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Executive summary

Service issues

Summary

1.

The longer-term trend is for fewer operations in fewer centres with fewer
referred patients coming to operation.

2. Being vulnerable to changes in key personnel, some services appear to
have developed or disappeared for this reason rather than for planned
service needs.

3. Surveys suggest that psychiatrists still see a role for neurosurgery for
mental disorder (NMD) for a minority of patients who do not respond to
conventional treatments.

4. There is no uniformity of access to NMD. In the past, it has not been clear
that patients have referred fulfilled the basic referral criteria for NMD.

5. Many aspects of the process of care vary between centres. This was
markedly so in the past, and it is a clear indication for the need for greater
liaison between centres.

6. Comparative data between UK centres is lacking.

Implications

NMD in the UK may either die out or continue to develop in a piecemeal way.
There is no formal sharing of information between centres, and no collection of
data on a national basis.

Recommendations
1. Given the evidence base reviewed in this document, it would be unwise
to allow NMD to die out.
2. It is inappropriate to sanction the uncoordinated development of new
centres.
3. Steps should be taken to conserve the current resources within established

centres in London, Dundee and Cardiff through the establishment of a
National Advisory Committee (NAC) (see below).

Clinical issues

Clinical effectiveness

1.

Despite 50 years of NMD, the general quality of the outcome data is poor.
There are no published randomised, prospective, controlled trials of
modern operations.



2. Mean global outcome scores suggest some improvement of follow-up in
all studies in all clinical groups (affective disorders, obsessive-compulsive
disorder (OCD), and non-OCD anxiety).

Symptom-based outcome measures suggest more modest improvement.

4. This may be a specific treatment effect of NMD, but it is impossible to
exclude other factors (e.g. selection bias or post-operative treatment) in
accounting for the success of the operation.

5. There is a trend for more recent outcomes not to be as good as previously,
but it is unclear why this is the case (especially with affective disorders
and subcaudate tractotomy).

6. The quality of the outcome data does not categorically support the view that
any one operation is specific for any one diagnosis. However, some operations
are used more commonly for certain diagnoses (e.g. subcaudate tractotomy
for depression, capsulotomy for OCD/non OCD anxiety). This means that
the data base for using capsulotomy for depression has been small.

7. There are sufficient data to support the view that OCD, depressive disorder,
non-OCD anxiety disorder and bipolar affective disorders are indications
for NMD.

S

Implications

There are conspicuous gaps in the outcome literature, particularly concerning
the use of operations other than subcaudate tractotomy for affective disorder.
The centres in Cardiff and Dundee that currently use capsulotomy should help
to fill this gap.

The data suggest that more consideration should be given to targeting
symptoms rather than syndromes when contemplating operation. This may mean
moving away from merely having restricted diagnostic categories (e.g. treatment-
resistant depression), towards a more sophisticated approach looking at targeting
specific symptom profiles informed by research (e.g. What acquired neuro-
psychological deficit caused by a stereotactic lesion is most likely to mediate the
therapeutic effects sought in terms of a given symptom?).

Recommendations

1. A standing prospective audit should be set up that routinely collates data
from all operations in the UK.

2. This audit should be UK-wide and organised by the NAC for NMD.

3. The Committee’s role should be to standardise the audit process across
centres and collect information into an annual report.

4. The audit standard should be both process and outcome-oriented, should
evaluate inadvertent departures from intended treatment plans, and should
focus on the details of the wider therapeutic strategy, for example,
rehabilitation.



5.

An annual meeting should be held that clinicians from all UK centres for
NMD should attend.

Adverse effects

Summary

1.

There are few studies dedicated to looking at these issues and much of
the reporting can be criticised for lacking independence and a structured
approach.

2. Undoubtedly, modern NMD does not carry the grave risks that older
operations had, although the types of risks remain similar.

3. Close scrutiny of the data suggests that although some centres have
reported low levels of adverse effects, this is variable (in the international
context) and different operations may confer different risk profiles (e.g.
weight gain and capsulotomy).

4. Tertiary referral centres may lose contact with patients and therefore lose
data about longer-term adverse effects.

5. There are specific gaps in the reported UK data — notably concerning the
effect of subcaudate tractotomy on personality.

Implications

1. Data collection should be standardised across UK centres, and structured.

2. The use of specific psychometric tools for the assessment of personality
change (such as that quoted by Sackdev & Hay (1995) should be
considered).

3. Long-term contact with patients post-operatively needs to be encouraged
to get more realistic data about adverse effects, especially the incidence of
epilepsy.

Recommendations

1. The NAC should establish long-term audit of adverse effects and collate
clinical information.

2. There should be a national database of patients having NMD. Patients
should have long-term, probably lifelong, follow-up.

3. There is a need for further neuropsychological research.

Implications for future research

Summary

Much neuropsychological research has been defensively framed and carried out
by researchers who are not independent of the local NMD programme. There are



specific gaps in the published clinical research, notably the effects of certain
operations, such as subcaudate tractotomy on personality.

Other promising areas such as the use of the gamma knife appear to have
been abandoned.

Implications

Although NMD has a long clinical pedigree and cannot be regarded as an
experimental procedure, the way in which clinical effects by brain lesions are
mediated is poorly understood.

The placing of stereotactic lesions provides a unique opportunity to explore
mind-brain relationships, but this is clearly not a justification for the operation
in the absence of clear clinical indications. These two factors place an ethical
obligation on the practice of NMD to be tightly integrated with a research genre
that looks at the interface between basic neuroscience and clinical practice.

Recommendations

1. The NAC should have as part of its remit the task of bringing together
research interests (in basic and clinical neuroscience) and clinical services.

2. The NAC should foster a culture of enquiry into NMD that is not
defensively framed, for example, by hosting annual meetings, establishing
a website, etc.

3. Future research should be hypothesis-driven, focusing on what has
changed rather than on what has not.

Medical legal issues

The authors note the difference between the Scottish, and English and Welsh,
Mental Health Acts, and the recommendation of the Scottish review to allow
patients incapable of consent to have the operation.

We feel that the Crown pressures of consent within England and Wales should
not be changed.

Central recommendations

1. A NAC should be established whose main function would be to monitor
all aspects of NMD practice.

2. A central task for the NAC would be the establishment of a multi-centre
prospective audit, through the deployment of standardised process and
outcome measures.

3. A second task would be the development of nationally agreed assessment
and treatment protocols.



10.

The NAC should have a liaison function with other international centres
and with researchers.

The NAC should convene the NMD community in at least an annual UK
meeting.

The NAC should develop a service database for referrers, and a
confidential clinical database for the long-term follow-up of patients. This
would help evaluate adverse effects on long-term outcome.

The NAC should produce an annual report about NMD activity in the
UK, including an annual update on current activity.

The NAC should be independent of the Royal College of Psychiatrists
and the Mental Health Act Commission, and of other clinical bodies.

The NAC should have representatives from professional bodies as well
as medical, legal, lay user and research representatives.

The NAC should be funded centrally and report to the Department of
Health.



1. Introduction

Background to this report

This report has been produced at the request of the Council of the Royal College
of Psychiatrists.

It has been written because of a number of developments in the area of NMD
in the last few years.

1. The Scottish Office produced a report in 1996 entitled Neurosurgery for
Mental Disorder: A Report by a Good Practice Group of the CRAG Working
Group on Mental Illness. Although this is an excellent comprehensive
document it refers specifically to Scotland and not to the UK as a whole.

2. There have been marked changes in the clinical delivery of neurosurgery.
The Brook Hospital has closed, neurosurgery is no longer carried out in
Bristol, Birmingham or Leeds, and new centres opened in Dundee in
1992, and Cardiff in 1993.

The Brook Centre stopped operating in 1996 because the yttrium crystals
used in the operation were no longer available and the centre had to
consider other interventions.

3. The Royal College of Psychiatrists has not to date produced any position
statement or clinical guidance on neurosurgery.

4. Most importantly, most of the recommendations of the Scottish Office
Report have not been implemented, and there seems to be no will to take
these recommendations forward in Scotland.

A small working group was set up. We took evidence from a wide variety of
bodies and individuals, and these are listed in Appendix 4. We have also
reviewed the published data on neurosurgery up to the end of 1999 as
comprehensively as we can.

We have not considered the law and the Mental Health Act in relation to
neurosurgery for mental disorder. This was extensively discussed in the Scottish
document, in part because there was a debate about whether to bring the Scottish
practice in line with that in England and Wales.

The original remit of this working party changed during the course of gathering
evidence. Originally, the intention was to establish a prospective audit of UK
NMD. It became clear during the period that we met that, first, the activity level
was declining and that, second, the audit would mean the development of
protocols concerning process and outcome that could not be simply imposed on
contemporary operation centres.

The current report also supplements the Scottish document by having a
comprehensive review of the literature on efficacy and adverse events. We also
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intend to make a more detailed statement about recommendations for future
clinical activity and research. We particularly wanted to give further consideration
to a key recommendation of the Scottish document — the establishment of the
Standing Advisory Committee to oversee the standards of care provided by the
Dundee centre.

Definition of neurosurgery for mental disorder

In this report, we use the term neurosurgery for mental disorder' (abbreviated to
NMD) in preference to 'psychosurgery’, for exactly the same reasons described in
the Scottish document. We mean by the term 'neurosurgery for mental disorder'
a surgical procedure for the destruction of brain tissue for the purposes of
alleviating specific mental disorders carried out by a stereotactic or other method
capable of making an accurate placement of the lesion. Stereotactic techniques in
neurosurgery involve fixing the patient's head in a metal frame and inserting
probes through burr holes under computer tomographic (CT) or magnetic
resonance imaging (MRI) guidance using the frame as a reference point to indicate
the depth and angle of the probe. A target site can therefore be more precisely
located. The destruction of brain tissue is then achieved by heat, cold, surgical
resection, or implantation of radioactive seeds. In NMD, the size of the lesions
made are very small — about the size of a pea. NMD does not refer to other
surgical procedures (e.g. temporal lobectomy, amygdalotomy or thlamotomy),
nor to similar neurosurgical operations that are used to treat conditions that are
not mental disorders, such as epilepsy. Our decision to adopt the term
neurosurgery for mental disorder was made for four reasons:

1. 'Psychosurgery' is not a homogenous concept; it subsumes a variety of
surgical techniques that have been used to treat a range of different
conditions, including pathologically violent behaviour. The term
‘psychosurgery’ (which was introduced in the 1940s) therefore encompasses
a number of operations that are no longer used, as well as a number of
disorders for which a neurosurgical approach would no longer be
considered appropriate.

2. One of the difficulties surrounding the discussion of NMD is that outwith
psychiatry the term 'psychosurgery' continues to be equated with
'lobotomies’. The use of the term NMD distinguishes between long-
abandoned 'freehand' neurosurgical techniques and modern procedures.

3. Third, our definition makes reference to 'specific mental disorders'. Future
research may extend the range of disorders for which NMD might be
appropriate. Later in this report we recommend that NMD should be
used in the treatment of refractory OCD, affective disorders, and that it
may have a role in the treatment of severe, chronic non-OCD anxiety
disorders. The proposed use of NMD for any other diagnoses should be
considered as research and be subject to further scrutiny.
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The fourth reason for favouring the use of meurosurgery for mental
disorder’ is that the term 'psychosurgery' perpetuates the idea that it is a
unique form of surgery. The reality is that the procedure is both technically
and conceptually very similar to some other forms of neurosurgery (e.g.
for control of chronic pain or the treatment of tremors). To continue to
make a distinction in this way serves only to stigmatise the patients for
whom NMD might be considered a treatment option.
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2. Neurosurgery for mental disorder: the issues

Should NMD be allowed to die out? There is no doubt that this is one reading of
the wider national and international historical trend. This report aims to draw
attention to this possibility so that all those who have a stake in this treatment
approach can have the opportunity to take stock. Accordingly, to help with the
stock-taking, there are comprehensive reviews contained in this report about the
clinical effectiveness of these operations and the adverse effects that they might
have.

The reasons why NMD might disappear (in the longer term) are not merely to
do with a lack of evidence of efficacy or fears about major adverse consequences.
NMD has always been an emotive treatment option and one that has attracted
wide political and social concern. The abandonment of the old term 'psycho-
surgery' can in part be seen as an attempt at re-branding in order to move away
from an uncomfortable past.

It may be naive to assume that the ambivalence that the wider health care
system has towards NMD is going to be resolved by adopting the recommenda-
tions of this report, but the intention is to move towards greater openness of
approach and a wider sense of ownership.

This report is not an obituary. It aims to start a debate about the clinical
framework within which contemporary NMD ought to exist in line with the new
culture of clinical governance. The recommendations that the report makes are
essentially concerned with putting NMD on a more strategic footing in the National
Health Service (NHS). This has never occurred before.
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3. Historical background

Introduction

It is not possible to understand current NMD without reference to the past if we
wish to account for certain key aspects of its contemporary practice within the
UK - notably why certain diagnostic indications are considered appropriate,
why certain neurosurgical sites have been targeted and why the regulative
framework within which NMD is currently performed has developed.

These three issues relate back to a fourth — that is, why the operations
developed with such enthusiasm but subsequently declined in number. This
decline has never been absolute. The aim of this section of the report is to
elucidate some of these issues in brief outline and thus set the scene for a review
of current practice. A fuller account of the development of NMD can be found
elsewhere (Valenstein, 1986, 1990; Berrios, 1991; Diering & Bell, 1991; Swayze,
1995; Pressman, 1999).

Initial enthusiasms

It is conventional to attribute the origin of modern NMD to the Portuguese
neurologist Egas Moniz, who published the results of 20 operations performed
on the frontal lobes in 1936. However, surgical procedures on the frontal lobes of
psychiatric patients had taken place prior to this (Berrios, 1991 ) and a large
literature on the mental and emotional consequences of damage to the frontal
areas did exist prior to the Moniz operation (Valenstein, 1990). Nevertheless,
within 3 months of this publication, operations were being carried out in five
other countries. Neurologist Walter Freeman and neurosurgeon James Watts
initiated the programme in the USA in September 1936 and went on to popularise
the procedure in developing the 'standard leucotomy'.

By 1949, approximately 10 000 operations had been performed within the
USA, 18 600 being completed by 1951 (Swayze, 1995). The first ' modern' operation
in the UK was in December 1940; by 1954, at least 10 365 had been performed
(Tooth & Newton, 1961). The peak number of operations in the UK occurred in
1949 (1211) declining to 525 per annum by 1960 (Pippard, 1962), thence to an
average of 140 per annum by 1974-1976 (Barraclough & Mitchell-Heggs, 1978),
31 per annum in the 1980s and 23 per annum on average between 1990 and 1994
(Good Practice Group, 1996). Since the 1960s, stereotactic procedures have been
carried out in the UK and in recent years these have been the only ones used.

A number of factors converged to popularise leucotomy. In the 1940s, there
was dire clinical need on the one hand (Dax, 1977) and ineffective altemative
treatments on the other (Valenstein, 1986). The surgical procedures were
essentially simple, could be performed by non-specialist asylum-based surgeons
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(or even non-surgeons) and early results were encouraging (Crossley, 1993). It
was considered that leucotomy gave the opportunity for hopelessly ill patients
to be discharged (Partridge, 1950). There was a dramatic increase in the asylum
population (peaking in the UK in 1949) and there was a perception, at least in the
USA, that the operation could be highly cost-effective (Swayze, 1995). Professional
factors — such as the sense of renewed therapeutic optimism (Dax, 1977), the
desire for respectability fulfilled by the opportunity to administer physical
therapies and the relative isolation of psychiatric institutions (Simmons, 1987) —
probably played a role too. Theoretical coherence conferred by animal
experimentation bolstered confidence as well as the professional support given
by distinguished academics like Fulton (Valenstein, 1990). The clinical
development of the field was fostered by a small number of highly dedicated
practitioners like Freeman who were keen to promote evidence of efficacy. Many
relatives and the popular press were equally supportive in the early years.

The accumulating evidence of adverse effects (personality change, obesity,
epilepsy and incontinence) and the introduction of chlorpromazine in 1954 are
obvious reasons for the decline in operative rates (Tooth & Newton, 1961),
although there was little evidence of decline in the rate of modified techniques
throughout the 1950s (Pippard, 1962). The proportion of patients accepted for
surgery in recent years may be declining as a more robust use of pharmacological
and non-pharmacological treatments is advocated (Bridges, 1989a). Tighter
regulation and social disquiet may have had an influence in constraining the use
of NMD, for example, in the USA (Gonzales, 1980), but surveys of the attitudes of
UK psychiatrists have consistently supported a role for NMD (Snaith et al, 1984;
Good Practice Group, 1996). Refined stereotactic techniques with reports of lower
adverse effects and continued evidence of treatment resistance in a small group
of severely disabled patients are factors in support of its use.

Evolving operations

A number of observations can be made about the development of operations for
NMD since the mid-1930s.

The standard leucotomy devised by Freeman & Watts was essentially a 'blind’,
freehand procedure involving burr holes being made in the temporal area and a
surgical instrument inserted into the prefrontal cortex and swept up and down
in an arc. The potential for hazards was obvious from the earliest days. Open
procedures were developed but not necessarily widely adopted — more than half
of all leucotomies performed in 1960 were blind (Pippard, 1962) and, although
the stereotactic technique was developed in 1947, even in 1976 only two-thirds of
operations were controlled in this way in the UK (Barraclough & Mitchell-Heggs,
1978).

The second trend to note is how a multiplicity of operations devised in the
1940s and 1950s was gradually replaced by a far more limited number of target
sites and techniques by the 1990s. Swayze (1995) documents 24 different procedures
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prior to 1954 worldwide; at least 10 different procedures were being used in the
UK in 1960 (Pippard, 1962). Techniques for tissue destruction have moved away
from the use of surgical steel to the use of radiation or thermal injury.

