treatments, 
although both derive from 
psychoanalytic thinking. 

 Psychoanalytical 
thinking helps us 
understand the limits of 
rational thought in the 
complex presentations 
and behaviours of our 
patients in distress. No 

other psychological approach does this. Our 
psychiatric colleagues often ask us to help them 
understand and manage the most disturbed 
patients. The relevance of unconscious 
processes in clinical encounters and use of 
countertransference as a key diagnostic tool 
has led to the incorporation of Balint groups as 
training requirements for GPs and psychiatrists 
across the UK. These processes can also be 
powerful factors in medical illness and risky or 
offending behaviours. 2   

 Salkovskis and Wolpert make several 
unsubstantiated claims—for example, that 
psychoanalytical therapists explicitly reject 
outcome evaluation. 3  Such evaluation is 
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those cultures know it or not. What evidence 
is there that the pandemic of antidepressant 
prescribing—35 million UK prescriptions last 
year, a fourfold increase in a decade—has 
improved wellbeing across society?3

Godlee cites Salkovskis and Wolpert, 
who claim “real improvements in mental 
healthcare,”4 but this confounds activity with 
outcomes. The largest increase in NHS funding 
has been on mental health—from £148 (€177; 
$234) a head in 2003-4 to £200 in 2008-9—yet 
the industry continues to claim massive unmet 
need. How many BMJ readers believe prevalence 
figures like one in four (the American Psychiatric 
Association has claimed 46%), which insult 
our common sense and everyday experience? 
If this proportion of citizens truly had a “mental 
disorder” society would begin to collapse.

A 1997 Australian study claimed similar rates 
of mental disorder with low rates of treatment. 
Since then, treatment availability has greatly 
increased, but there is little evidence that the 
nation’s mental health has improved.5

The self aggrandising claims of the mental 
health industry and its pharmaceutical partners 
are driving the medicalisation of everyday life, 
and are societally self defeating and depleting.
Derek A Summerfield honorary senior lecturer, Institute 
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Psychoanalysis helps doctors 
understand patients
Sometimes it’s embarrassing to be a 
psychiatrist. Psychiatry has always strived 
like a younger sibling to establish its status as 
equivalent to physical medicine, borrowing its 
clothes to do so. But they don’t fit. The strident 
tone of non-psychiatrists Salkovskis and 
Wolpert’s argument against psychoanalysis 
also belies this anxiety.1 However, anything 
but the most primitive psychiatric formulation 
reflects the messy reality that mental disorders 
are unique for each individual, their causes 
buried in a nexus of genes, early attachment 
experience, adverse events (including the 
biological), and the pains and disappointments 
of life. Mental health is fundamentally 
experienced through our relationships with 

others and ourselves. Psychoanalysis remains 
the source of our understanding here.

Although Godlee comes down against 
psychoanalysis,2 in the same issue two articles 
use psychoanalytical models to understand 
the complex pathological reactions of both an 
individual and institutions to overwhelming, 
seemingly unmanageable, realities: dissociative 
sensory loss in response to trauma and the 
constant restructuring of the NHS.3  4 Was this an 
unconscious slip or deliberate cheekiness on 
behalf of the BMJ?

As general adult psychiatrists working on an 
acute ward for women (essentially, a psychosis 
ward), we find that clinical pictures often fail 
to conform to simple illness and treatment 
trajectories. Our weekly group for patients, 
supervised by a psychoanalyst, is popular 
with patients—who feel listened to—and richly 
informative for us. By understanding our patients 
better, we can manage them more effectively and 
more cost effectively.

