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Discussion

DR I. OSWALD: I think if the respectability of psycho-
somatic medicine is to be preserved, it has to be able to
withstand critical scrutiny of other disciplines. Dr
Christie has provoked me. If I look back over the years
of research into the relationship between psychological
variables and objective data recorded in sleep I am struck
by the lack of dramatic relationship. Dr Kalucy, it seems
to me, built rather a lot on these scratching patients and
their lack of dreams. The fact that they did not recall
dreams makes them differ in no way, to my mind, from
normal people. These were their first experiences of being
awakened and asked about their dreams, and instead of
having the patient lying quietly in the room undisturL: d
except for a signal the experimenter went into the room
and talked with the patient, which immediately changes
the environment when fleeting memories vanish. It would
be better to accustom patients to the experimental
condition and then to start looking at their dreams by
disturbing them as little as possible. This could be done
by giving a signal, but not by going into the room with all
kinds of disturbances.
DR R. S. KALUCY: Firstly, concerning the methodology.

We discussed this with Hartmann and others and they
believe that you increase quite markedly the dream recall
if you go to the patient, and that was the methodology we
accepted. I would not like to agree that we are making a
lot out of nothing. We are using the opportunity to study
a general feeling about the psychosomatic position and
how sleep research might be used to extend it or not.
Obviously we have a lot ofwork to do in this area over the
next few years.
DR D. G. BROWN: Concerning our methodology of

eliciting dreams as criticized by Dr Oswald, we, in fact,
found that the elicitation was fostered by an experimenter
engaging with the patients in an active effort to retain the
elusive and often fleeting dreams. I would like to comment
on the experience of going into the room to wake these
patients up because there are two or three interesting
observations we were able to make which Dr Kalucy was
not able to bring to your notice because of time. One of
the patients, as he mentioned, did not dream at all. He
dreamt electrophysiologically, but when he was awakened
he said he was not dreaming and in fact denied dreaming.
This was very consistent and it was also striking that he
was the most defended patient psychologically. Of the
other two patients whom we woke, the first time each of
them was awakened they denied dreaming. One patient
when he was woken the second time again denied dream-
ing but said 'You know, after you had gone out of the
room the first time I remembered the dream I had', and
he recounted a dream very fully which was very interesting
because it represented, through the medium of another
person in the dream in which he was an observer, very
strong feelings which he himself had difficulty in coping
with; that is, the wish to escape. He was watching at a
railway ticket office someone else coming to buy the

ticket which he himself really wanted to buy to escape. It
is interesting that the dream eluded him on the first
occasion. Why? Was this something to do with the
strangeness of the situation? Was it something to do with
the relationship of the material which was being expressed
in the dream? These are all questions which are relevant.
The next patient did not remember a dream on the first
occasion. On the second occasion she did. She was very
drowsy as she spoke and this was recorded on tape and
transcribed. The transcription does not give justice to the
tremendous effort with which she attempted to co-
operate to get this dream out. She needed quite a lot of
help in getting it. I am just making these comments
because it did seem to us that the relationship and the
combined effort was quite an important part of the
process of elucidating the dream.
CHAIRMAN: Dr Bhanji, I wondered why you did not go

straight away into a controlled trial situation with your
sleep study.
DR S. BHANJI: In the first instance, sleep deprivation

therapy was an unknown quantity to us. There were also
problems about how well the patients would accept it, and
how well the nursing staff would accept it. We did not
want to get involved in a long on-going project without
settling these problems to our own satisfaction.
DR P. MADDOCKS: I would like to ask Dr Bhanji how

he kept the patients awake and what did they do when
they were not sleeping?
DR BHANJI: It was all done in hospital, although it has

been done in outpatients elsewhere. They were usually in
groups of up to eight at a time. There were always at least
two nurses with them throughout the night. The patients
were fully ambulant and were kept awake by simple
diversions such as reading, listening to music, card games
and walks. With the inpatients it was quite easy because
the next day one just asked the staff to make sure they
did not doze off. The outpatients were more difficult.
Some of them were reluctant to stay on the ward, and
there is no doubt that a number of outpatients went
straight home and went to bed
DR OSWALD: Can I first ask a question of Dr Bhanji.

I was wondering how the patients were chosen for the
depression study because there was a slide put up which
said, as I understood it, 'duration of the current episode'.
Some of them had a duration like 5 years. If I get a
patient with symptoms which have lasted 5 years I
generally class these as a way of life rather than as an
illness. To me endogenous depression is an illness from
which people spontaneously recover.
DR BHANJI: The patients were selected according to

symptomatology as falling in the endogenous group as
opposed to the neurotic group. There was undoubtedly a
selection bias towards those patients who had not
responded to anything else. I suppose on the basis that
'here was a new treatment which will not do any harm so
let us try it with the difficult ones; at least we have
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58 Discussion

nothing to lose'. Towards the end of the pilot study we
were taking people, often on first presentation, with short
histories. The numbers were perhaps too small to draw
any conclusions from but there did not seem to be any
difference in outcome between the more chronic de-
pressives and the more acute depressives. Certainly on the
Continent sleep deprivation therapy has been mooted as a
treatment for the resistant case in particular.
DR OSWALD: I should like to ask Dr Lacey about the

amount of REM sleep in his subjects when they were
under weight compared with when they were up to weight.
I am not sure how they compared with ordinary popula-

tion figures but one might suspect-and I wonder what
you think about this-that this was really just an artefact
of these being people who kept waking up during the
night because almost anything which will keep people
waking up during the night will disturb REM sleep.
DR J. H. LACEY: I think I take Dr Oswald's point. Both

the figures at low body weight and also target weight
were within normal range and also with a normal per-
centage of total sleep time. Of course, actual increase in
REM did transcend the total amount of sleep. I think I
must take Dr Oswald's point about the restlessness and
whether it had an effect.
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