A third point to note relates to the process of innovation. In the 1940s,
innovation took place at the hands of general surgeons based in asylums as
much as it did in neurosurgical centres (Crossley, 1993). By 1976, two-thirds of
UK operations were performed in four units — the remainder in 27 hospitals. At
least 19 different target sites have been used for NMD over the years (Bouckoms,
1988). Two of the contemporary operations used in the UK (subcaudate tractotomy
and limbic leucotomy) can trace their surgical lineage back to some of the founders
of British NMD (Knight, 1969; Kitchen, 1995). A small number of clinicians working
from a small number of centres have been important. In the absence of large-
scale trials comparing inter-operative efficacy rates, the influence of personal
clinical experience (by evaluating individual case series) in modifying surgical
procedures has of necessity been great. The final size of the subcaudate tractotomy
lesion evolved in this way (Bridges, 1994). The subcaudate tractotomy lesion has
had to be changed again now that the radioactive rods are no longer available
(Malhi & Bartlett, 1998).

A fourth feature to be noted has been the dynamic relationship that NMD has
had with the theoretical accounts used to understand its effects. Initially,
speculation about its theoretical underpinning were borrowed from contemporary
psychological frameworks — Moniz used the idea of the 'idée fixe', Percy Rees
(Chairman of the first UK conference on leucotomies in 1943) Freudian
metapsychology. MacClean's description of the limbic system (Valenstein, 1990),
post-mortem data relating efficacy to surgical targets (Meyer et al, 1947) and the
influence of neuroscientists such as Fulton — together with other clinical
observation (Greenblatt, 1950) — helped to define the target sites towards the
ventromedial part of the prefrontal cortex or the cingulate gyrus. More recently,
the role of the basal ganglia in OCD has been proposed, but some of these
theoretical accounts of the neuroanatomy of OCD are themselves underpinned
by the results of NMD operations (Trivedi, 1996). This introduces a certain
circularity into the historical argument as to whether innovation in NMD is ever
theoretically driven or, as some commentators maintain (e.g.Valenstein, 1990), is
essentially empirical.

Indications

Even early outcome literature noted the best symptomatic results were in tension
states, depression and obsessional cases, almost regardless of the wider syndromic
picture (Hutton, 1943). In Tooth & Newton's review (1942-1954), the majority of
operations were carried out on patients with schizophrenia, and behavioural
criteria were important (to help in nursing) (Fleming, 1944). Even in 1974-1976,
8% of patients were selected on behavioural grounds (Barraclough & Mitchell-
Heggs, 1978).
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Outcome has consistently been deemed best in affective disorder, obsessional
disorder and anxiety. In a 1981 UK consensus statement, schizophrenia came to
be an indication only if these other target symptoms were prominent enough to
be regarded as important (Bartlett et al, 1981). Although a 1970s survey of US
surgeons found that the majority did not feel that there were specific
neuroanatomical targets for specific diagnoses (Valenstein, 1990), there has been
a trend in recent outcome literature towards greater specificity — for example, the
subcaudate tractotomy is used primarily for affective disorder whereas other
operations have been used in anxiety disorder (including OCD) (Mindus et al,
19944; Hodgkiss et al, 1995).

Regulation and scrutiny

Public disquiet about NMD tended to be most vociferous long after its use
declined. In part, this may have been to do with more general fears about
psychiatric practice, abuses of NMD (dramatically represented in the film One
Flew Owver the Cuckoo’s Nest) and a concern that biological solutions were being
proposed for social problems. The absence of good-quality outcome data made
NMD more difficult to defend, but ironically the 1977 Royal College of Psychiatrists
proposal for a prospective multi-centre controlled trial collapsed "for reasons
that seem shadowy but which have been related to active political lobbying by
critics” (Lancet editorial, 1979). Official enquiries in the USA and Australia in the
late 1970s both favoured its continued use but with tighter regulation. The 1983
Mental Health Act imposed a new regulative framework — the relevant section
that made it impossible for patients to consent without the agreement of the
Mental Health Act Commission coming as a somewhat unexpected amendment
(Bluglass, 1984). There have been at times tensions between the Commission,

who are empowered to refuse consent, and NMD centres in consequence (Bridges,
19890).

Summary

1. There is a tendency for fewer cases to come to operation in the longer
term.

2. New centres tend to emerge if interested clinicians decide to develop a
service. Specifically, this means a neurosurgeon and psychiatrist pairing
up.

3. Surveys of clinicians support a continued place for NMD (Snaith et al,
1984; CRAG Working Group on Mental Illness, 1996).

4. Surgical innovation has been shaped more by the pragmatic review of
personal case series than by theoretical developments of the evidence of
clinical trials.

5. The demise of some services demonstrates how vulnerable the continuation
of NMD is to changes in key personnel.
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6. There are some regional variations within the UK in the legal framework
that surrounds NMD in relation to issues of consent.

7. From the earliest days, clinicians have noted that NMD has been better for
target symptoms rather than target syndromes.

Implications

Given the historical trends, there is the possibility that NMD could die out
within the NHS. There may be a number of reasons for this, but this process is
likely to be hastened unless the NHS is prepared to 'own' the service and take
responsibility for its future evaluation and development at a more strategic level
than previously.

An alternative possibility, bearing in mind the historical trends, is for piecemeal
development to occur at regional level with the attendant risk of variation in
quality.
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4. Neurosurgery for mental disorder: review
of efficacy

Introduction

There are no simple answers to the question "Is NMD clinically effective?", let
alone the subsidiary question of which procedure may be most effective for
which diagnosis. This section of the report aims to review the stereotactic operation
literature and discuss the relevant issues that bear on the question of clinical
effectiveness. These issues concern the:

® quality of past outcome data

availability of controlled evidence

evidence from sham procedures

relation of lesion site to efficacy

relative efficacy of one procedure compared with another information
from consolidated data reviews.

Finally, there is a review of outcome data as of 1999, which is supplemented
by what is intended to be a comprehensive tabulation of outcome studies of
stereotactic procedures by three major diagnostic groups (OCD, other anxiety
disorders and affective disorders) to be found in Appendices 1-3.

Quality of past data

With some exceptions, much of the older (and some of the recent) outcome
literature suffers from a catalogue of deficiencies. These include reports based
on poorly defined diagnostic categories, retrospective designs with global
outcome measures that neglect specific domains (e.g. symptoms or social criteria),
short periods of pre- and post-operative observation, failures to control for
observer bias (authors having often both selected their patients and evaluated
the outcome) and limited information about neurosurgical technique being given
(i.e. the site, size, shape of the lesion remaining unclear).

There are no randomised double-blind placebo-controlled trials. Evaluating
efficacy of any last resort treatment is inherently problematic.

Summary

Despite 40 years, experience of stereotactic NMD, the quality of the outcome
data is generally poor.
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Implications

It should be feasible to set up a prospective audit in the UK that would go some
way to answering basic questions about efficacy and quality of care. The audit
framework should include well-defined diagnostic criteria, multi-dimensional
measures of outcome, measures to minimise observer bias and full details of
operative technique. It would fall short of true outcome research by not having
control groups or blind measures.

Availability of controlled evidence

Controlled evidence for the efficacy of NMD is in short supply at least as far as
contemporary operations are concerned. In total, there are five studies, but two
of these report non-stereotactic procedures.

There are two trials of modified leucotomy (a non-stereotactic procedure) that
used a similar retrospective design (Marks et al, 1966; Tan et al, 1971). The earlier
study examined outcome in anxiety and severe agoraphobia — the later obsessive—
compulsive neurosis. Both used patients matched for age, gender and symptom
severity and employed independent 'blind' raters.

Twenty-two patients with anxiety and agoraphobia made up the treatment
group in Marks et al's study. After five years, they were significantly less phobic
and more likely to be compared at work with the non-surgery group (p<0.05). In
Tan et al's study, 24 patients with obsessional neuroses compared with 13 control
patients over a five-year period had significantly reduced obsessions (p<0.05)
with better work adjustment without major adverse effects on personality.

A study by Bridges & Goktepe (1973) matched 24 patients with OCD to 24
patients with depression and concluded that, after subcaudate tractotomy three
years previously, 67% of the obsessional group and 71% of the depressive group
were either symptom-free or required only minimal treatment.

A recent study from Australia by Hay et al (1993) compared a subgroup of 10
patients with OCD who had had a stereotactically controlled operation
(orbitomedial and/or cingulate lesion) with matched, retrospectively defined
controls. The follow-up was 10 years. None of the controls had had any remission
for a period greater than six months either spontaneously or in response to
treatment compared with 30% (n=3) of the surgery patients who had had sustained
remissions that could not be ascribed to any other treatment intervention except
the operation.

In the Netherlands, using their own target symptom measures (administered
postally to both clinician and patient), Cosyns et al (1994) compared a group of
patients with OCD who had been offered surgery but had chosen not to have it
(n=7) with an operated group (n=21). The operation was either a subcaudate
tractotomy or a multifocal leucocoagulation and the follow-up period was on
average seven years. There were statistically significant falls in the treated group's
symptoms — less marked in the treated patients' own estimation — but no
significant change in the non-surgery group.
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Summary

Controlled data from five studies supports the view that the operations are
effective in a variety of conditions, but all these studies use retrospective control
groups.

Evidence from sham procedures

There are obvious ethical objections to performing any sham procedure as
part of any treatment trial, but there are a number of case reports in the
literature.

There are no case reports of a sham procedure leading to durable clinical
benefit. The most often cited case report involved four patients with psychotic
disorder in whom skin incisions and burr holes were made but without cerebral
lesions. None improved (Livingstone, 1953). There is a case from the Netherlands
in which a 50-year-old man with obsessional symptoms had a sham procedure
performed. As there was no improvement at two-month follow-up, he was
operated on but only improved when the lesions were enlarged (Cosyns & Gybels,
1979).

Balusabramianian et al (1973) performed sham procedures on three drug
addicts and told them the operation had been performed. There was no effect
on their addictive behaviour until cingulate lesions were made. One of the 57
patients in Corkin et al's cingulotomy series (1979) was found to have abnormal
cerebral anatomy during the operation and the targets were not lesioned. The
woman was told the operation had gone well but had been modified. She
appeared to be less disabled by her thoracic pain (the operative indication) but
only transiently.

The literature usually considers that a placebo effect in NMD is unlikely
bearing in mind that the psychiatric disorders have run such a long course pre-
operatively and some of them — like OCD - are known to have low placebo
responses to treatment. However, Poynton et al (1995) suggested that some of the
very early improvement in about a third of their series of 23 patients may have
resulted from a placebo effect of the operation. However, it is unlikely that this
would explain long-term clinical improvement.

Summary

The evidence therefore from sham operations suggests that the lesion may have
a therapeutic value, but most of the reports quoted above used NMD for non-
conventional indications.

Implications

Inadvertent departures from operative technique could lead to useful clinical
information and should be reported systematically.
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Lesion site and efficacy

How important is it for targets to be accurately localised? In a post-mortem study
performed on two cases of suicide of whom both had had old-fashioned leucotomies
(which had therefore failed to be clinically effective), it was found that both still
had intact fronto-thalamic connections (the putative target site) (Evans, 1971).

In the capsulotomy series, Mindus (1991) accounts for half of the treatment
failures as a result of deficiencies in neurosurgical technique and in a small
series of patients treated with the gamma-capsulotomy method (n=7) lesions
were clearly visible and accurately targeted in the responding group on MRI
scan (n=5) but were asymmetrical in the non-responders when evaluated seven
years post-surgery by independent assessor (Mindus et al, 1987).

A MRI imaging scan review of 14 patients from Australia (Sachdev & Hay,
1996) who had had mixed lesions (some only orbitomedial, some only cingulate,
some both) for the treatment of OCD concluded that an (undetermined) minimum
size of lesion was required for clinical improvement beyond which enlargement
conferred no further benefit. It also suggested that orbitomedial lesions were
more effective than cingulotomy for OCD.

This obviously makes it difficult to know when re-operation is indicated. Re-
operation rates vary from 39% in the USA (Baer et al, 1995) to 30% in the Australian
series (Hay et al, 1993) and 20% in Spain (Burzaco, 1981).

Summary

It is possible that accuracy of target site is an important factor in outcome, but it
is not clear how important.

Implications

The theoretical basis for deciding the exact neuroanatomical coordinates is poorly
understood, which means that deciding about lesion size and enlargement is also
unclear. Clinically, it may be difficult to decide whether an operation has failed or
whether to re-operate and enlarge the lesion. This should be the subject of audit.

Comparative efficacy rates (across procedures and disorders)

There is little literature that systematically compares efficacy rates between
procedures currently in use (i.e. capsulotomy, cingulotomy, subcaudate
tractotomy and limbic leucotomy).

Obsessive—compulsive and anxiety disorders

Only two trials have been published that prospectively set out to compare one
technique with another. Fodstad et al (1982) reported a randomised trial of
capsulotomy v. cingulotomy for obsessive-compulsive neurosis and claimed
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after a two-year follow-up that capsulotomy showed some superiority in anti-
obsessional effect — but the trial only had two patients in each treatment cell. A
different trial of 14 patients (Kullberg, 1977) also claimed better outcome for a
capsulotomy group (with a mixture of OCD and non-OCD anxiety disorders)
compared with a cingulotomy group. It was found that a statistically significant
6 out of 13 in the former compared with 3 out of 13 in the latter operative
group recovered or significantly improved, but the capsulotomy patients had
more organic side-effects. There were more OCD cases in the capsulotomy
group, but of those patients who had both procedures improvement only
occurred if the second operation was capsulotomy. The average follow-up was
3 years.

In a Dutch series, patient- and clinician-reported symptom measures were
significantly improved in patients with OCD (as defined by DSM-III; American
Psychiatric Association (APA), 1980) treated by subcaudate tractotomy (n=9) but
not in those treated by multifocal leucocoagulation (1=7). The follow-up was on
average 7 years and the symptom measures were devised for the study and no
validity data are reported (Cosyns et al, 1994).

Recent data from the Australian series (Sachdev & Hay, 1996) suggest that
for OCD an anterior capsule lesion may be more effective than a cingulate
lesion. This was based on a small study of a total of 14 patients with 8 years'
follow-up after NMD. Of these, 14 patients three were found on the MRI scan
to have had internal capsule lesions placed inadvertently, and these patients
improved more in terms of symptom score (Yale Brown Obsessive Compulsive
Score (Y-BOCS); Goodman et al, 1989) and global outcome compared with
cingulate-only lesions. Lesion size did not relate to outcome. In their review
of NMD, Ballantine et al (1987) also found that cingulotomy performed less
well in patients with OCD than in patients with affective disorders or other
anxiety disorders. This view accords with the German series of 16 patients
who had had mixed operations and were seen 16-22 years later (Irle et al,
1998). This group recommended that restricted ventromedial lesions work
best for OCD as dorsally extended or added ventrostriatal lesions confer
other problems.

On the other hand, Waziri (1990), in his review of NMD, suggested that
capsulotomy may be the best procedure for OCD and anxiety disorders, but
Mindus et al (1994a), in their most recent review, found results from all four
procedures 'comparable’ using stringent diagnostic and conservative outcome
criteria (if success is defined as a 35% or greater reduction in the major dependent
symptom measure).

Affective disorders

The recent outcome data for affective disorders largely relates to one operation —
subcaudate tractotomy — whose global success rate is of the order of 34%
(Hodgkiss et al, 1995; n=183, 1-year follow-up) to 67% (Goktepe et al, 1975; n=78;
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2.5-year follow-up). These global rates refer to the top two categories of the five-
point Pippard scale (which means either complete recovery, no treatment or
mild residual symptoms may still require some medication).

The comparable results from the early capsulotomy series put 48% of patients
in the top two categories (Herner, 1961; n=19, 2-year follow-up); for cingulotomy,
the figure is 41% (Ballantine et al, 1987; n=49, 8-year follow-up) and limbic
leucotomy 38% (Kelly, 1980; n=36; 20-month follow-up). These comparisons
are crude, not least because the cingulotomy and capsulotomy series used 6-
point not 5-point global outcomes and caution should be read into their
interpretation.

Summary

Overall, at first sight, no one operation has been proved to have any diagnostic
specificity, but some commentators suggest capsulotomy may be better for OCD
and anxiety, whereas subcaudate tractotomy (and possibly cingulotomy) is better
for affective disorders. However, this tendency for specialisation may merely
reflect bias in case reports and historical referral patterns.

Implications

There is a conspicuous gap in the research literature regarding affective disorders
and operations other than subcaudate tractotomy and this needs to be addressed.

Consolidated reviews

There have been two major reviews that have tried to consolidate outcome data
from NMD studies using the global scales that are frequently used. It is not clear
from these reviews how the authors adapted some of the 4-6 point global scales
into the scales they ultimately quote, and this may be a problem in their analysis.
Some recent studies have preferred to use not the 5-point Pippard global
outcomes but the Clinical Global Impression scores of the DSM system instead
(e.g. Jenike et al, 1991; Baer et al, 1995).

Kiloh et al (1988) produced a consolidated review for varying diagnoses and
their data are summarised below. Only studies with at least a 6-month follow-up
were included. Inclusion and exclusion criteria are not otherwise specified by
the compilers. Studies were carried out between 1961 and 1980.