If we bring up the next generation of 
psychiatrists on a diet of symptom checklists and 
cognitive therapy, we will fail our patients and our 
medical colleagues who seek an expert opinion.
Nicola Byrne consultant psychiatrist 
nicola.byrne@slam.nhs.uk
Robert Harland consultant psychiatrist, South London 
and Maudsley NHS Foundation Trust, Lambeth Hospital, 
London SW9 9NU, UK
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Health professionals can  
benefit from psychoanalysis
Salkovskis and Wolpert are negative about 
the value of psychoanalysis to practice.1  2 In 
attempting to understand recent scandals of 
abuse and neglect among health providers in 
England, I suggest not a cognitive behavioural 
therapy manual but the psychoanalytic insights 
of Isabel Menzies Lyth.3

Presciently, for this was 50 years ago, she 
described how ill understood mental defences 
among hospital nursing staff can be destructive 
and dehumanising. If I find myself attending 
a series of meetings at work characterised by 
endless forward thinking but no real decisions, 
I will consult neither Salkovskis nor Wolpert, but 
Larry Hirschhorn, who with great clarity shows 
how social defences and other unconscious 
mechanisms described by psychoanalysis affect 
organisational behaviour.4 Using concepts such 

as transference and countertransference, the 
psychoanalyst Michael Balint helped doctors 
understand how their reactions and feelings in a 
consultation can provide important information 
to help the patient and to help themselves 
perform optimally.

Fortunately, thousands of doctors have 
been through “Balint groups.” Or perhaps 
Salkovkis and Wolpert might skip forward in 
the same issue of the BMJ and read Heath’s 
excellent review of Intelligent Kindness, which 
she described as “suffused with fascinating 
psychoanalytical insight.”5 Interestingly, her 
article is entitled “What goes around.”
Robert C Baldwin consultant old age psychiatrist, 
Manchester Mental Health and Social Care Trust, 
Manchester Royal Infirmary, Manchester M13 9WL, UK 
robert.c.baldwin@manchester.ac.uk
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MENTAL HEALTH STATISTIC

At least 25% is a  
conservative estimate
There are enormous problems in deciding 
what counts as a mental disorder,1 but most 
epidemiologists use an official classification such 
as the international classification of diseases.

We were responsible for providing evidence 
that the one year prevalence of mental disorders 
in community samples is about 250/1000.2 
We obtained this figure by combining figures 
for cross sectional prevalence with admittedly 
speculative estimates of annual inceptions, 
so that a cross sectional rate of 180/1000 was 
inflated by assuming that about a third of that 
number would develop a new episode during 
the next year. Even at that time, we had excellent 
evidence that most episodes are of short 
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duration (fewer than three months). Since then, 
surveys have asked people to remember their 
health over the previous year. By 2002 it was 
shown that survey results were yielding slight 
underestimates: the rate for the UK was then 
revised upwards to 270/1000, also taking into 
account rates reported by the Office for National 
Statistics.3

These rates did not include severe mental 
disorders, such as schizophrenia, bipolar 
disorder, or dementia, and neither did they 
include alcohol and drug dependence. These 
are annual rates, not lifetime rates—the concept 
of lifetime prevalence is necessary for studies of 
the genetics of mental disorders, but it is a highly 
questionable concept where common mental 
disorders are concerned. This is because it 
assumes that people not only can, but will, reveal 
information about minor disorders that occurred 
many years ago that they might have forgotten 
or suppressed. For this reason, we have never 
quoted figures for lifetime rates.

However, for those who like to think in these 
terms, “at least 25%” is almost certainly a 
conservative estimate.
David Goldberg professor emeritus, Institute of 
Psychiatry, London SE21 7HJ, UK  
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MINIMUM ALCOHOL PRICING

Health benefits matter,  
not tax revenue
Hawkes states that minimum pricing of alcohol 
as proposed in Scotland “would not be much 
of a deal” because it increases profit for the 
alcohol industry and reduces excise duty for 
the government,1 although an increase in VAT 
income would partially compensate for this.

However, this isn’t the point. The main test 
is whether minimum alcohol pricing would 
benefit public health. No credible health body 
doubts that it would. The latest analyses by 
the University of Sheffield estimate that a 
minimum price of £0.60 (€0.7; $0.95) per 
unit would produce an 11.1% reduction in 
consumption, an 18% reduction in acute 
admissions, and a 33% reduction in mortality 
each year over a 10 year period.2

These are the benefit estimates that BMJ 

readers should use to weigh up the value of the 
policy. A price mechanism that can achieve these 
gains while generating income exclusively for the 
government would be an additional attraction, 
but no such mechanism is available to the 
Scottish government under its present powers.

