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Once again I offer support to Dr Benjamin's
appeal that philosophy should have a place in the
medical curriculum. A medical school which would
facilitate philosophical debate among its students
and teachers could not fail to improve the quality of
its graduates both by sharpening their minds and
perhaps even uplifting their spirits.

RoyalBelfastHospitalforSickChildren
Belfast BTJ2 6BE

Anorexia Nervosa

SIR: Touyz et al's paper (Journal, August 1988, 153,
248â€”250)on anorexia nervosa developing in a blind
woman refers to absence of hallucinatory or other
psychotic thought processes and no abnormalities on
testing cognition. This statement seems to be contra
dicted by perception of this woman of her wasted
biceps muscle, saying, â€œ¿�Iam worried about this fatâ€•.
This kind of perceptual disturbance is not uncom
mon in anorexia nervosa, and I think that it reflects
psychotic phenomena. Furthermore, I would stress
that hallucinatory phenomena belong to the level of
perception, not to the level of thought processes as

Dr Touyz et a! suggest.
CHARLES J. F. KEMPERMAN

Academisch Ziekenhuis Groningen
Oostersingel599713EZ
Groningen
The Netherlands

SIR: In their study on body shape dissatisfaction in
schoolchildren, Salmons et a! (Journal, July 1988,
153, Suppl. 2, 27â€”31)commented on the finding of
concern about undersized thighs in boys over 16,

significantly more so than in girls of the same age
(although the majority of boys of this age in their
sample were satisfied with the thigh size). From their
results it would appear that in the same group of boys
there was also a concern about undersized stomach,
significantly more so than in the girls. It is not clear
specifically what their concern was, but presumably
in boys the concern would be about undersized
muscles. We have recently been following up a group
of early onset anorexic children and have found a 16-
year-old boy fully recovered on most of the usual
indices of outcome who was, it seemed to us, preoc
cupied with body building and concerned that his
thigh and leg muscles were too small. Perhaps, given
the findings of Salmons et al, this preoccupation is
within normal limits, but our subject also scored
strongly on the self-deprecation item of the PSE. We
would postulate that in recovering anorexic males
whose self-esteem is still fragile, a need to have well
developed musculature and act on this need is a
reflection of the ongoing struggle to resolve the
anorexic experience.

It would be interesting if Salmons et al's findings
of some boys' concern about undersized thighs
and stomachs could be replicated and then further
clarified, (a) as to whether it is specifically muscula
ture which is considered too small, and (b) as to
whether they feel so strongly about their concern as
totakestepstoremedytheperceiveddefect.This
would help gauge the normality or otherwise of the

JOHN SIMPSON

SIR: We read with great interest the recent report by
Shur eta! (Journal, July 1988, 153,72â€”75)who found
blood cell alterations in eight out of twelve patients
with anorexia nervosa. We would like to add to their
interesting report our recent findings in 13 patients

with anorexia nervosa (Geissler et a!, 1988): granulo
cytopenia (granulocytes <2000/@tl) and anaemia
(haemoglobin <12.0 g/dl) were found in fiveand one
patient respectively. However, the number of mye
bid and erythroid stem cells in the circulating blood
using a colony assay described previously (Geissler et
al, 1986) was significantly decreased compared with
age-matched controls, showing a more pronounced
haematopoietic abnormality in anorexia nervosa
than was hitherto inferred from blood counts. Some
patients maintained normal peripheral blood counts
despite decreased numbers of stem cells. It is reason
able to suggest that careful haematological obser
vation during treatment with certain drugs with
potential haematotoxicity is mandatory in patients
with anorexia nervosa, even if normal blood counts
seem to reflect intact haematopoiesis.
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preoccupations and actions of recovering anorexic
males.

NOEL MCCUNE
GERALDINEWALFORD

The Department ofChild Psychiatry
The Royal Belfast Hospitalfor Sick Children
180â€”184Falls Road, Belfast BTI2 6BE

Photographyfor Anorexia Nervosa

SIR: Body image problems have long been recognised
as a major factor in anorexia nervosa (Bruch, 1962).
The inability to perceive the degree of weight loss or
emaciation in these patients has made treatment
difficult, as patients who cannot see themselves as
underweight are less likely to agree to hospital
admission and treatment. We report the case of an
anorexic patient who found that serial photographs
of her frame provided sufficient evidence of emacia
tion to convince her to continue with treatment. This
idea stemmed primarily from an observation of the
attitudes of people to their appearance in photo
graphs, and this was used in a particularly resistant
case of anorexia to gauge her reaction to a photo
graphic image.

Case report.' Ms F., a 25-year-old lady, had an 11-year his
tory of anorexia and amenorrhoea, and repeatedly refused
admission for treatment. She was finally admitted when her
weight fell to 30kg, and family pressures prevailed. Follow
ing admission, Ms F. continuously asserted that she was fat,
had an enormous stomach and legs, and was being treated
inappropriately. Photographs of the patient were taken,
using both front and side views, and these were presented to
her. The effect was quite dramatic. Ms F. was appalled by
her appearance in the photographs, and she burst into tears,
immediately resolving to improve her personal appearance
at whatever cost.

Prior to the photographs being taken the patient was
going to leave hospital, but as a result of her exposure to
pictures of her body she became very involved in her own
treatment, and gained weight quite rapidly over the follow
ing weeks. She agreed to the setting of a target weight of
40 kg, and was totally compliant with treatment. She
actually requested that further photographs be taken prior
to discharge, and the improvement she saw has streng
thened her resolve still further. She has been discharged
from our unit in good physical shape, and follow-up reveals
that she is maintaining her weight. She carries her photo
graphs to the out-patients and is pleased with her own
progress.

We, suggest that the use of serial photographs of
anorexic patients may well have a role in their treat
ment. Although previous studies using distortion
techniques have tended to disprove overestimation

of body size (Garner et al, 1976; Touyz et al, 1984),
our initial impression is that photographs draw
attention to body shape, and not to size per Se. We
plan to use this approach in a series of patients, and
thereafter to assess the usefulness of the technique.

ALAN BYRNE
James Connolly Memorial Hospital
Blanchardstown
Dublin 15, Ireland
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Supportive Psychot1serapy

SIR: We were pleased to see the article by Holmes
(Journal, June 1988, 152, 824â€”829).He asserted that
supportive analytical therapy is much practiced but
little described. He included two cases of successful
supportive therapy with two very impaired patients,
and stated that supportive therapy is an â€œ¿�attenuated
analytical psychotherapyâ€• that may be therapeuti
cally effective and cost-effective in dealing with such
patients.

We disagree with Dr Holmes' use of the word
â€˜¿�attenuated'.Supportive therapy is not a weak or
diluted treatment that consists primarily of being
humane to patients. It is instead an emphasis on
active, but non-interpretive, interventions based on
therapists' assessment of ego strength, ego structure,
transference, and countertransference.

Two books have been written recently that de
scribe supportive therapy well (Werman, 1984;
Weiner, 1986). They place supportive analytical
therapy on an equal footing with analytical therapy
in terms of it being specifically indicated in a number
of situations in which analytical therapy might also
be considered, and in cases in which it is specifically
indicated instead of analytical therapy. Many per
sons are suitable for supportive analytical therapy
who are relatively emotionally healthy, but who
can not or will not co-operate with the demands of
analytical therapy. For example, we have suggested
elsewhere that cognitive style affects the decision of
what kind of therapy is potentially most useful
(Weiner & Crowder, 1986). Following an extensive
cognitive evaluation of patients seen at a large public
hospital, we concluded that a supportive therapy was
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