Depression

There were 21 studies of NMD in depression. Sixty-five per cent of operations were
non-stereotactic. The outcome for the total number studied (n=727) is as follows:
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Marked improvement 63%

Lesser improvement 22%

No response 14%

Worse 1%
OCD

There were 24 studies of NMD in OCD. 56% of operations were non-stereotactic.
The outcome for the total number studied (n=478) is as follows:

Marked improvement 58%
Lesser improvement 27%
No response 14%
Worse 1%

Non-OCD anxiety

There were 16 studies of NMD in non-OCD anxiety. Forty-one per cent of
operations were non-stereotactic. The outcome of the total number studied (1=290)
is as follows:

Marked improvement 52%
Lesser improvement 25%
No response 21%
Worse 2%

A review of NMD outcomes for anxiety disorders and OCD published in 1990 of
11 and 12 studies respectively considered to be "the best in terms of methodology"
(although this is not clearly defined beyond a 1-year minimum follow-up) is
outlined below (Waziri, 1990). Only three of these studies did not use stereotactic
techniques. Studies were between 1961 and 1988.

Non-OCD anxiety

There were 11 studies of NMD in non-OCD anxiety. The outcome of the total
number studied (n=225) is as follows:

Symptom-free 32%
Minor symptoms 23%
Mild /moderate symptoms 22%
Severe symptoms 14%
Worse/dead 9%

25



OoCD

There were 12 studies of NMD in OCD. The outcome of the total number studied
(n=300) is as follows:

Symptom-free 38%
Minor symptoms 29%
Mild /moderate symptoms 20%
Severe symptoms 10%
Worse/dead 3%

Waziri (1990) goes on to compare these outcomes with conventional treatment
efficacy rates, again using consolidated data studies. For example, in a nine-
study review article by Rasmussen & Tsuang (1988) concerning the treatment of
OCD by pharmacotherapy and psychotherapy with follow-up periods of between
2 and 26 years, 31% of patients were considered to be much improved, 39%
improved and 40% unchanged. Mindus (1991) estimated that 20% of patients
with non-OCD anxiety disorders will be either treatment-resistant (using
conventional means) or will relapse.

Summary

Consolidated reviews of large numbers of patients indicate that improvement
occurs (i.e. symptom-free to mild symptoms only) in depression, anxiety and
OCD in around 50% of patients. These reviews, although quoting trials from the
best available studies from over 10 years ago, contain the deficiencies outlined at
the start of this section.

Review of outcomes of stereotactic operations as of 1999

Obsessive—compulsive disorder

Twenty-eight studies have been found that report on outcome by a stereotactic
operation for OCD as of 1999 (see Appendix 2). This represents a total series of
570 separately reported on patients. The majority of these patients have some of
the global scores quoted (along Pippard-type lines). However, most of the 28
studies do not quote all of the five categories of the global scoring system,
leaving only 198 patients from six studies with a five-category global outcome
quoted in full in which none of the categories were conflated (Strom-Olsen &
Carlisle, 1971; Tippin & Henn, 1982; Bingley et al, 1977; Burzaco, 1981; Kelly,
1980; Fodstad et al, 1982). The follow-up ranged from 1 to 8 years.

Summary of obsessive—compulsive disorder studies There have been five studies, on

a total of 198 subjects, treated with NMD. The outcome for these subjects is as
follows:
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Symptom-free 33

Minor symptoms 34
Moderate symptoms/some improvement  23%
Unchanged 8%
Worse 2%

This is comparable to the Waziri (1990) series.

Recent studies have employed symptom measures too. Jenike et al (1991)
reviewed 33 patients in a retrospective study covering 5-24 years after cingulotomy
for OCD. Using conservative criteria, 25-30% of patients "benefited substantially"
and almost 60% had a 50% or greater reduction in the major symptom measure
(Y-BOCS), but of the total only 43% of patients attributed this improvement to
the operation alone.

The recent retrospective study of German patients (Irle et al, 1998) examined
16-22 years after stereotactic frontal lobe surgery, also claimed that about 70% of
the group had had a 50% fall in the Y-BOCS, but the pre-operative scores upon
which this comparison is based appear to be an estimate.

This raises the possibility that the operation may be an augmenting strategy
in a significant number of cases. Indeed, some authors report greater efficacy of
psychotherapy and drug treatments post-operatively (Cosyns & Gybels, 1979;
Kelly, 1980).

A partially controlled 10-year retrospective study conducted on the Australian
series of cases (Hay et al, 1993) (with variable stereotactic operations) also
concluded that 38% of cases showed obvious improvement on the main
dependent symptom measures.

The most recent US data (Baer et al, 1995) produced similar results to the 1991
study by Jenike et al — with 28% of patients showing at least a one-third
improvement in the main symptom measure at 2-year follow-up but half showing
no improvement. The Baer et al study prospectively followed up 18 patients after
cingulotomy, 17 of whom also had major depressive disorder. Improvements in
the OCD symptoms significantly related to improvement in depression and other
anxiety symptoms, which raised the question as to which was the primary
improvement. Baer et al consider the OCD symptoms to be the primary
improvement (as all had OCD at some time without depression), but the issue is
not conclusively settled.

The same intercorrelation with depressive symptoms improvement and OCD
symptoms can be seen in the limbic leucotomy series (Kelly, 1980) but not in the
mixed operative Australian Group (Hay et al, 1993).

The recent data from Sweden (Mindus et al, 1994a), where they used thermo-
capsulotomy, suggest that 60% of patients globally improve (top two categories)
and remain so at review 8 years post-operatively.

Summary The most recent data suggest that between 30% and 40% of patients
have significant symptom relief and a further proportion show some improvement.
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Non-obsessive—compulsive disorder anxiety disorders

Fourteen studies have been found reporting outcome on 220 patients with non-
OCD anxiety disorders who have had a stereotactic operation as of 1998 (see
Appendix 3). Only three of these studies quote in full the 5-point (Pippard)
global outcome (Strom-Olsen & Carlisle, 1971; Kelly, 1980; Mindus, 1991),
representing 80 patients with a follow-up range of between 16 months and 7
years.

Summary of non-OCD anxiety studies There have been three studies, on a total of
80 subjects, treated with NMD. The outcome for these subjects is as follows:

Symptom-free 20%
Minor symptoms 20%
Moderate symptoms/some improvement  27%
Unchanged 30%
Worse 3%

These figures may not compare as favourably to the Waziri review (1990)
(although two of the studies are included in his review), but these data do not
include any outcomes from cingulotomy operations.

Of recent stereotactic operations, Mindus' outcome data (Mindus et al, 1987;
Mindus, 1991) are probably the best available qualitatively as far as non-OCD
anxiety disorders are concerned. He reports outcomes from the capsulotomy
operation based on patients with agoraphobia, social phobia or generalised
anxiety disorder as defined by the DSM-III-R system (APA, 1987). A recognised
symptom rating scale — the Comprehensive Pathological Rating Scale (CPRS;
Asberg et al, 1978) — was used as the major dependent measure of symptomatic
outcome. For 14 patients at 1-year follow-up followed prospectively, half were
deemed to be symptom-free, 93% achieving the top two categories in the global
Pippard scale after thermocapsulotomy (Mindus, 1991). In a smaller series (1=7)
with a longer follow-up (7 years) after gammacapsulotomy, there was a highly
significant improvement in the CPRS score post-operatively, three patients
remaining symptom-free, two with only minor symptoms (Mindus et al, 1987).

However, a recent report (Kihlstrom et al, 1995) of six patients treated by
gammacapsulotomy for non-OCD anxiety disorders reported 'unsatisfactory'
results at 1-5 year follow-up, although no further details were given.

In the limbic leucotomy series, Kelly (1980) reported on 27 patients followed
up prospectively for 20 months. He recorded significant improvement on a variety
of validated symptoms measures (e.g. Hamilton Anxiety Scale (HAS); Hamilton,
1959) comparing group mean scores pre-operatively and at follow-up: overall,
30% of his patients were either symptom-free or had minor symptoms at follow-
up. Significant symptom improvement in depression scores — Beck Depression
Inventory (BDS; Beck et al, 1961) and Hamilton Depression Rating Scale scores
(HDRS; Hamilton, 1967) — was also in evidence in this series.
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Summary Consolidated data from global outcome measures suggest that 20% of
patients are symptom-free, and a further 20% have only minor symptoms. The
most recent studies from Sweden are broadly in support of but not entirely
consistent with this.

Affective disorders

Eleven studies report new outcome data for stereotactic procedures for affective
disorder from 1961 to 1999, which has not been published elsewhere. A further
five report data that may be contained in these 11 studies. All 11 report on
depressive disorders (for a total of 526 patients) and two also give some outcome
on bipolar disorder. One further study gives outcome for bipolar disorders alone
(Lovett & Shaw, 1987). Thus, in total, 76 patients with bipolar disorder are reported
on in the literature. Few of the studies use operationalised diagnostic criteria
and it may be possible that some studies (e.g. Strom-Olsen & Carlisle, 1971;
Hansen et al, 1982) conflate unipolar and bipolar diagnoses.

Of the studies found, only three (all of which report on outcome for depressive
disorders only) using two different operative techniques (subcaudate tractotomy
and limbic leucotomy) report fully a 5-point global scale that allows data to be
consolidated. Together these three studies (Strom-Olsen & Carlisle, 1971; Goktepe
et al, 1975; Kelly 1980) report on 189 patients.

Summary of depression studies There have been three studies, including 189
subjects, treated with NMD. The outcome for these subjects is as follows:

Symptom-free 34%
Minor symptoms 23%
Moderate 22%
Unchanged 19%
Worse 2%

Subcaudate tractotomy for depressive disorders The largest single series of cases
have been performed in one centre (the Geoffrey Knight Unit at the Brook Hospital
London) using one operation (subcaudate tractotomy). Indeed, about 65% of all
reported stereotactic operations for affective disorders have used this technique.

Recent outcome is worse than in the earlier reports (Strom-Olsen & Carlisle,
1971; Hodgkiss et al, 1995). The first substantial review of patients by Strom-
Olsen & Carlisle in 1971 reported that 56% of patients with depressive illness
showed satisfactory improvement post-operatively. They fell into categories 1
and 2 using the global rating scale, which meant they were either completely
recovered or were improved to the extent that no treatment was required, but
they had slight residual symptoms.

The Geoffrey Knight group looked at cases again up to 1973 and then between
1979 and 1991. In the first group of patients, Goktepe et al (1975) described 78
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fully assessed patients, of whom 68% appeared to be in category 1 or 2 as
described above. In the second analysis (1979-1991), Hodgkiss et al (1995)
reviewed 183 patients with depression, 34% of whom had outcome within
categories 1 or 2. These global categories of change following operation were
said to correlate well with self-report questionnaires such as the Wakefield
Depression Score and the Taylor Manifest Anxiety Scale (Snaith et al, 1976).
Justification for such global scales was the fact that an independent consultant
looking at the cases blind had results that correlated very highly with those of
the unit's consultant with no more than a difference of one category. Hodgkiss et
al argue that the apparent decrease in efficacy in the operation can be put down
to the use of high dose and combined antidepressants successfully treating
patients who would otherwise have been operated on in the earlier years. Thus,
whereas in 1989 21% of patients referred for operation actually had it done, in
1979 the comparable figure was 64% (Bridges, 1992). They suggest that more
recent patients are more treatment-resistant and therefore may not respond as
well to the operation.

A further attempt to evaluate change in patients following subcaudate
tractotomy was that of Curson et al in 1983. He used the weighted Present State
Examination (PSE; Wing et al, 1974) before the operation and 12 months after the
operation. The assessment was independent but the groups were mixed
incorporating both patients with depression and with true obsessional disorder.
Overall, 15 of the 34 had a good outcome and the rest poor. Their comments
were that the operation was most useful for nervous tension, psychic anxiety,
depressed mood and somatic anxiety. Poynton et al (1995) also used the PSE and
noted that in their series of 23 patients, although virtually all could be given a
research diagnostic criteria diagnosis — about 70% were suffering from depression
— the whole group was polysymptomatic. However, they found that the self-
reported anxiety scores at their 6-month review were the least likely to have
changed compared with the pre-operative scores. A similar result was reported
in a small series from Spain (Broseta et al, 1979). It was not, as in all the series,
possible to predict on presentation what the outcome would be.

Capsulotomy in depressive disorder With regard to other operations, there is only
one published record of the use of capsulotomy for depressive disorders and
this dates to the 1950s. Of the 19 patients assessed, 48% were said to be symptom-
free or markedly improved, but 21% (n=4) were deemed to be worse
symptomatically or behaviourally at follow-up 2 years later (Herner, 1961).

Two centres in the UK in Dundee and Cardiff currently use this operation for
affective disorders but outcome data are not yet available. The use of capsulotomy
in the UK is therefore based on a low data base (19 patients) operated on in
Sweden in the 1950s.

Cingulotomy for depressive disorder Martin et al (1977) report on 27 patients classed
as having neurotic depression treated by cingulotomy. Of these, 11 (41%) reported

30



an excellent result and the authors also reported four cases of psychotic
depression, three having an 'excellent result'. There have been reports of other
patients treated by cingulotomy with comparable levels of efficacy — claiming
that about 45% of patients are asymptomatic either with or without further
treatment (Winston, 1979; Ballantine et al, 1987; Bouckoms, 1991).

Limbic leucotomy in depressive disorder In the limbic leucotomy series, which
also used symptom-rating scales, significant symptomatic gains in the
dependent symptom measures were found after 20 months follow-up. In this
series of 36 patients, 19% of the patients were in the top category and a further
19% in the next category — that is, requiring minimal treatment (Kelly, 1980).
For the subcaudate tractotomy group, Hodgkiss et al (1995) argue that their
most recent results (from the 1980s) are worse because the patients are in effect
more difficult to treat — but even so their results are comparable with the
limbic leucotomy operations done in the 1970s (Kelly, 1980) (34% in the top
two categories for subcaudate tractotomy compared with 38% for limbic
leucotomy).

Suicide risk  There are claims that NMD reduces suicidal risk. In the subcaudate
tractotomy series, Bridges et al (1994) maintain that 1% of the patient group had
committed suicide 3-13 years after their operation (1=303). This compares with
5% of the limbic leucotomy group after 20 months and 9% of the cingulotomy
series (Ballantine et al, 1987). Bridges et al (1994) conclude that compared with
long-term outcome data of untreated patients with depression NMD confers a
"marked reduction in suicidal activity", but this remains somewhat speculative.

Summary About two-thirds of all reported stereotactic operations for affective
disorder are from one procedure (subcaudate tractotomy). It does not seem
possible to conclude that any particular operation has a significant advantage
over another in affective disorder, although the earlier results for subcaudate
tractotomy (up to 1973) had reported significant improvement of between 56%
and 68%, which in the more recent series in the 1980s had fallen back to 34%.
There is a growing series of cases using capsulotomy for affective disorder in the
UK.

Implications It is unclear why results from the subcaudate tractomy series are
getting worse. It is possibly the result of patients becoming more treatment-
resistant, but this hypothesis is not supported by the observation that the 1980s
subcaudate tractomy results are comparable with the limbic leucotomy results of
the 1970s. Other hypotheses also need to be considered.

The choice of capsulotomy for affective disorders in Dundee and Cardiff NMD
centres was made on a database of 19 patients in the 1950s in Sweden in which
21% of patients were said to have got worse. There are clear implications here for
the choice of lesion site when considering the development of NMD.
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Studies of bipolar patients

Only one study has been entirely devoted to reporting outcome of bipolar
disorders treated by neurosurgery. This concerned a small group of nine patients
with bipolar affective disorder resistant to drug treatment who had a reduction
in severity and frequency of depressive and manic depressive episodes when
followed up on up to 5 years after subcaudate tractotomy (Lovett & Shaw, 1987).
No symptom measures were reported in outcome assessment.

Two years after subcaudate tractotomy, just under 40% of another sample of
nine patients were deemed to have completely, or very significantly, improved —
especially with regard to the number of hypomanic episodes. Pre-existing brain
lesions detected on CT scan appeared to be a poor prognostic factor (Poynton et
al, 1988).

In the most recent outcome data from the subcaudate tractotomy operation, 44
patients with bipolar mood disorder were reported on at 1-year follow-up. Using
the 5-point global scale, about a third of these were either completely or
substantially better, with a further 40% considered to be slightly better and 13%
either the same or worse. Again, no information is given about the specific
symptomatic benefits gained (Hodgkiss et al, 1995).

A further 23 patients are reported as suffering from bipolar depression
diagnosed retrospectively using the DSM-III criteria operated on using
cingulotomy (Ballantine et al, 1987). On average, the follow-up time was over 8
years, but unfortunately the results conflated all types of affective disorders —
although the authors say that there are no differences in between diagnostic
groups. This would mean that 41% of the patients were either well or required
minimal treatment, with a further 24% considered to be significantly improved.

Summary The evidence for bipolar disorder may favour surgery but is based on
low-quality data.

Implications There is probably sufficient evidence to consider bipolar disorder
as a valid indication.

General conclusions of the review on efficacy

1. Despite 50 years of NMD, the general quality of the outcome data is poor.
There are no published randomised, prospective, controlled trials of
modern operations.

2. Mean global outcome scores suggest some improvement of follow-up in all

studies in all clinical groups (affective disorders, OCD and non-OCD anxiety).

Symptom-based outcome measures suggest more modest improvement.

4. This may be a specific treatment effect of NMD, but it is impossible to
exclude other factors (e.g. selection bias or post-operative treatment) in
accounting for the success of the operation.

S
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5. There is a trend for more recent outcomes not to be as good as previously,
but it is unclear why this is the case (especially with affective disorders
and subcaudate tractotomy).

6. The quality of the outcome data does not categorically support the view
that any one operation is specific for any one diagnosis. However, some
operations are used more commonly for certain diagnoses (e.g. subcaudate
tractotomy for depression, capsulotomy for OCD/non-OCD anxiety). This
means that the data base for using capsulotomy for depression has been
small.