Minimum pricing is a policy advocated by 
Scottish doctors and supported by the Scottish 
government because of its health benefits, and 
it should be judged on that criterion, not on 
whether it raises tax revenue.
Peter Rice chair, Royal College of Psychiatrists in 
Scotland, Edinburgh, UK  
peter.rice@nhs.net
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MOTORWAY SPEED LIMIT INCREASE

Motorway safety is not a major 
public health problem
The one statistic quoted by Bernal and McKee 
as evidence against the proposed changes 
to motorway speed limits is presented 
misleadingly.1

I too would agree that a policy that led to 
16.6% more deaths on the roads would be a 
public health tragedy. That sounds like a lot of 
people, but it isn’t. What they left out was the 
raw numbers. According to the BBC’s road death 
visualiser,2 only 149 of the more than 3000 road 
deaths a year in the UK occur on motorways. So 
even if the UK sees the same increase as in the US 
(and we might not because our roads are safer) 
we could expect perhaps 25 extra deaths. That 
is less than 1% of all road deaths. We might not 
even notice the change in the year to year noise.

Four or five major road safety initiatives would 
yield 10 times the gain per editorial word or per 
pound spent. It just isn’t a major public health 
problem.

Stephen Black management consultant, PA 
Consulting, London SW1W 9SR, UK  
steve.black@paconsulting.com
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UK MEDICAL DEVICE REGULATION

MRHA works hard to ensure  
that medical devices work and 
are safe
I am concerned about your recent article,1 which 
quotes a representative of the medical devices 
industry saying that clinical studies take up to 18 
months to be approved in the UK. This figure in 
no way reflects the actions of the Medicines and 
Healthcare Products Regulatory Agency, which 
has to approve or raise grounds for objection to 
a clinical trial within 60 days. It has never missed 
that target, and the average time to process 
applications for clinical trials for medical devices 
is now only 48 days.

The article also states that the agency 
“delegates the decision on whether or not to 
award a CE mark.” This is incorrect. European 
legislation on medical devices requires that a 
notified body issues a declaration of conformity. 
This process is not led or delegated by the MHRA.

The MHRA puts patients first, and it works hard 
to ensure that medical devices are effective and 
acceptably safe.
Susanne Ludgate clinical director, Medicines and 
Healthcare products Regulatory Agency (MHRA), London 
SW1W 9SZ, UK silke.thomson@mhra.gsi.gov.uk
Competing interests: SL is director of the MRHA.
1 Watts G. UK medical device regulation is criticised as both 

cumbersome and inadequate BMJ 2012;344:e1202. (17 
February.)

Cite this as: BMJ 2012;344:e1784

HORMONE REPLACEMENT THERAPY

Provides no overall benefit  
on quality of life
The claim of a dramatic reduction in hot flushes 
fails to mention that symptoms recur when 
hormone replacement therapy (HRT) is stopped 
and that the largest trial (Women’s Health 
Initiative) showed no benefit on quality of life.1

The graphs seem to have been derived from, 
and give equal weight to, the largest randomised 
trial and the largest observational study. If the 
observational study were removed and the other 
eight randomised trials included, the effect on 
all cause mortality would be in the opposite PA
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Authors’ reply
As our paper made clear,1 evidence points to 
the importance of high quality management 
support for clinical commissioning groups 
(CCGs). However, we had to choose which 
aspects could be discussed meaningfully in 
a short article.2 The Framework for Procuring 
External Support for Commissioners was 
not taken up by primary care trusts to any 
significant extent under the last government,3 
and it remains to be seen whether CCGs will act 
differently.

The biggest determinant of private sector 
involvement in commissioning support—
which we emphasise is separate from the 
“privatisation” of either finance or provision—
is likely to be the fees on offer. Predictions 
about the market are, however, difficult when 
the government has not yet signalled how much 
CCGs will be allowed to spend on management 
support. The Department of Health’s recent 
publication Towards Service Excellence does 
little to clear up the uncertainties.4 While it 
restates the commitment to a diverse range 
of support providers, it also implies a strong 
preference for a national system of support, at 
least initially.