Implications

There are conspicuous gaps in the outcome literature, particularly on the use of
operations other than subcaudate tractotomy for affective disorder. The centres in
Cardiff and Dundee that currently use capsulotomy should help to fill this gap.

The data suggest that more consideration should be given to targeting
symptoms rather than syndromes when contemplating operation. This may mean
moving away from merely having restricted diagnostic categories (e.g. treatment-
resistant depression) towards a more sophisticated approach looking at targeting
specific symptom profiles informed by research (e.g. What acquired
neuropsychological deficit caused by a stereotactic lesion is most likely to mediate
the therapeutic effects sought for in terms of a given symptom?).

A standing prospective audit should help to improve the quality of the outcome
data, short of doing a randomised controlled trial. This audit should be UK-wide
and be organised by the NAC for NMD. The NAC should include representatives
from each of the NMD centres. The Committee's role should be to standardise
the audit process across centres and collate the information into an annual report.
The audit standards should be both process and outcome-oriented, should
evaluate inadvertent departures from intended treatment plans, and should focus
on the details of the wider therapeutic strategy (e.g. rehabilitation). An annual
meeting should be held, to which clinicians from all the UK centres for NMD
should be conferred by the Standing Advisory Committee as part of this audit
process.
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5. Neurosurgery for mental disorder: adverse effects

In large measure, it was the adverse effects of the pre-stereotactic operations that
led to their demise. The contemporary operations undoubtedly have a better
safety record, but the adverse consequences of the operations are still similar in
type. These can be considered in four ways — the perioperative/somatic
complications, epilepsy, personality change and neuropsychological deficits.

Quality of the data

The data concerning adverse reactions to stereotactic NMD are largely derived
from outcome studies and the shortcomings about this literature have
already been alluded to. There are a small number of papers dedicated to
neuropsychological assessment of NMD, but the follow-up periods tend to be
relatively short — usually up to 1 year (Long et al, 1978; Corkin et al 1979; Vasko
& Kullberg, 1979; Kartsounis et al, 1991, Cumming et al, 1995; Nyman & Mindus,
1995).

There are also very few published data whose principal focus is on post-
operative personality change (Mindus & Nyman, 1991). Understandably, most of
the literature about the adverse effects of NMD is written by authors who are not
entirely independent of the NMD programme they write about. Few studies
have set out to examine adverse effects of the operations per se.

Inevitably, NMD is performed at a tertiary referral level, which has meant that
establishing a comprehensive data-set about adverse events at follow-up has
often been difficult to achieve owing to the distance that patients ultimately live
from the neurosurgical centre. This has been particularly the case with the recent
American cingulotomy data ( Jenike et al, 1991; Baer et al, 1995).

Perioperative and somatic complications

The perioperative death rate for all the major stereotactic procedures approaches

zero and is no greater than other neurosurgical procedures (Mindus & Meyerson,
1995).

Vascular injury

The risk of vascular injury is also low. One case of hemiplegia has been reported
in the cingulotomy series, giving a rate of 0.03% for the 696 patients reviewed by
Ballantine et al in 1987. One frontal lobe bleed was recorded in the Dutch group
when they used subcaudate tractotomy in a series of 33 patients (Cosyns et al,
1994), but no cases of persistent hemiplegia have been reported with capsulotomy,
subcaudate tractotomy or limbic leucotomy patients.
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Headache

The early post-operative course of patients commonly includes a transient
headache and there are very occasional reports of persistent headache (Baer et al,
1995; Kihlstrom et al, 1995).

Confusional states

Post-operative confusional states are more likely in older patients, as they are in
any operation, and Bridges et al (1994) estimates that about 10% of patients over
the age of 50 years have a degree of confusion after subcaudate tractotomy for
up to 1 month, but that this is subsequently resolved.

Fatigue

Fatigue may be a transient post-operative feature and is mentioned most often in
the capsulotomy series (Bingley et al, 1977, Mindus & Meyerson, 1995). The
Spanish group suggest that this passes within 3-6 months (Burzaco, 1981), and
Swedish reports suggest that it may be at its most prominent 1 week post-
operatively (Mindus & Meyerson, 1995).

However, in the early subcaudate tractotomy series, 12.5% of patients reported
tiredness and lethargy persisting at follow-up (range 16 months to 8 years) (Strom-
Olsen & Carlisle, 1971). Also, mild lethargy was reported in 8 out of 66 patients in
the limbic leucotomy series 16 months post-operatively (Mitchell-Heggs et al, 1976).

Urinary incontinence

The pre-stereotactic operations sometimes led to urinary incontinence; this is
almost unheard of in contemporary operations, although occasional cases are
reported (Cosyns et al, 1994; Baer et al, 1995).

Weight change

Weight change is consistently reported in a proportion of the capsulotomy patient
group.

Mindus et al (1994a) suggests that on average a post-capsulotomy patient will
gain 5-10 kg but in some female patients, especially if there is a previous history of
weight difficulties, it could be more. Indeed, there was a 20% weight gain in female
patients on average in the earlier capsulotomy group (Herner, 1961) and the Spanish
series suggests that 25% of patients gained 10% of their pre-operative weight (Burzaco,
1981). Weight changes are not prominent in a list of adverse effects in other operations
but the early subcaudate tractotomy series did record that almost 10% of patients
gained between 9.5 and 12.7 kg by follow-up (i.e. 16 months to 8 years later) (Strom-
Olsen & Carlisle, 1971). There was no weight gain in the limbic leucotomy series of
66 patients followed up at 16 months (Mitchell-Heggs et al, 1976).

35



Addiction

A study from Germany (Irle et al, 1998) shows that a significant proportion of
patients followed up 16-22 years after surgery had some form of addiction
problem if their operation site was in the ventrostriatal part of the frontal lobe (8
out of 11 cases). The addiction was not closely defined and it is unclear if NMD
confers an independent risk.

Influence of reporting method

The outcome data that have used check-lists or structured interview techniques
to elicit adverse events post-operatively show that a considerable proportion of
patients report at least some physical symptomatology as a consequence of the
operation. Baer et al (1995) used a 62- item structured interview for the
identification of side-effects and concluded that 56% of the post-cingulotomy
group had some "emergent or significantly worsened symptoms" (1=16), but few
serious adverse events were found. However, this review was done
retrospectively and many of the symptoms could be attributable to other post-
operative treatments. Nevertheless, 37% of the Danish series (Hansen et al, 1982;
n=71) also complained of at least one somatic complication, but these operations
took place prior to modern imaging techniques (1965-1974).

Summary

1. Post-operative death-rates and vascular injury is very low.

2. Tiredness that can persist is consistently reported in most operations,
probably in less than 10% of cases.

Very significant weight gain can occur, especially in capsulotomy.

4. Side-effect rates vary with reporting methods.

S

Implications

Ditferential side-effect profiles between operation needs to be carefully collated
as this may have a bearing on the choice of operation.

The method of data collection (for side-effects) should be structured and form
part of a protocol.

Epilepsy

Kiloh et al (1988) review the chronic epilepsy rates that arose as a consequence of
stereotactic NMD operations reported on between 1961 and 1982 for a total of
854 patients and concluded that the rate was of the order of 0.4% — which is
somewhat lower than the general population prevalence of 0.5%. However, Kiloh
et al do not quote the studies contained in this group and the most recent series
have reported higher rates of epilepsy.
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In the cingulotomy series, Ballantine et al (1987) quote a rate of 1%, but in a
more recent series Jenike et al found that 3 out of 33 patients (9%) had "easily
controlled seizures" 5-20 years after cingulotomy.

In the capsulotomy group, Mindus (1991) suggests that epilepsy is a very rare
complication — none of the 35 patients in Bingley ef al's series (1977) nor any of
the Burzaco (1981) patients had "neurological complications". One out of the 24
patients in Mindus's series (1991) did develop epilepsy, although it might not
have been a consequence of the operation.

The subcaudate tractotomy operation causes a risk of inducing epilepsy of
1.6% according to Bridges et al (1994), who reviewed a thousand patients. But the
authors admit that this may be an underestimate. Three out of the 21 patients
(14%) who had this operation in Holland developed epilepsy (Cosyns et al, 1994).

In the mixed operative group that has been reported most recently in Australia,
5% of patients developed seizures post-operatively (Hay et al, 1993). No patients
have been reported to have developed epilepsy as a result of the limbic leucotomy
at a 16-month follow-up (Mitchell-Heggs et al, 1976) and only 1 out of 142 patients
developed epilepsy at a 9-year follow-up following multifocal leucocoagulation
(Kiloh et al, 1988).

Summary

Epilepsy rates vary widely and it is unclear why this might be (figures from
large series being of the order of 0.4-1.6%, but from individual series much
higher levels have been reported).

Implications

Long-term follow up is essential and differential rates between operations and
NMD centres needs to be audited.

Personality change

Obviously, changes in personality after frontal lobe surgery will in part depend
on the definition used for 'personality’. Although there is widespread agreement
that frontal lobe damage leads to personality change (‘organic personality
disorder’, a term used in the ICD-10; World Health Organization, 1992), there
have been very few papers dedicated to looking at post-stereotactic operation
personality change (Long et al, 1978; Mindus & Nyman, 1991; Mindus et al, 1999).

Trait-based measures of personality (such as the Eysenck Personal Inventory
(EPL Eysenck & Eysenck, 1964) and the Minnesota Multiphasic Personal Inventory
(MMPT; Morey et al, 1985) have been used in other outcome studies (e.g. Bingley
et al, 1977; Kelly, 1980), but data from structured assessments of personality is
missing with regard to some other operations, for example, subcaudate
tractotomy.
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There is a difficulty in selecting an appropriate measure of personality with
regard to post-operative evaluation, because the very construct on which
personality is founded relates to stability and enduring characteristics and so the
personality assessment techniques do not focus on change.

Subcaudate tractotomy

In the subcaudate tractotomy outcome literature, Bridges et al (1994) suggest, in a
review of 1300 patients, that "no significant adverse effects (on personality) are
attributable to the operation". However, the two earlier outcome studies do detect
personality change in the subcaudate tractotomy group. Goktepe et al (1975)
found that 6.7% of patients had undesirable personality effects according to
relatives (e.g. excessive eating, volubility and lowered social standards), and in
the earlier outcome data 2.6% of patients had serious behavioural changes and a
further 14% minor ones (irritability, outspokenness and volubility) (Strom-Olsen
& Carlisle, 1971; Goktepe et al, 1975).

Cingulotomy

In the cingulotomy series, Ballantine et al (1987) suggest that "there was no
evidence of diminution in emotional tone or social control" in their review of 696
patients on average 8.5 years after operation. However, no structured assessment
methods are reported in these data and in a smaller group of cingulotomy patients
followed up after 2 years in Finland, Vilkki (1977) found that 3 out of 27 patients
had an observable degree of "indifference, irresponsibility, lack of judgement,
lack of self-criticism or initiative". However, in a 1-year follow-up study of 19
cingulotomy patients, there was a significant trend reported towards normative
values in the MMPI — especially measuring traits associated with anxiety and
depression — although it needs to be noted that the pre-surgical data were
collected only a few days prior to the operation, which may have increased the
'baseline’ measure of anxiety (Long et al, 1978).

Limbic leucotomy

Kelly (1980) also used trait measures to evaluate personality change (the Maudsley
Personality Inventory, and the EPI) and found that after 20 months in his review
of 123 patients there was significantly reduced neuroticism and introversion and
increased extroversion scores.

Capsulotomy

This finding was also corroborated by Bingley and colleagues (1977) evaluating
12 capsulotomy patients who found at 1-year follow-up significant reductions in
anxiety and depression, obsessive thinking, neuroticism and introversion using

38



the EPI and MMPI. He also had anecdotal evidence to suggest that the operation
does not affect creativity but does improve social confidence.

The earlier capsulotomy data, however, did show evidence of personality
change in a significant proportion of patients. Herner (1961) reported that two-
thirds of his group of patients treated for depression, obsessional neurosis or
anxiety had mild or transient changes in emotional, volitional or intellectual
spheres and 3 out of his 116 cases had "very poor community adjustment" leading
to conflicts with the law. Also, Kullberg's later review (1977) found some
personality changes in the majority of cases of patients treated with capsulotomy
(n=12) and one case had gross personality changes. Several patients showed
emotional shallowness and some had loss of initiative, but the changes were not
necessarily negative. A comparison group of 12 cingulotomy patients had no
detectable personality change, but the symptomatic outcome for the cingulotomy
group was not as good.

The use of specific personality tests

Two groups have used personality assessment measures targeted at frontal lobe
function. The Australian group developed a 34-item Schedule of Change in
Personality (Sachdev & Hay, 1995) administered to both the patient and an
informant who had known them at least 2 years pre-operatively This is a trait-
based measure designed to assess aspects of personality most likely to be affected
by NMD. Thirteen patients suffering from OCD were followed up 10 years post-
operatively (plus or minus 5 years), and the majority reported no change, but
two patients had adverse changes — one of these had a combined lesion, the
other an orbitomedial operation. Both these patients also had some neuro-
psychological deficits. Some patients in this series reported positive changes —
less obsessionality, anxiety and dependency and greater depth of feeling and
sociability — which correlated with improved global outcome.

In Sweden, the most recent capsulotomy group has also been evaluated using
a 24-item self-report personality measure that was constructed to assess
"temperament traits assumed to have a biological basis" relating to frontal lobe
function such as impulsivity, hostility and aggressiveness and anxiety proneness
(the Karolinska Scales of Personality (KSP; Schalling et al, 1987). There was a
tendency to normalising values post- compared with pre-operatively in the 24
patients assessed. In particular, impulsivity, hostility and aggressiveness and
the psychopathy scales tended towards the normative (Nyman & Mindus, 1995).
These patients had a thermo-capsulotomy. Nineteen of these patients were
followed up 8 years after operation and these results remained stable, although
one patient (who had had a surgical complication) also had increased scores on
the psychopathy subscale (Mindus et al, 1999).

However, in a small gamma-capsulotomy series of 11 patients (Kihlstrom et al,
1995), excessive radiation doses were given inadvertently, in one case leading to
the patient having a frontal lobe syndrome. However, the clinicians underestimated
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the dose response in other cases too, and a further patient also had a frontal lobe
syndrome at follow-up and one other remained 'disinhibited’. Smaller doses of
radiation are now given.

Consolidated data

In Kiloh et al's (1988) consolidated data from studies conducted between 1961
and 1982, of 854 patients who had a stereotactic procedure, the risk of marked
personality change was of the order of 0.4% and mild personality change 4%, but
the studies used for these data are not quoted in full. Kiloh et al considered that
different neurosurgical targets can have different risks as far as the nature of
personality change is concerned. Cingulate lesions may lead to apathy and lack
of concern, orbitomedial lesions towards greater disinhibition, impulsivity, lower
frustration, greater sexual interest and difficulty maintaining interest leading to a
poorer work record.

Summary

NMD carries a risk of personality change, although this is not necessarily negative.
It is unclear which operations are more likely to cause adverse change. Trait-
based measures tend to show change occurring in a normative direction, but it is
clear that all operations can cause adverse changes.

Implications

There are methodological problems measuring personality change, but
instruments have been developed outside the UK and should be considered for
use here. Subcaudate tractomy in particular has been under-researched in terms
of its effects on personality and this needs to be addressed.

Neuropsychological effects

There is a consensus in the outcome literature that gross intellectual impairment
is a very rare consequence of stereotactic NMD and that mean IQ — as measured,
for example, by the Wechsler Adult Intelligence Scale (WAIS; Wechsler, 1955) —
may be unchanged or improved slightly (Herner, 1961; Bailey et al, 1977; Broseta
et al, 1979; Corkin et al, 1979; Hansen et al, 1981; Kartsounis et al, 1991; Cosyns et al,
1994, Cumming et al, 1995; Nyman & Mindus, 1995). It may even have improved
significantly at follow-up (Kelly, 1980). This may be the result of practice effects
or of psychiatric symptoms being improved and therefore performance enhanced
at follow-up.

There are very few papers that are dedicated to evaluating the neuro-
psychological consequences of stereotactic NMD per se. For most modern
operations, there is at least one paper that examines this issue in a prospective
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study, but the subject groups are often small (10 in the latest capsulotomy series
followed up at 1 year (Nyman & Mindus, 1995); 23 in the subcaudate tractotomy
group followed up at 6 months by Kartsounis et al (1991) and 34 in the
cingulotomy group reported followed up at 1 year by Corkin et al (1979) and 19
in Long et al's paper (1978) reporting on cingulotomy patients). Incidentally,
these appear to be the last neuropsychological review of cingulotomy patients
apart from data contained in general outcome assessments (i.e. the data concerning
cingulotomy is over 20 years old).

From Australia, Cumming et al (1995) reported on a mixed operative group of
17 patients with OCD 1-18 years post-operatively compared with 'symp-
tomatically' equivalent patients who formed a control group who had the same
battery of neuropsychological tests. However, this study was not conducted
longitudinally (perhaps this is not possible) and it may mean that the operated
group were in some ways more severely ill and that their greater cognitive
impairment could be put down to the excess severity of their illness rather than
the effects of the operation itself.

There is a retrospective study from Germany of 16 patients with OCD who
underwent mixed operations 16-22 years prior to review (Irle et al, 1998). There
was a comparison group of six patients who were not operated on. Intellectual
functioning was largely preserved in the patients with ventromedial and
frontostriatal lesions, but all had sub-normal Wisconsin Card Sorting Test (Nelson,
1976) results — especially the latter group. If the operation site involved
dorsolateral regions then there was also evidence of slower memory and attention
and lower performance 1Q.

There is a very small series of six patients followed up only days after a
cingulumotomy. Many of the patients had psychotic disorders and obviously
the acute effects of the operation influenced the neuropsychological data (Levin
et al, 1977).

The more recent studies of neuropsychological effects of NMD have used
tests more specific to the frontal lobe, rather than merely examining the change
in general intellectual functioning, memory or motor performance — none of
which seem to be affected by modern NMD (Kartsounis et al, 1991; Cumming et
al, 1995; Nyman & Mindus, 1995).

All of these studies showed significant deterioration in laboratory tests in an
aspect of executive function tested by the Wisconsin Card Sorting Test (or a form
of it). In the case of the capsulotomy series, 5 out of the 10 patients showed
significantly more perseverative errors (Nyman & Mindus, 1995).

The Australian group's data (Cumming et al, 1995) are a bit more difficult to
evaluate since there was significant impairment of this test in a mixed operative
group, but the authors conclude that "while it is true that many such patients
performed poorly there is no evidence that the (operated) group performed
characteristically poorly on tests sensitive to frontal lobe damage". This was not
to say that in this series a minority of operated patients did demonstrate poorer
function post-operatively than pre-operatively.
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The subcaudate tractotomy series, on the other hand, showed significant degrees
of impairment soon after the operation in a test of word fluency and on the
Wisconsin Card Sorting Test, but by the time the patients were re-assessed at 6
months there was no significant difference compared with their pre-operative
assessment. The transient difference was put down to the effect of frontal lobe
oedema following the operation, which was subsequently resolved (Kartsounis
et al, 1991).

It is not clear why this effect is transient in one operative group (the subcaudate
tractotomy), but not in others such as the capsulotomy group, nor whether the
effect is clinically important outside of the laboratory

However, Poynton et al's review (1995) of the same series of patients noted
that the improvement in psychiatric status at 6 months significantly correlated
with the degree to which patients showed impairment of certain neuro-
psychological tasks — two of which were related to frontal lobe function. They
suggest that maybe a reduction in self-monitoring is "instrumental in improving
mood related phenomena".

Data concerning frontal lobe functioning in patients who have only had a
cingulotomy lesion tend to be older and more scant. Corkin et al (1979) reported
that in patients over the age of 30 years assessed within 5 months of the operation
there was a significant decrease in the ability to perform an embedded figure
task and the copying of a complex drawing for a group of 24 patients, but it is
not clear whether these deficits persist or whether they are of clinical significance.
Overall, these authors conclude that "there is no evidence of the lasting neurologic
or behavioural deficits after cingulotomy". In a review of 19 patients after
cingulotomy, Long et al (1978) concluded as well that as a group there were no
significant neuropsychological deficits but there was a non-significant deterioration
in verbal fluency, associative learning, visual memory and in a finger-tapping
test. Overall, 13 of the group improved in their performance, three remained the
same and three generally declined.

Summary

There are few dedicated studies looking at psychological effects, but there is at
least one study for most operations. IQ measures suggest that there is no
deterioration or possible improvement. No single operation seems to confer a
significantly greater risk of neuropsychological damage. Tests of frontal lobe
function suggest that permanent or transient perseveretive defecits are acquired,
but it is unclear if this is clinically significant.

Implications

If the clinical effects of NMD are mediated by an acquired neuropsychological
deficit then the research agenda of the future should be focused on describing
the deficit rather than (as it has until now) being defensively framed and
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minimising the deficits. Neuropsychological assessment procedures should be
standardised across NMD centres. This process should be agreed within the
forum of a NAC for NMD.

General conclusions on the section on adverse effects

1. There are few papers dedicated to looking at these issues and much of
the reporting can be criticised as lacking independence and a structured
approach.

2. Undoubtedly, modern NMD does not carry the grave risks that older
operations had, although the types of risks remain similar

3. Close scrutiny of the data suggests that although some centres have
reported low levels of adverse effects, this is variable (in the international
context) and different operations may confer different risk profiles (e.g.
weight gain and capsulotomy).

4. Tertiary referral centres may lose contact with patients and therefore lose
data about longer-term adverse effects.

5. There are specific gaps in the reported UK data — notably the effect of
subcaudate tractotomy on personality change.

Implications

1. The NAC has a key role in collating data about adverse effects.

2. Data collection should be standardised across UK centres, and structured.

3. The use of specific psychometric tools for the assessment of personality
change (such as that quoted by Sachdev & Hay (1995)) should be
considered.

4. There is a need for further neuropsychological research.

5. Long-term contact with patients post-operatively needs to be encouraged

to get more accurate data about adverse effects, especially the incidence
of epilepsy.
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6. International context

Neurosurgery for mental disorder has always had an international context to it.
Having originated in Portugal in the mid-1930s, the practice was rapidly
developed and disseminated from the USA prior to becoming established in the
UK in the early 1940s.

Some countries have always had a practice of NMD, but the variable degrees
of censure expressed about NMD and other factors has meant that only a handful
of countries have NMD programmes. These currently include the UK, USA,
Australia, Sweden, and Hungary. Up until the 1980s, operations were also being
performed in Holland and Spain. However, at the time of writing, we are unable
to confirm whether or not these are continuing.

Some countries have banned the practice of NMD outright on the grounds that
it is of unproven efficacy and is likely to confer harm on patients rather than
benefit. Other countries have placed significant restrictions on the practice, so in
reality no activities take place (e.g. Canada).

In all contemporary centres of NMD, referrals are organised at tertiary level
and services are vulnerable to changes in key personnel. This has been the case,
for example, in Sweden after the death of Professor Mindus in December 1998
and in the UK after the retirement of key personnel at the Brook Hospital in
London and in Leeds.

Contemporary practice

Sweden

Operations have been conducted in Sweden since the 1940s. Sweden has a long
history of innovative development and the current practice at the Karolinska
Institute in Stockholm is to use the capsulotomy procedure — either as thermal
lesion or by the use of gamma irradiation. The other distinguishing feature of the
Swedish practice is that in recent years they have used the operation almost
exclusively for anxiety disorders or OCD. There have been no operations done
in the first half of 1999 following the death of Professor Mindus, however, they
expect the NMD programme to pick up in the near future.

Australia

There has been a long history of NMD in the states of Victoria and New South
Wales. The most active centre was in Sydney, but funding was withdrawn from
the Psychosurgery Review Board, which has effectively meant the closure of the
service. There are now plans for a national centre for psychosurgery based at the
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Melbourne Neuroscience Centre at the Royal Melbourne Hospital under the
directorship of Dr John Lloyd. He anticipates that 2-3 operations may be carried
out per annum but estimates that he would see 3—4 times this number for
professional assessment and work-up. They usually admit the patient for a couple
of weeks in order to conduct neuropsychological and psychological assessment.
There is then an application made to a Psychosurgery Review Board, who may
decide whether an operation can proceed and, if so, determine within what time
frame (usually a month or so) (Rosenfeld & Lloyd, 1999).

Hungary

There are proposals to develop a service in Budapest at the Arato Clinic. As of
May 1999, they have six patients with OCD for whom thermo-capsulotomy is
proposed, pending permission from the ethical committteee of the Ministry of
Health. The technique has been studied by Hungarian neurosurgeons at the
Karolinska Institute in Stockholm. These patients are deemed to have failed all
previous treatments, and Professor Arato is developing appropriate medico-
legal protocols.

United States of America

The only centres for NMD in the USA that are active, and that the authors of this
report can find, are in Massachusetts. Dr Steve Rasmussan has been collaborating
with the Swedish centre at the Karolinska Institute to conduct a randomised
double-blind trial of the gamma-capsulotomy method for the treatment of OCD.
The results of this trial are still pending.

Russia

A series of 18 patients has been stereotactically operated on at the Bechterev
Psychoneurological Research Institute in St Petersberg (Korzenev et al, 1997).
This group has used a variety of different surgical target sites for the treatment
of OCD depending on whether or not there are other comorbid conditions. For
example, if an OCD patient suffers from depression, they suggest cingulotomy
innominatotomy. This operation is probably not dissimilar to the limbic
leucotomy.

Brazil

Stereotactic neurosurgery for mental disorder has been carried out on patients
suffering from DSM-III/DSM-IV-defined schizophrenia, certainly up until the
mid-1990s. DaCosta (1977) reports on 16 patients who had stereotactic operations
between 1985 and 1996. All patients had cingulotomies, but lesions were also
made in the posterio-medial hypothalamus in three-quarters of the patients, and
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the other quarter had lesions in the fundus striaterminalis. All the patients had
structured symptomatic rating scales used, neuropsychology and CT scans. All
the patients had a history of dangerous, aggressive behaviour and/or self-harm.
It was these aspects of their clinical picture that seemed to have been considered
to be the target symptoms. In this respect, DaCosta claimed that 14 of the patients
were significantly better and none were worse. These patients were personally
followed-up from the author's private clinical practice and he suggests that NMD
should be considered in certain cases of schizophrenia.

Holland/Belgium

Between 1971 and 1991, 111 patients were referred to the Committee on
Psychosurgery in the Netherlands and Belgium, of whom 79 subsequently had a
stereotactic operation. Most of these patients suffered from OCD. A variety of
different operations were used, including anterior capsulotomy and subcaudate
tractotomy. The Dutch subcaudate tractotomy technique was similar to the
revamped British subcaudate tractotomy lesion in that thermocoagulation was
used rather than yttrium rods. This group also used multifocal leucocoagulation,
but abandoned it since it conferred no extra clinical benefit and proved to be
more technically complex. This series also included 28 patients operated on
because of aggressive behaviour, using amygdalotomy or thalamotomy (Cosyns
et al, 1994).

Denmark

There has been an active psychosurgical centre at the University Clinic in
Copenhagen, and results from 1965-1974 have been published by Hansen et al
(1982). Their initial review suggested that the operations were carried out
prematurely in a number of cases, and 42% had serious somatic complications.
They conclude that psychosurgery must be considered a last and dubious resort.
We are unclear as to whether or not there is still a Danish NMD service.
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7. Current practice in the UK

There have been major changes in the practice of NMD in the UK over the past
10 years. Several centres have closed (Leeds, Bristol and Birmingham), two new
centres have opened in Dundee and Cardiff, and the centre that in the past did
by far the most operations, the Brook Hospital, has relocated to the Maudsley
Hospital. This centre now uses a different operation. The situation up until 1995
is summarised in the Table 1.

Current practice

There are now three main centres in the UK performing NMD.

Cardiff: University Hospital of Wales

This is the newest of the centres. It has carried out 34 operations in the past 5
years. The majority have been on affective disorders, with seven for OCD and
one for another anxiety disorder.

The operation that is performed is bilateral stereotactic anterior capsulotomy
using radio frequency lesion. The two key personnel that have been involved
have been Roger Thomas, consultant psychiatrist, and Brian Simpson, consultant
neurosurgeon. Patients receive a multi-disciplinary assessment involving
psychiatrists, neurosurgeons, psychologists, anaesthetists, a radiographer and
nursing staff. Follow-ups occur routinely at 4 weeks, 3, 6, and 12 months, with an
MRI scan being performed at 6 months' follow-up.

A small number of patients (five in total) have received second operations.
This is usually when there has been a relapse after a promising earlier response,
and when MRI scans show inadequate lesions.

London: Institute of Psychiatry and King's Hospital

This centre performs stereotactic subcaudate tractotomy, and this involves a
bilateral subcaudate radio frequency lesion to the white matter in the orbital part
of the frontal lobes.

Twenty-three operations have been performed in the last 5 years. Twenty of these
were for affective disorder, and three were for OCD. Very detailed and
comprehensive protocols for all aspects of the treatment were provided by the team.

The key personnel involved are Professor Stuart Checkley, consultant
psychiatrist, Professor C. Polkey, consultant neurosurgeon, and Dr Lang, clinical
psychologist.

The centre has not performed any second operations in the past 5 years.

47



A2pA0SI( (DIUIIN A0f M128imS0imaN (966T) SSIUIIL TeIUSIA U0 dnoin) SUDJIOAN HVYD :90IN0g

sooxg Aq pawiio
€L - 99 ¥9 98 ¥6 14 8L LL SL 99 €4 0L 9L T6 TL 18 L9 -12d suonerado jo o,
104 8 0¢c ¥¢ 9¢ 91 8¢ €¢ 9¢ 91 LI <¢¢ OL L& 8¢ 89 T9 04 [ejo L
99 - - - - - - - - = = = € 6 € 91 TI €T payydads 10N
L € 4 < - - - - - - - - - - - - - - HpIeD
P € i4 9 I - - - - - - - - - = - - - oopung
I 0 - - - - - - I - - - - - - - - - [oistig
I o - - - - - - 1 - - - - - - - - - weySurug
Spa9]/ Py eM
6 I 0 I 4 I I 0 I 0 I I - - - - - - ‘SpPYIOpUL]
uopuo|
9¢ I € 4 I 0 £ g € i4 g g - - - - - - ‘s ASIOIN UoSUD}Y
L9¢ 0 IT €¢I ¢ <91 0c 81 0C <¢I 11 91 4 8¢ G¢ TV 09 LV [e3dsoH xoorg
[ejo L g6, V6., €6, <6, 16, 06, 68, 88 L8 98, 98 ¥8 €8, 8 I8 08 64

(S661-646T) DN Ul o parued suonerado QAN Jo

aqunu [ejo], ‘T 2[qe],



Table 2. Total number of NMD operations carried out in Wales (1994 to date)

1999
1994 1995 1996 1997 1998 to date Total

Cardiff

Depressive disorder 2 1 9 3 4 3 22
Bipolar affective disorder - 2 1 - 1 - 4
OoCD - - - 2 2 3 7
Other anxiety disorder - - - - - 1 1
Other diagnoses - - - - - -
No. of second operations - - 2 2 0 1 5
Total NMD operations, Cardiff 39

Table 3. Total number of NMD operations carried out in England (1994 to date)

1999
1994 1995 1996 1997 1998 to date Total

The Maudsley/King’s College
Depressive disorder
Bipolar affective disorder
OoCD

Other anxiety disorder - -
Other diagnoses - - - - - -
No. of second operations - - - - - -
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Total NMD operations, Maudsley 23

Table 4. Total number of NMD operations carried out at Atkinson Morley’s, London
(1994 to date)

1999
1994 1995 1996 1997 1998 to date Total

Atkinson Morley’s

Depressive disorder - - 1 - - -
Bipolar affective disorder - - - - - _
OoCDh - - - - - 1
Other anxiety disorder - - — — _ _
Other diagnoses - - - — _ _
No. of second operations - - - — _ _

OO O Rk O

Total NMD operations 2
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Table 5. Total number of NMD operations carried out at other centres (1995 to
date)

1995-2000
London, Brook No further operations carried out
Leeds, Pinderfields No further operations carried out
Birmingham No further operations carried out
Bristol No further operations carried out
Dundee No information available on current activity

Table 6. Assessments per year

Detained Informal Total
1993/4 2 0 2
1994 /5 2% 4% 6
1995/6 0 1 1
1996/7 0 4 4
1997/8 3* 3 6
1998/9 2 5 7
Total to date 9 17 26

* One patient in each category was assessed twice in the year

Dundee, Scotland: Ninewells Hospital, Dundee & Dundee Royal Infirmary

This centre began operating in 1992 under the direction of Professor George
Fenton, psychiatrist and Mr Varma, neurosurgeon.

The operation carried out is a bilateral stereotactic anterior capsulotomy. The
current key personnel are Professor Keith Matthews, psychiatrist, and Mr Eljamel,
neurosurgeon. No further details were supplied to us. However, for a number of
years, under a voluntary agreement with the treatment centre in Dundee, the
Mental Welfare Commission for Scotland has also been involved in assessing
informal patients. A pool of six commissioners is used to provide three people
for each assessment. The group meets 6-monthly to review assessments carried
out and discuss other relevant issues

Over the last year, seven patients have been assessed by commission
representatives, three women and four men. Two were detained patients and
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five informal. Two were referred from England, and one from the republic of
Ireland; the remainder were from within Scotland. One detained English patient
had been assessed in her hospital in England in 1997-1998 and had to be assessed
again once her liability to detention had been transferred to Dundee and the
appropriate form could be issued under Scottish law. The other English patient
had also been seen before in 1997-1998 and it was felt at that time that other
treatments had not yet been exhausted. One of the Scottish patients also had
been seen in 1997-1998 and at that time was not able to give informed consent.
All seven assessments in 1998-1999 led to a decision that the patient was
consenting and the operation was appropriate.

Summary from 1993-1999*

To date, 26 assessments have been carried out on 18 individuals.

One informal patient seen in 1994-1995 was seen again in 1996-1997, and one
detained patient in 1994-1995 was seen again as an informal patient in 1997-
1998. Both of these patients were seen twice in 1994-1995, one detained patient
was seen twice in 1997-1998, and three patients seen in 1997-1998 (one detained
and two informal) were reassessed in 1998-1999. Hence, 26 assessments have
been done on 18 individuals. There were 13 women and five men, aged 34-61
years (mean age 44 years).

One informal patient had had a previous but different operation in London.
One Scottish patient was operated on in 1995 when detained and in 1997
underwent a second and slightly different operation when informal. Treatment-
resistant depressive symptoms had returned after a spell of 3—4 months after the
tirst operation in which she had been very well. Three informal and two detained
patients were resident in England at the time of their assessments and the Mental
Health Act Commission was given anonymised information on them. One
informal patient was resident in the Irish republic.

The Mental Welfare Commission seeks follow-up reports 1 year following
operation. A rough categorisation of these shows that out of 12 operations, two
were associated with no improvement, four with some improvement or marked
improvement followed by relapse, and six showed marked improvement.