Moylett is probably right to predict that some 
CCGs will buy in commissioning support from 
the private sector, but it does not follow that 
these organisations will have “great control of 
the NHS budget.”2 Indeed, our understanding, 
based on repeated written assurances by the 
government, is that the Health and Social Care 
Bill forbids CCGs from either subcontracting or 
delegating their commissioning decisions to 
other organisations.5

Ultimately, CCGs as statutory bodies will 
be responsible and accountable for their 
commissioning decisions, irrespective of 
whether their management support comes 
from the private, voluntary, or NHS sector.
Judith A Smith head of policy, Nuffield Trust, London 
W1G 7LP, UK  
judith.smith@nuffieldtrust.org.uk
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GP LED COMMISSIONING

Why no mention of private sector?
Smith and Mays’s clear analysis of the large 
problems facing GP led commissioning did not 
mention the involvement of the private sector.1 
Why so coy?

Their crucial point is that management 
support must be heavily invested in for 
devolved commissioning in the NHS to succeed. 
“However, the NHS currently faces a reduction in 
management costs of over 40%, making it likely 
that such support will be hard to find.”1

Where will this support be found? Smith and 
Mays do not mention that many consortiums will 
subcontract their activities to health insurance 
companies.2

The Framework for Procuring External Support 
for Commissioners was set up in 2007 by the 
last Labour government. It was designed by 
the Department of Health in collaboration with 
McKinsey. In 2007, 14 companies, most of them 
major US and UK health insurers—for example, 
BUPA, UnitedHealth Europe, and McKinsey—
were selected to help primary care trusts in 
the framework. It was in place before Andrew 
Lansley proposed transferring commissioning 
to GP consortiums. By mid-2010 many primary 
care trusts were working closely with framework 
insurers, and in December 2010 UnitedHealth 
signed a contract with a new pathfinder 
consortium in Hounslow to handle all referrals 
from February 2011.3

GP led commissioning groups are generally 
expected to use private healthcare companies 
to help them commission services. These 
private companies will have great control of 
the NHS budget through this commissioning 
function. Why did Smith and Mays not think it 
relevant to discuss this in their analysis of GP 
commissioning? Do they want us to believe the 
government mantra, “no privatisation”?
Liz Moylett general practitioner, Wrekenton Health 
Centre, Gateshead NE9 7AD, UK  
lizmoylett@hotmail.com
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direction (odds ratio 1.06, 95% confidence 
interval 0.94 to 1.19).2

For the 51 year old woman with hot flushes, 
HRT provides short term relief. It increases the 
chance of some diseases—cardiovascular 
disease, strokes, and breast cancer—and 
reduces that of others, including osteoporosis 
and bowel cancer. The exact risk-benefit ratio 
varies with the woman’s risk of each disease, but 
the precision of the estimates is insufficient to 
allow individualised risk assessments.

When women learn that HRT provides no 
overall improvement in quality of life, and that 
in the trials overall mortality is increased, most 
wisely decide to live with their hot flushes.
Jim G Thornton professor of obstetrics and 
gynaecology, University of Nottingham, Nottingham, 
UK jim.thornton@nottingham.ac.uk
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Author’s reply
We tried to present an evidence based approach 
to managing troublesome symptoms of the 
menopause.1  2 I agree that it is difficult to provide 
risk-benefit ratios for individual women, but 
this is what is needed in clinical practice. The 
Women’s Health Initiative largely recruited 
asymptomatic women, so we would not expect 
hormone replacement therapy (HRT) to improve 
quality of life. We did include information about 
recurrence of hot flushes after stopping HRT.

Many women do decide to live with their 
hot flushes. Others are unable to function and 
need treatment. We tried to provide a balanced 
approach to both hormonal and non-hormonal 
strategies, and to non-pharmacological 
approaches, such as cognitive behavioural 
therapy. Lots of information about HRT is now 
available: good, bad, and ugly. This helps 
women to make informed decisions about use, 
and our article is aimed at helping facilitate this 
decision making.