Procedures and sites for neurosurgery for mental disorder

Stereotactic subcaudate tractotomy

Target site: Orbitomedial quadrants of the frontal lobes
Practitioners: Professor Stuart Checkley & Professor Polkey
The Maudsley/King's College, London

* Information taken from the Mental Welfare Commission's 1998-1999 Annual Report
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Stereotactic anterior capsulotomy

Target site: Anterior capsular radiation

Practitioners: Dr P. Mindus & Dr B. A. Meyerson, Sweden
Professor Keith Matthews & Mr Eljamel, Dundee
Dr Roger Thomas & Mr Brian Simpson, Cardiff

Stereotactic limbic leucotomy

Target site: Combination of orbitomedial and cingulate lesions
Practitioners: Dr D. Kelly & Mr H. Marsh, Atkinson Morley's Hospital,
London

Stereotactic anterior cingulotomy

Target site: Cingulate tracts
Practitioners: Dr S. Rasmussen & Dr N.T. Ballantine, USA

52



References

Agren, H. (1998) To trim the soul. Does brain surgery belong in psychiatry? [Swedish], Lakartidningen,
95, 4948-4949.

American Psychiatric Association (1980) Diagnostic and Statistical Manual of Mental Disorders (DSM—
I1I). Washington, DC: APA.

—(1987) Diagnostic and Statistical Manual of Mental Disorders (DSM-III-R). Washington, DC: APA.

Asberg, M., Montgomery, S. A., Perris, C., et al (1978) A comprehensive psychopathological rating
scale. Acta Psychiatrica Scandinavica Supplementum, 271, 5-27.

Baer, L., Rauch, S. L., Ballantine, T, et al (1995) Cingulotomy for intractable obsessive compulsive
disorder: prospective long term follow-up of 18 patients. Archives of General Psychiatry, 52, 384—
392.

Bailey, H. R., Dowling, J. C., Davies, E. (1977) Cingulotractotomy and related procedures for severe
depressive illness (studies in depression 1V). In Neurosurgical Treatment in Psychiatry, Pain and
Epilepsy (eds W. H. Sweet, S. Obrador, J. G. Martin-Rodriguez), pp. 229-251. Baltimore, MA:
University Park Press.

Balasubramaniam, V., Kanaka, T. S. & Ramanujam, P. B. (1973) Stereotactic cingulotomy for drug
addiction. Neurology India, 21, 63-66.

Ballantine, H. T., Bouckoms, A. J., Thomas, E. K. et al (1987) Treatment of psychiatric illness by
stereotactic cingulotomy. Biological Psychiatry, 22, 807-819.

Barraclough, G. M. & Mitchell-Heggs, N. A. (1978). The use of psychosurgery for psychological
disorders in the British Isles during 1974-6. BM], 2, 1591-1593.

Bartlett, J. R. & Bridges, P. K. (1977) The extended subcaudate tractotomy lesion. In Neurosurgical
Treatment in Psychiatry, Pain and Epilepsy (eds W. H. Sweet, S. Obrador & J. G. Martin-Rodriguez),
pp. 387-398. Baltimore, MA: University Park Press.

, Bridges, P. & Kelly, D. (1981) Contemporary indications for psychosurgery. British Journal of
Psychiatry, 138, 507-511.

Beck, A. T., Ward, C. H., Mendelson, M., et al (1961) An inventory for measuring depression. Archives
of General Psychiatry, 4, 561-585.

Berrios, G. E. (1991) Psychosurgery in Britain and elsewhere: a conceptual history. In 150 Years of
Psychiatry 1841-1991(eds G. Berrios & H. Freeman), pp. 180-196. London: Gaskell.

Bingley, T., Leksell, L., Meyerson, B. A., et al (1977) Long term results of stereotactic anterior
capsulotomy in chronic obsessive-compulsive neurosis. In Neurosurgical Treatment in Psychiatry,
Pain and Epilepsy (eds W. H. Sweet, S. Obrador & J. G. Martin-Rodriguez), pp. 287-299. Baltimore,
MA: University Park Press.

Bluglass, R. (1984) The origins of the Mental Health Act 1983 — doctors in the house. Psychiatric
Bulletin, 8, 127-133.

Bouckoms, A . J. (1988) Ethics of psychosurgery. Acta Neurochirugica. Supplementum, 44, 173-178.

—(1991) The role of stereotactic cingulotomy in the treatment of intractable depression. In Advances
in Neuropsychiatry and Psychopharmacology, vol. 2, Refractory Depression (ed. ]. D. Amsterdam),
pp- 233-242. New York: Raven Press.

Bridges, P. K. (1989a) Psychosurgery and psychosurgical techniques; the voice of experience. British
Journal of Hospital Medicine, 42, 241.

—(1989b) Psychosurgery, the Mental Health Act Commisssion and the Law. Psychiatric Bulletin,
13, 375-377.

— & Goktepe, E. O. (1973) A review of patients with obsessional symptoms treated by psychosurgery.
In Surgical Approaches in Psychiatry (eds L. V. Laitinen & K. E. Livingstone), pp. 96-100. Baltimore,
MA: University Park Press.

53



, Bartlett, J. R., Hale, A. S., et al (1994) Psychosurgery: Stereotactic subcaudate tractotomy. An
indispensable treatment. British Journal of Psychiatry, 165, 599-611.

Broseta, J., Barcia-Salorio, J. L., Roldan, P, et al (1979) Stereotactic subcaudate tractotomy; long term
results and measuring the effects on psychiatric symptoms. In Modern Concepts in Psychiatric
Surgery (eds E. R. Hitchcock, H. T. Ballantine & B. A. Meyerson), pp. 241-252. Amsterdam:
Elsevier /North Holland Biomedical Press.

Burzaco, J. (1981) Stereotactic surgery in the treatment of obsessive—compulsive disorder. In Biological
Psychiatry (eds C. Perris, G. Struwe & B. Jansson), pp. 1103-1109. Amsterdam: Elsevier/North
Holland Biomedical Press.

Corkin, S., Twitchell, T. & Sullivan, E. (1979) Safety and efficacy of cingulotomy for pain and
psychiatric disorder. In Modern Concepts in Psychiatric Surgery (eds E. R. Hitchcock, H. T.
Ballantine & B. A. Meyerson), pp. 253-271. Amsterdam: Elsevier/North Holland Biomedical
Press.

Cosyns, P. & Gybels, J. (1979) Psychiatric process analysis of obsessive compulsive behaviour
modification by psychiatric surgery. In Modern Concepts in Psychiatric Surgery (eds E. R. Hitchcock,
H. T. Ballantine & B. A. Meyerson), pp. 225-233. Amsterdam: Elsevier /North Holland Biomedical
press.

, Caemaert, J., Haaijman, W., et al (1994) Functional stereotactic neurosurgery for psychiatric
disorders: an experience in Belgium and the Netherlands. Advances and Technical Standards in
Neurosurgery, 21, 239-279.

Crossley, D. R. (1993) The introduction of leucotomy: a British case history. History of Psychiatry, 4,
553-564.

CRAG Working Group on Mental Illness (1996) Neurosurgery for Mental Disorder. A Report by a Good
Practice Group of the CRAG Working Group on Mental Illness. Scottish Office ]2318, 7/96. Edinburgh:
HMSO.

Crow, H. (1977) The British experience. In Psychosurgery and Society (eds S. Smith & L. G. Kiloh),
pp- 115-117. Oxford: Pergamon.

Cumming, S., Hay, P., Lee, T., et al (1995) Neuropsychological outcome from psychosurgery for
obsessive compulsive disorder. Australian and New Zealand Journal of Psychiatry, 29, 293-298.

Curson, D. A,, Trauer, T., Bridges, P. K,, et al (1983) Assessment of outcome after psychosurgery
using the Present State Examination. British Journal of Psychiatry, 143, 118-123.

Dacosta, C. (1997) The role of psychosurgery in the treatment of selected cases of refractory
schizophrenia: a reappraisal. Schizophrenia Research, 28, 223-230.

Dax, E. C. (1977) The history of prefrontal leucotomy. In Psychosurgery and Society (eds J. S. Smith &
L. G. Kiloh), pp. 19-24. New York: Pergamon Press.

Diering, S. L. & Bell, W. O. (1991) Functional neurosurgery for psychiatric disorders: a historical
perspective. Stereotactic Functional Neurosurgery, 57, 175-194.

Editorial (1979) Hostility to psychosurgery. Lancet, 17, 367-368.

Evans, P. (1971) Failed leucotomy with misplaced cuts: a clinico-anatomical study of two cases.
British Journal of Psychiatry, 118, 165-170.

Exner, J. E. (1986) The Rorschach. A Comprehensive System. Vol 1: Basic Foundations, 2nd edn. New
York: John Wiley.

Eysenck, H. J. & Eysenck, S. B. G. (1964) Manual of the Eysenck Personality Inventory. London: University
of London Press.

Fleming, G. W. T. H. (1944) Prefrontal leucotomy. Journal of Mental Science, 90, 486-500.

Fodstad, H., Strandman, E., Karlsson, B., et al (1982) Treatment of chronic obsessive compulsive
states with stereotactic anterior capsulotomy or cingulotomy. Acta Neurochisurgica, 62, 1-23.

Goktepe, E. O., Young, L. B. & Bridges, P. K. (1975) A further review of the results of subcaudate
tractotomy. British Journal of Psychiatry, 126, 270-280.

Goodman, W. K., Price, L. H., Rasmussen, S. A., et al (1989) The Yale-Brown Obsessive Compulsive
Scale (Y-BOCS): Part I. Development, use, and reliability. Archives of General Psychiatry, 46, 1006—
1011.

54



, —, — et al (1989) The Yale-Brown Obsessive Compulsive Scale (Y-BOCS): Part II. Validity.
Archives of General Psychiatry, 46, 1012-1016.

Gonzales, E. R. (1980) Treating the brain by cingulotomy. JAMA, 244, 2141-2143.

Greenblatt, M. (1950) Psychosurgery: a review of recent literature. In Studies in Lobotomy (eds M.
Greenblatt, R. Arnot & H. L. Soloman), p. 517. New York: Grune and Stratton.

Hamilton, M. (1959) The assessment of anxiety states by rating. British Journal of Medical Psychology,
32, 50-55.

—(1967) Development of a rating scale for primary depressive illness. British Journal of Social and
Clinical Psychology, 6, 278-296.

Hansen, H., Andersen, R., Theilgaard, A., et al (1982) Stereotactic psychosurgery: a psychiatric and
psychological investigation of the effects and side effects of the investigations. Acta Psychiatrica
Scandinavica Supplementum, 301, 1-123.

Hay, P., Sachdev, P., Cumming, S., et al (1993) Treatment of obsessive compulsive disorder by
psychosurgery. Acta Psychiatrica Scandinavica, 87, 197-207.

Herner, T. (1961) Treatment of mental disorders with frontal sterotactic thermo lesions: a follow-up
study of 116 cases. Acta Psychiatrica Scandinavica Supplementum, 37, 158.

Hodgkiss, A. D., Malizia, A. L., Bartlett, J. R., et al (1995) Outcome after the psychological operation of
stereotactic subcaudate tractotomy. Journal of Neuropsychiatry and Clinical Neurosciences, 7, 230-234.

Hutton, E. I. (1943) Results of prefrontal leucotomy. Lancet, 20, 362-366.

Irle, E., Exner, C., Thielen, K., et al (1998) Obsessive compulsive disorder and ventromedial frontal
lesions: clinical and neuropsychological findings. American Journal of Psychiatry, 155, 255-263.
Jenike, M., Baer, L., Ballantine, T., et al (1991) Cingulotomy for refractory obsessive compulsive

disorder. Archives of General Psychiatry, 48, 548-555.

Kartsounis, L. D., Poynton, A., Bridges, P. K., et al (1991) Neuropsychological correlates of subcaudate
tractotomy. Brain, 114, 2657-2673.

Kelly, D. (1980) Anxiety and Emotions. Physiological Basis and Treatment. Springfield, IL: Charles
Thomas.

Kiloh, L. G., Smith, J. S. & Johnson, G. F. (1988) Psychosurgery (limbic surgery). In Physical Treatments
in Psychiatry (eds L. G. Kiloh, J. S. Smith & G. F. Johnson), pp. 277-333. Melbourne: Blackwell
Scientific Publications.

Kihlstrom, L., Guo, W., Lindquist, C., et al (1995) Radiobiology of radiosurgery for refractory anxiety
disorders. Neurosurgery, 36, 294-302.

Kitchen, N. (1995) Neurosurgery for affective disorders at Atkinson Morley's Hospital 1948-1994.
Acta Neurochirugica, 64 (suppl.), 64-68.

Knight, G. C. (1969) Bi-frontal stereotactic tractotomy: an atraumatic operation of value in the
treatment of intractable psychoneurosis. British Journal of Psychiatry, 115, 257-266.

Korzenev, A. V., Shoustin, V. A., Anichkov, A. D., et al (1997) Differential approach to psychosurgery
of obsessive disorders. Stereotactic and Functional Neurosurgery, 68, 226-230.

Kullberg, G. (1977) Differences in effect of capsulotomy and cingulotomy. In Neurosurgical Treatment
in Psychiatry, Pain and Epilepsy (eds W. H. Sweet, S. Obrador & J. G. Martin-Rodriguez),
pp- 301-308. Baltimore, MA: University Park Press.

Levin, H. S., O'Neill, J. T., Barratt, E. S., et al (1977) Outcome of stereotactic bilateral cingulotomy. In
Neurosurgical Treatment in Psychiatry, Pain and Epilepsy (eds W. H. Sweet, S. Obrador, J. G. Martin-
Rodriguez), pp. 401-413. Baltimore, MA: University Park Press.

Livingstone, K. E. (1953) Cingulate cortex isolation for the treatment of psychoses and
psychoneurosis. In Psychiatric Treatment. London: Williams & Wilkins.

Long, C.J., Pueschel, K. & Hunter, S. E. (1978) Assessment of the effects of cingulate gyrus lesions by
neuropsychological techniques. Journal of Neurosurgery, 49, 264-271.

Lovett, L. M. & Shaw, D. M. (1987) Outcome in bipolar affective disorder after stereotactic tractotomy.
British Journal of Psychiatry, 151, 113-116.

, Crimmins, R. & Shaw, D. M. (1989) Outcome in unipolar affective disorder after stereotactic

tractotomy. British Journal of Psychiatry, 155, 547-550.

55



Malhi, G. S., & Bartlett, J. R. (1998) A new lesion for the psychosurgical operation of stereotactic
subcaudate tractotomy. British Journal of Neurosurgery, 12, 335-339.

Marks, I. M., Birley, ]J. L. & Gelder, M. G. (1966) Modified leucotomy in severe agarophobia: a
controlled serial inquiry. British Journal of Psychiatry, 112, 757-769.

Martin, W. L., Mcelhaney, M., Meyer, G. A. (1977) Stereotactic cingulotomy: results of psychological
testing and clinical evaluation pre-op and post-op. In Neurosurgical Treatment in Psychiatry, Pain
and Epilepsy (eds W. H. Sweet, S. Obrador & J. G. Martin-Rodriguez), pp. 387-398. Baltimore, MA:
University Park Press.

Mei, Q. & Yan, W. W. (1991) Cingulotomy for refractory obsessive compulsive disorder. Sixth Scientific
Meeting of the Pacific Rim College of Psychiatrists, Shanghai, pp. 59-60 (abstract). Quoted in Mindus,
P., et al (1994) Capsulotomy and Cingulotomy as treatments for malignant obsessive compulsive
disorder: an update. In Current Insights in Obsessive Compulsive Disorder (eds E. Hollander, J.
Zohar, D. Marazzati, et al), pp. 245-276. Chichester: Wiley.

Meyer, A., Beck, E. & Mclardy, T. (1947) Prefrontal leucotomy: a neuroanatomical report. Brain, 70,
18-49.

Meyer, G. Mcelhaney, M., Martin, W., et al (1973) Stereotactic cingulotomy with results of acute
stimulation and serial psychological testing. In Approaches in Psychiatry (eds L. V. Laitinen & K.
E. Livingstone), pp. 39-58. Baltimore, MA: University Park Press.

Mindus, P. (1991) Capsulotomy in Anxiety Disorders: A Multidisciplinary Study. Thesis. Stockholm:
Karolinska Institute.

—& Nyman, H. (1991) Normalisation of personality characteristics in pateints with incapacitating
anxiety disorders after capsulotomy. Acta Psychiatrica Scandinavica, 83, 283-291.

, Bergstrom, K., Levander, S. E., et al (1987) Magnetic resonance images related to clinical outcome

after psychosurgical intervention in severe anxiety disorder. Journal of Neurology, Neurosurgery

and Psychiatry, 50, 1288.

, Rauch, S. L., Nyman, H., et al (19944) Capsulotomy and cingulotomy as treatments for malignant

OCD: an update. In Current Insights in Obsessive Compulsive Disorder (eds E. Hollander, J. Zohar,

D. Marazzati, et al), pp. 245-276. London: Wiley.

, Rasmussen, S. A. & Lindquist, C. (1994b) Neurosurgical treatment for refractory obsessive
compulsive disorder: implications for understanding frontal lobe function. Journal of Neuropsychiatry
and Clinical Neurosciences, 6, 467-477.

— & Meyerson, B. A. (1995) Anterior capsulotomy for intractable anxiety disorders. In Operative
Neurosurgical Techniques. Indications, Methods and Results (eds H. H. Schmidek & W. H. Sweet), 3rd
edn, pp. 1443-1455. Philadelphia, PA: WB Saunders Co.

, Edman, G. & Andreewitch, S. (1999) A prospective, long-term study of personality traits in
patients with intractable obsessional illness treated by capsulotomy. Acta Psychiatrica Scandinavica,
99, 40-50.

Mitchell-Heggs, N., Kelly, D. & Richardson, A. (1976) Stereotactic limbic leucotomy: a follow-up at
16 months. British Journal of Psychiatry, 128, 226-240.

Morey, L. C., Waugh, P. & Blashfield, R. K. (1985) MMPI scales for DSM-III personality disorders:
their derivation and correlates. Journal of Personality Assessment, 49, 245-251.

Nelson, H. (1976) A modified card sorting test sensitive to frontal lobe defects. Cortex, 13, 313-324.

Nyman, H. & Mindus, P. (1995) Neuropsychological correlates of intractable anxiety disorder before
and after capsulotomy. Acta Psychiatrica Scandinavica, 91, 23-31.

Partridge, M. (1950) Prefrontal Leucotomy: A Survey of 300 Cases Personally Followed for 1.5-3 Years, p.
473. Springfield IL: Charles C. Thomas.

Pippard, J. (1962) Leucotomy in Britain today. Journal of Mental Science, 108, 249-255.

Poynton, A. M., Bridges, P. K. & Bartlett, J. R. (1988) Resistant bipolar affective disorder treated by
stereotactic subcaudate tractotomy. British Journal of Psychiatry, 152, 354-358.

, Kartsounis, L. D. & Bridges, P. K. (1995) A prospective clinical study of stereotactic subcaudate

tractotomy. Psychological Medicine, 25, 763-770.

56



Pressman, ]. D. (1999) Last Resort. Psychosurgery and the Limits of Medicine. Cambridge: Cambridge
University Press.

Rasmussen, S. A. & Tsuang, W. (1988) Epidemiology and clinical features of obsessive compulsive
disorder. In Obsessive Compulsive Disorder: Theory and Management (eds M. A. Jenike, L. Baer & W.
E. Minichiello), pp. 23-56. Littleton, MA: Publishing Co.

Rosenfeld, J. V. & Lloyd, J. H. (1999) Contemporary psychosurgery. Journal of Clinical Neuroscience, 6,
106-112.

Rylander, G. (1979) Stereotactic radiosurgery in anxiety and obsessive-compulsive states: psychiatric
aspects. In Modern Concepts in Psychiatric Surgery (eds E. R. Hitchcock, H. T. Ballantine & B. A.
Meyerson), pp. 253-271. Amsterdam: Elsevier/North Holland Biomedical Press.

Sachdev, P. & Hay, P. (1995) Does neurosurgery for obsessive compulsive disorder produce
personality change? Journal of Nervous and Mental Disease, 183, 408—413.

—& —(1996) Site and size of lesion and pyschological outcome on obsessive compulsive disorder:
a magnetic resonance imaging study. Biological Psychiatry, 39, 739-742.

Schalling, D. Asberg, M., Edman, G, et al (1987) Temperament traits associated with platelet MAO
activity. Acta Psychiatrica Scandinavica, 76, 172-182.

Simmons, H. G. (1987) Psychosurgery and the abuse of psychiatric authority in Ontario. Journal of
Health Politics, Policy and Law, 12, 537-550.

Snaith, R. P., Bridge, G. W. & Hamilton, M. (1976) The Leeds scales for the self-assessment of
anxiety and depression. British Journal of Psychiatry, 128, 156-165.

, Price, D. J. & Wright, J. F. (1984) Psychiatrists' attitudes to psychosurgery. Proposals for the

organization of a psychosurgical service in Yorkshire. British Journal of Psychiatry, 144, 293-297.

, Dove, E., Marlowe, J., et al (1997) Psychosurgery: description and outcome study of a regional
service. Psychiatric Bulletin, 21, 105-109.

Spiegel, E. A., Wycis, H. T., Marks, M., et al (1947) Stereo topic apparatus for operations on human
brains. Science, 106, 349-350.

Spitzer, R. L., Williams, J. B. & Gibbon, M. (1986) Structured Clinical Interview for DMS—III-R. New
York: Biometrics Research Department, New York State Psychiatric Institute.

Strom-Olsen, R. & Carlisle, S. (1971) Bi-frontal stereotactic tractotomy. A follow-up study of its
effects on 210 patients. British Journal of Psychiatry, 118, 141-154.

Swayze, V. W. (1995) Frontal leucotomy and related psychosurgical procedures in the era before
antipsychotics (1935-1954). A historical overview. American Journal of Psychiatry, 152, 505-515.
Tan, E., Marks, I. M. & Marset, P. (1971) Bimedial leucotomy in obsessive-compulsive neurosis: a

controlled serial enquiry. British Journal of Psychiatry, 118, 155-164.

Tippin, J. & Henn, F. H. (1982) Modified leucotomy in the treatment of intractable obsessional
neurosis. American Journal of Psychiatry, 139, 1601-1603.

Tooth, G. C. & Newton, M. P. (1961) Leucotomy in England and Wales 1942-1954. Report on Public
Health and Medical Subjects, 104. London: HMSO.

Trivedi, M. H. (1996) Functional neuroanatomy of obsessive compulsive disorder. Journal of Clinical
Psychiatry, 57, 26-36.

Valenstein, E. S. (1986) Great and Desparate Cures. New York: Basic Books.

—(1990) The pre-frontal area and psychosurgery. In Progress in Brain Research (eds H. B. M. Uylings,
C. G.van Eaen, J. P. G. de Bruin, et al), p. 85. Amsterdam: Elsevier Science Publications B.V.

Vasko, T. & Kullberg, G. (1979) Results of psychological testing of cognitive function in patients
undergoing stereotactic psychiatric surgery. In Modern Concepts in Psychiatric Surgery (eds E. R.
Hitchcock, H. T. Ballantine & B. A. Meyerson), pp. 303-310. Amsterdam: Elsevier /North Holland
Biomedical Press.

Vilkki, J. (1977) Late psychological and clinical effects of subrostral cingulotomy and anterior
mesoloviotomy in psychiatric illness. In Neurosurgical Treatment in Psychiatry, Pain and Epilepsy
(eds W. H. Sweet, S. Obrador & J. G. Martin-Rodriguez), pp. 253-259. Baltimore, MA: University
Park Press.

57



Waziri, R. (1990) Psychosurgery for anxiety and obsessive compulsive disorders. In Handbook of
Anxiety (eds R. Noyes, M. Roth & G. D. Burrows), vol. 4. Amsterdam: Elsevier Science Publications.

Wechsler, D. (1955) Wechsler Adult Intelligence Scale: Manual. New York: Psychological Corporation.

White, R. T. & Stedman, T. (1998) Evidence-based medicine offers little support for psychosurgery.
Australian and New Zealand Journal of Psychiatry, 32, 460—463.

Wing, J. K., Cooper, J. E. & Sartorius, N. (1974) Measurement and classification of psychiatric
symptoms: an instruction manual for the PSE and Catego program. London: Cambridge University
Press.

Winston, F. (1979) Treatment of depression after cingulotomy. In Modern Concepts in Psychiatric
Surgery (eds E. R. Hitchcock, H. T. Ballantine & B. A. Meyerson), pp. 273-282. Amsterdam:
Elsevier /North Holland Biomedical Press.

World Health Organization (1992) International Classification of Diseases and Related Health Problems.
(ICD-10). Geneva: WHO.

58



dn-morjoy
03 3507 sem juanyed |

paururiajepun o,g
193] JOU %TT
1929 ApySIrs %91

‘suonperado ardnmu "1919q
pey syjuoned sawog  A[@jerapowr 9,17 359} 2AQTUZ0D) Juorssaxdap
"SOLIdS S, dunueregq "19139q 9edg  aamnoadsorg arqeqoad Aoy (%) (6461) 1v 12
jo yred A[qissoq ATpaxyrewr o, /¢ reqoro yurod-g “TedA | 10 uorssaxda(y, -om3ur) 02 unjI0D
dduewp ou | JopIosip
‘pasoaduur Ayreuosiad
ATS311s ¢ aA1ds pue uorssaxdop Awojoloen (z261)
sat1as adapyon) ‘paroxdur aredg -onY 10 ARIXUR pue drepnedqns (8) sadprig
jo yred A[qissoq A[eyerapowr ¢ reqoro yurod-g ‘1edA 1 uorssaxdop paxIlN,  PapuLIxg 9 2 pAQIeg
19pI0SIp IpINS %I
JAT)ORJJROZIYDS JIM "9SIOM 9,7 AToandadsomnar pasn
syuoned F1 sapnour ‘paroxdur eLIDILD [[-INSA
ejep awodn A[qeIdpIsuod ofg aAnpdads (gz=u) uorssaxdap
‘sdnoi3 Juawjeas] -0I3Y refodig
onsouderp usamidq uo pue [[oMm I0 areog -93eIaAe (¢g=u) uorssaidap Awoy  (gz7) (£861) v 12
SOUSIDJJIP ON oM YL o, TH reqoro yurod-9 124 9'g rejodrun -omn3ur) 90T aunueeyg
sjudWIWo)) s)nsay sainseawr  dn-mofjog sisouger(q A1981ng sarras oyny
awodnQ ur ‘oN
SI9PIOSIP

JAI}I9JJe 10J A1981INSOINAU D1JOLJ03I3)S W0IJ ejep awodnQ ‘I xrpudaddy

59



389} AjTeuosiad oN

(£g=u) awres
IO 9SIOM 9,T¢

‘SaInseaur (8G=u) 191399 aandads
wojdwds oN AJTeryueisqns 10 9[edS [eqO[D -onay Awojojoen 6% (S661) 1V 12
‘Samseawr pajepjuo)  A[ee[dwiod o F¢  jurtod-g paje[yuo)) “1eah 1 Juorssaxda(, arepneoqng €81  ssSp[3poH
9SIOM 91T
‘padueyoun /jusw
-onoxduir ou 9,07 A3o1oypAsdoman
yusuwaAoxduur ‘syuaryed
djerdpowr 9,971 Aq yuowrssasse
‘yuauraAoxduur aAnpdalqng
urejIadun POdIEW 9,7¢ YUSWISSISSe NIOA  2AnRdadsorg Awoy
PLID)LID drjsouder(] CER i "9[eds ‘syyuowr -omsded 911 (1961)
04 CT JO ured JU3M -wojdwiAds 9,91 reqoro jurod 9 08-%2 Juorssaxdo(y, -OuLIdY ], 61 IOUIDH]
anbruyoay Juorjewr (uorsay
D1}0L}0919}S-UoUu -IOJur ou,, | [eyuoay
Bursn uo pajerado - owes, -0}IqI0 IO
Asnorasxd 9,09 - snondiquie,, ¢ 1S9} 2AT)TUS0D) aA130ads S1soyodsd  /pue Awoy
‘uorjerado-axd paste " 9SI0OM,, € "91edg -0 aarssaxdap -on3um) (g9) (z861) 1v 12
-UoTyMTISUT 9, YT . I91Rq, € reqoro yurod-§ ‘s1edh /-1 DTURJA], PaXTIA 01 UaSue|
9SIOM JUON Ayuourur ur
ddueyd ou 9T $9100G Ajorxuy
‘Juowaroxdwr  3S9yTURIN IO[Ae]
W3S %17 pue uorssaxda(g
dnoi3 swoono “paaoxduut PRI EM aandads  (or=u) ,uorssaxdap
1s9q ur syduroye yonw o,¢c¢  , Ayoeded Iop, -0133Y JUSLINDY,
19MdJ Inq ‘dnoid ‘Juawjean "9[eds 's1edk  (£9=u) ,uorssaxdop Awojopen  (y¢1) (SZ61) v 12
ST} UT SOpINS ¢ ou ‘TPM %S¢ [eqorD jurod g S¥-9¢C dTuomnyD, djepnedqng g/  odapion
sjudWIUWo)) s)nsay sainseawr  dn-mofjog sisouger(q A1981ng sarras oyny
awodnQ ur ‘oN

60



Ayreuosiad ur uon MIIAIYUIL oA13ds
-eI0LID}OP pey €/1 10 s9j0u Ased Aq -0y
‘sauds  Aq payeusq ¢/ soposida roypang ‘(98uer
SSISPO] ur A[qIssoJ soposido jo Ajrranas JO AJ119A3S s1eak (1
‘dn-morqo3 paonpax Aq pue Adouanbaiy —sypuowr 97) I9pIosIp Awojojoern (S1) (6861) 1v 12
Aq parp pey ¢/1 pargousq €/¢ JO INSEI[N  'SYHUOW 9 aanayye rejodrun ajyepneoqng Gl }9A0]
,S9UO druew
-odAy Aqreadss
‘sapostda Jo A3119A3s
pue Aduanbaiy ‘suondriosap oA13ds (£861)
paonpaz yr0dax ased pue SOEN| I9pIrosip Awojoyoern (6) meysg
ATuo syrodar ase) syuaned 1TV, syrodar eqory  'sieah G- aAnayye refodig ajepnedqng 6 2 PBOAOT]
9SIOM 98
ddueyd ou 9, 1¢
‘Juawasoxdurr - A3ojorsAydoiman
W3S %CT ‘SIVM (6£61) v 32
‘paroxduwr  'saTeds AJeuosIDg s33a1]
UDALS BLISJLID ypnw %6l Idd PUe SYAH Luorssaxdap “PYHIN
onsouderp oN ‘991J 9redg  aanpdadsorg opomau  Awojoonal  ({FT1) (0861)
-9[qrssod serq 1ayey -woydwiAs o461 reqoro jurod-¢  sypuowr (g pue dnoydAsd, drquuI| 9¢ INIED
9SI0OM
IO QWIes 9, €]
191399
sisouderp Iesp e AT317s 9,8¢
JNOYIIM S[enpPIATPUL "1919q aAnads
€ 9pnour SI[NSaY Arerdwod o, z¢ a[edg [eqo1H) -0I39Yy] Jopirostp  Awojoroeny  (6%2) (S661) 1v 12
"S9INSLAW PIL[FU0)) A1drewrrxorddy  jurod-g pajepyuo) ‘TedA poowr refodig, ajepnedqng ¥  SSD{3poH
sjudWIWO)) s)nsay sainseawr  dn-mofjog sisouger(q A1981ng sarras oyny
awodnQ ur ‘'oN

61



0 00 ©osioMm
L 08  SuoN (930 “sy8noyy
¢ I Tl uuw (Fg=u) ,s1BY10,
pN[OXa 0} INIJTP -on0xdur ‘SISELIPUOYD
9q Aewr 19pIOSIP 3118 -0odAy = s19y30)
rejodiq 10j eI T G juowr (fz=u) ,s19430,
dnsouderp uIRpouwr -onordwr  o8esn juawniesn) ‘(9=u) ,uorssaidap
mq uonerado-axd pPadIeIN aanperado-jsog aAnads [euonnjoAuy,, (1261)
Jsoposida oruewr @ ¢ (g 9d1-wo) Ayeded Junyrop -onY (5p=1u) SR
[ea1, pey jusned oN -dwAg 9[edg  ‘SIedh g 0} Juorssaxdep  Awojooeny  (012) 29 Uas|0
dIqissod serqidey O 1 A reqoro jurod-¢  sypuowr 91 JUSIINDIY, drepnedqng S/ -wong
ATyuedryTugdis
paaoxduwr sa100s
SAVH PUe SUID (1=u) 19pIosIp
uonjerado 0L « ¥ aarssaxdap
-3sod juswr 06 « ST ‘SAVH JUSLINDAI UorS9]
-SSasse [edTur]d ‘pasroxdur SAJID  oandadsorg (1=u) 19pIosip [eTpawx (2) (ze61) v 12
yuapuadapur 91008 JVO IVO ‘TedA aarssaxdop a19A9g -0}IqI0 Z yireug
09 SUON (=)
1 ¢ W31S *$1S9} 9ATIIUSZ0)) dTJOYIAS ],
d[qssod serq 2jey] (0 4 9IRIIPON TdNIN (LT=u)
USAIS BLIIID ¢ [ JUS[[AdXY dwod(  aA1adsor Juorssaxdap Awoy (89) (£z61) 1v 12
opsouderp oN d N reqoro yurod-g +S1824 ¥ OT}OINDN],, -on3ur) 1€ UunIejn
sjudWIWOo)) S)NSAY sainseawr  dn-mofjog sisouger(q A1981g sarras oyny
awodnQ ur ‘oN

62



(8861 “1v 72 uressnNE] "39) 9A0qe PAUIINO BJep dY} Ul PIUTLJU0D 3 0} PIAII[A] dIe
syrodax 1030 "(£61 ‘v 12 €39S01g) uorenge) Jo 1I0s SIy} 0} d[qeudwre jou sjuaned Awojoioer ajepneoqns jo sards ysiuedg [fews e
SI 219} pue (//61 ‘Iv 1o Asfreg ‘Awojoenon3ur) d1j0ej0aI1d)s A[[edTundd) J0U SI jng pajrodar usaq os[e sey SsaLas uerensny uy  g'N

“I9YI0 ‘O {Jeuonn[oAUl ‘T JUaIINdaI
~ “onoydAsd ‘J ‘dorjoanasu ‘N {(Ja1) aredg uorssarda pue Ajorxuy Teitdsoy ‘SqVH (3o1) Suruonounyg Jo JUSWISSIsSSY [eqo[o) ‘IVO

padueyoun g

‘paroxdur yonw g

‘JUowIEaI]
UM DTjewo}
-dwAse yuoned 1

uonyerado ‘Juawean)
-3sod sposids oruew aanjerado-ysod aAnpadsor
-od4y pey juened 1 ou yym dewo) aredg ‘s1eak G'¢ Awoy (2) (6£61)
‘A10393e0 9siom oN -dwihse syuanjed g reqoro yurod-y  —sypuowr 9 Juorssaxda(y, -ondur) /  UOJSUIM
sjudWwWo)) S)NSAY sainseawr  dn-mojq[og sisouger(q A1381mg sarras oymy
dwodnQ ur ‘'oN

63



puewap
[enxas paseardul
JuaISUeRI} 9sed |

swoydwAs renprsax

JURdYIUSIS YIIm
paaoxdwr ased |

-91qrssod serq 1a3ey ‘swoydwiAs (aA1y0ads Juorssaxdep  Awojojoen (£261)
dInseawt PITw Maj yim areog -0139Y] UM SISOINdU  djepnedqns (8) sadpuig
swoydwAs oN  poaaoxduur ased | reqoro jurod-g ‘1eak | [eUOISSaSq),  PopuaIxg 7 B BopIeg
arqrssod serq 1a3ey
usuodwod
aarssaxdap payrew sduner
e pey syuaned [y juswaAoxdut s9jou
"$}0BJU0D doy uryam 94,96 WOIJ eLISILID
juaned-no ‘saireu ‘ATuo jusuuyean; SIVM aA13oads II-INS uo
-uonsonb ‘sajou  sourULUTEW UO ] 1R -ony paunep Apandads Awoy  (g£2) (£861) v 12
WOIj UOHJPULIOJU] IO [[oM IdUIID 9% GT reqoro yurod-g9 ‘s1B9A 9'g -o191) (DO -ongur) 7€ aunueleg
S9100s AjoIXUR pue
uorssaxdop 130
erqoyd remos UMM Pa3e[2110d saInseawr
10§ P1qIoWod Aue SO04d-A §3429}}9-9PI5
‘uorssardop Jofewr  jo yuswaAoxduy -9ryord  aandadsorg
10J pIqIowod [[y  ‘dsuodsar ou 9,0 3oedwr ssauyig (sTeaayur
‘p10dax 3styeryohsd "$91008 uorssaxdug Jruow-9 (aIDs Aq pauyap
[e20] pue }0ejU0d SOO4d-A Ut [1e¥ [eqo[D [edruI)  je) dFeroAe I-TI-INSA) Awoy  (81) (S661) 17 12
auoyda[ay era ereq %SE< PeY %8¢ 1dd ‘SO0d-A  syruow §'9g adso -on3ur) 8T Toegq
sjudwuIo)) sjnsay sainseawr  dn-mof[oq sisouger(g A1381ng sarras oyny
dwodnQ ur ‘oN

I9prosip aAaispndurod

—9AISSISO 10J A1981NS0INIU D1J0LJ03Id)S WOIJ Bjep awodnQ g xipuaddy

64



3oeu0d Teuosrad
10 191397 “ouoydarer,

JSIOM SUON

‘pasroaduur jou og

-91qrssod serq 1a3ey ‘paroxduur
(uoryerado-isod r1eak AT31[s o7z (,poyrouwx
1) yuawaaoxduwr ‘paroaduur S,T[OSo1..)
dre[ pey jusned /1 yonuw 9,7¢ Awoy
‘uo pajerado 991y (A1083300 G)  2Amdadsorg S1sommau aarsnd -onsded (c8) (1861)
-91 a1oM syuanyed /1 -woydwiAs o, 1§ 9[edg [eqo[  'SIedA 7T -WO0d—3AISSSq(),, -OwIdY J, Gg  odezing
9SLAIDIP
0} papus}
UOTSIOAOIJUI pue
WISIDTI0INAU “AjITe
-U01SS9sqo “A3dIXUY
daoxdur
03 papus} Ol
"paryy ut pasoiduur (6=1)
ysteryoAsd  Ayoeded Sunyropn ‘1dd
juapuadapur -asdefar TININ
Aq awodmo 0} Aduapud) ON OI
[2qO[3 JO SaINSEaA "9SIOM QUON] ‘NAJ[[ I[SYPM  2A1Rdadsor]
"9WwIos Ut ured ‘paroxduur ‘2Inseawt ‘(93uer
IYSPM J[qeIdpISU0)) yonw o,z Ayoeded Junyrop, yruowr ,SIsoInau Awoy
‘A1931ms RIS "9[eds -GG-¥) [eUOTISSaSqO onsded (c€) (z61) v 12
snoraaxd pey sased ¥ -woydwAss o, 7p reqoro yurod-g  sypuowr G¢ oruoryd [eordAp, -OwIdY [, G¢ A913urg
SJUd WMD) S)NSAY sainseawr  dn-mojq[og sisouger(q A1381mg sauras oymy
dwodnQ ur ‘'oN

65



arqrssod serq 1ayey
"SoInseow
swiojdwifs 10 erIojLD
onsouderp oN

WJOTRI

fenueisqns, %ce
* Jor[er aa1duwod

‘(aures a3 paurewar Teau, 9,9¢ aA1pdads uorje[ndeod
10 pasoxduur 3so1) * Jor[a1 (A1083300 %) -0139Y] Syuaned -00Na| (06) (z261)
%61 Ut [1e} OI a[dwod, %67 d[ed5 [eqo[D)  s1edk gl [eUOISS9sqQ,,  [eX0IRMN 34 MOID
I[dININL 10 STV M UT
UOTRIOLISP ON
‘dn-morjoy e
padueyoun (/=u)
dnoi3 jonuo) (A3o1oypAsdomoau (£=1)
"9SIOM SUON TdININ “SIVM uorje[ndeod
‘(dnoid 110ddns [enos -00Na[
(10ssosse uonje[ndeod ‘Juowijear}) SaITeu [e20IINIA (6£61)
aq Aew 10119§01) ayj urjoung  -uopsanb eysog ;oandadsorg ‘(6=1) UOTSa[ S[g4n
arqrssod serq 1ayey uonjerado-jsod ‘(surewop ‘(s1eak -owIay [, 9 SuAsoD)
‘(reysod) pajyepriea  /-a1d swojdwiAs Ioj) a[edg ¢ a9uer) (paunep “Awojo3oen (12) (F661) 1v 12
jou sarreuuonsony)  ur [rey yueoyrudlg  woydwig jurod-9 s1eak / MI-INSA) aDO drepnedqng 91 sufsoD
juowr
-ssasse [ed130]
areds woydwAs 10 (1=u) -oydoAsdomap
PLIDILID SISOUZeIp ON juouweAoxduur wexo
"SOLI9S djerdpowr o H [esrdofoamaN
dWIOdINO S dunue[[eq (z=u) ‘Aouanpy
jo yred Ajqrssog juoweAoxdut [egQI9A-UON
suoydare} WSS %6T 'SIVM (6L61)
MITAIDJUI “S9}0U ‘(F=u) yuowr (A1083300 §)  2AmDadsorg S1soanau aarsnd Awoy (1%) v 32
uo paseq eye  -aaoxdur ou o,/ 3Teds TeqoD ‘Tedk | ~WI0D—dAISSISqQ),, -om3ur) / UunyI0))
sjudWwWo)) S)NSAY sainseawr  dn-mojq[og sisouger(q A1381mg sarras oymy
dwodnQ ur ‘oN

66



5389} Aypeuosiad
10 9AT)TUS0D ON

paSueydun 9,/°91

S9100G
uorssaxdo(g
PR3 EM
pue Ajerxuy

3SoJTURIA I0[AR],
"ejep UOISSIwpe
uonyerado-isog

“0,/°9 UL SjTen) ‘JuawaAoxduur ‘Juowr
Ayeuosad y3is W3S 9%,¢°¢e -)snlpe [ejrew
nq s[qersapun ‘Juawr pue I0M aAnodads
-9[qrssod serq 193ey  -oaoxdwir payrew ‘(K108338D -01}Y
‘passosse 10 231y wojdwds G Ppaje[juod) “wnwiruru Jsisomau  Awojopeny  (802) (Sz6T) v 10
ATy %¥9 A[uO IS %09 9[edS 1eqO[D  syjuow (¢ [eUOIssasqQ,, 9jepnesqng 81 adepjon
A13132q (past
2,06 Ur resr3doroyd -wopuer)
S9I100S ‘G’ I'D Ul -Asdoimap (z=u)
ardures Tews ITey yueoyrudig 9[edG IPIA Awoy
nq ‘zorradns aq ‘Juauaroxduur 29 UOj[Iwer] -onsden
Aewr Awojomnsden SIS 2%08 ‘AJD  2andadsorg (Z=1)
“dn-morpo3 ‘JuouweAoxduur (1083380 ) ‘sypuowr |, srsoanau aAIsnduwod Awoy (¥) (z861) v 12
I0J }OLJUOD [BUOSISJ payrewr 9,06 aTeds TeqoD FC—CI  —9AISS9sqoO druory),  -ondur) ¥ peispoq
SjUdWWo)) S)NSAY sainseawr  dn-mojq[og sisouger(q A1381mg sarras oymy
dwodnQ ur ‘oN

67



uorjerado

-3sod syuerjed ¥
~uoryerado-axd
pasifeuonnnsul
syuanyed ¢/
‘paazasaxd O

* 9SIOM, 9% /T A3oroyd
* JuowaAoxdwr -AsdonaN
ou, o411 "JUoWISSIsse
urejradun * yuawaroxduur yuonyed
eLISILID d13souler(] deIdpow,, 9%7Z aAT)Rlgng
‘Sodued [eUonI[OA * JuswdAoxdur “yuawr
/Teuonow pliw pue posprew,, o411 -SSasse IOA\  9A1dsor] Aoy
juarsuen} pey 9,¢c *, 9913 ‘(A10393€0 9) ‘syyuowr ,SIsoInau -onsded  (9171) (1961)
e ured 3oz -woydwids, op6¢ 9Tedg [eqO1D 08-%27 [euorssasqQ, -OuLIdY ], Q1 IQUISE]
syjuowr
9< }e UOISSIUWaI
pey dnoid Kyoeded
1SIOM PIp A[uo  juswieas} Jo 9,0¢ SIom pue (paronuo0)))
UOTS3[ 9je[n3uUr)  Searaym ‘sypuour reordojoyoAsd (L1=1)
‘uorssaxdop  9< 103 uoISSTWIAI -0INdau ‘SIYM paurquio)
pue £jarxue jo Ul S[OIJU0d Ou Id9 ‘(urod-/1) ‘(g=u)
yuspuadapur swoy " 9SIOM,, 9G] SOO9-A ‘14 ATuo uorsa|
-dwifs aatsindwoo - d8ueyp ou, o,c7 ‘SVH ‘ASyH) [erpaw
9AISSasqo ur aduey) * JNJqnop MOTAIUIL -031q10
‘(eyep TMJ £1) ATy IO P[IW,, %¢€7  PRINIONIS-TWRS aAndads “(9=u) Auo
POMBIIAIIUT SIOM * Juowaaoxdwr ‘(A10393€0 9) RORAEN| (erraLd Awoy (92) (g661) 1V 12
syuaned g1 AuQ SNOIAQO,, %8¢ 9[edS [eqO[D 's1eak 0T I-III-INSA) dDO -on3ur) 9¢ Aey
sjudWIWo)) s)nsay sainseawr  dn-mogjog sisouger(q A1981ng sarras oyny
dwodnQ ur ‘oN

68



(F661) Snpury

Aq pajonb Apmg DO-SAdD
‘pajou saduanbasuod ,osuodsar [eny IDON  2Anadsorg Awioy ;) (1661)
JSIDAPE IDAIS ON -duoq e, %7F ‘'SDOI-A ‘1edh T ano  -omdur) €7 Uex 3 BN
syuonyed Awoy
-omnsded Aqreadss

a8ueyd Ajeuosiad (sdo ¢)

pue uolsnjuo) ¢ ¢ UON yurod Awioy

dIqrssod seiq ey T T W31S G 9reds Jur -ongur)

‘pasn A10393ed (0 ¢ 9JBISON  -uonduNy Je0g  A1ddsorg ‘(sdo Q)

LISIOM, ON (0 T pooo ‘yurod ‘(sxeak Awoy
'sasouderp (0 [ JUS[[PIXY G 9[eds juowr G- d3uer) s1soanau aaisnd -omnsded (¥2) (z261)
piepuejs-uoN  [DdD -oroxdur Terauan) s1eak ¢ -UI0D 9AISSASqQ),, -ouLIaY . 01  Szaqumy

(5=u)

rerpaw

-0IjUdA pue

UOTSUD}Xd

Auo SuoTS9[ [erpaur resioq

-OIJUSA PUSWWOISY] (g=u)

‘sadued Terpaw

aAnyeIaAdsIad IININ -OIJUdA

moys sdnoid vy '$3s9) A307100 pue [ejerns

“uonOIppe swoydwids ur -AsdoanaN aA13oads -OIJUD A

UIIM pajerdosse juawaAoxduur ‘SaInseaw -onYy ‘(9=u)
SUOTS3] %0G Parewnsa y10dar o8 srealk I-TI-INSA ferpow  (z9) (8661) 1V 12
[e3eLnSOIUL A syuared Jo 9,0/ SO04d-A <91 aso -OIUs A 91 ILI]
sjudWWo)) S)NSAY sainseawr  dn-mojq[og sisouger(q A1381mg sarras oymy

dwodnQ ur ‘oN

69



syuowirrodxa
uonenuns

‘swoydwAs aarsynd 01
-W0D-eUOISSISqO ‘yuowaAoxdur IININ  "oandadsorg
ynm syuanyed WSIS %¢ee  "S3S9) Tedr3ojoyd ‘(98uer
91/11 I9yng ‘Juaw -Asdoman ypuowr F6—G)
ur Juowasordwr  -oaoxdwr payrew ‘91edg aderone JSyuaned aarsind Awoy (S2) (cz61) v 12
STYUMUIIOM, 10 [[@M 9,/9 reqoro yurod-9  syjpuowr g1 -WOD—dAISSISqQ,  -omn3dur) ¢ IDKN
1094 T "0 s1edk
g Je saInseaw
W0d)NO UT SDU
-I9JJ1p JuedYIUSIS
ON ‘(pasearour
o,¢7) uonyerado
‘uoryewt -o1d yym
-IoJur YNy oN  paredwod sa100s AUID Awoy  (sor1as
‘dn-moq[0o3 QI JID poseardep ‘(dnr0qe se)  aanodadsord (1193110 omsded awes) (vF61) [V 12
03 3s0] syuaned ¢ PeY %L 9[edS Teqo[D 'steak g Y-TI-INSA) dDO -OULIBYT, ¢C SNpUiiN
uorssaxdap
jo saposida
IDYMNJ pey o¢¢ uonjerado-ysod
‘Tensn ured JYSOM  S9I00S ISI[EULIOU (98FT “TOUXH) SIS9)
ynm Arourowr 1ood 0} SpUd} S  YoeysIioy A SIXY
pey s1algns 9,971 ‘T uonerd (YD) SeInseswr
‘paIny aroMm o6z -do-ysod “uonjera swojdwAig
"SS9} -do-axd A sixy  *(JSY) yuowssasse
ge[ UO UOTJBIdAIS ‘A10397300 Ayreuosia g
-12d pamoys 9,06 juawdAoxdwr (A10397€0 Aoy
dpwINS | padIew 10 931) G pajepguod)  aandadsoxrd (erroyrd omsded (¥2) (1661)
d[qrssod serq xajey  -woydwAs ur 9,09 935 1eqo[D s1eak g Y-TI-INSA) dDO -OULIDY], 01 SNpUiiN
SjUdWWoO)) S}NSAY sainseawr  dn-mofjog sisouder(q A1381ng  saras oymy
awodnQ ur ‘oN

70



(syurod
9'7 93eroAe)
paaoxdur

$31008 YD

(3stmpenAsd
Surrreyax Aq) areds
andofeue [ensip

‘(9s10M Suou) (D[ dur) Ardpeq uors9[
G9—0¢ uonerddo OLI}PWOYDAS | [erpawr
uonerado  -3sod ‘Gg—¢ o8uer SAvH -031q10
-3sod 10ssasse uonyerado-axd QAJID 2anadsorg o1300) (2) (Ze6l) 1V 12
yuapuadepur Suner JvoO IVO “TeA ano -09191G o yjreug
(T=1)
paSueyoun og
"(01=u)
yuowaAoxdwr
adueyd W31s %9
renmpoEIut oN  ('g=u) pasroxduar *9A130ds
98ueyd Ajreuosiad yonuwr 9,1¢ -0139Y] ALyorxue Awoy
d[qearsapun oN ‘(6T=U) 9913 3OS 12q01D ‘s1eak g Uim 9ye)s aarsind -ornsded (8¢€) (6261)
-9[qrssod serq 1ayey -woydwAds o,0g jurod-g  —sypuowr g -W0D—3AISS3sq(),, -owLIdY |, Q¢  ISpuelAy
(1=1)
ssoupairy  padueydpun o,cT
pue aAnenIur (z=u)
JO uondNpaI juswaAoxdwur 1d9
Jo uonedrpur y3rg W3IS %6¢ Ol
-9[qrssod serq 193y  ‘(g=u) paaordwr -arnseswr Ajarxue
‘(swoydwids ypnw o6z punodwodnnjy  9A130adsorg JAyoxue Awoy
drqoyd pey [re) (¢=u) 991y "9[edg [eqo[D) sqpuowr  ypm ageys aaisind  -omnsdes (31) (6£61)
Sasouderp paxIA -oydwifs o467 jutod ¥ 976 -WO0d—3AISS9Sq(),, -ewrwen) [/  IopuelAy
e (]g) S)NSAY sainseawr  dn-mojq[og sisouger(q A1981ng sarIas oymy
dwodnQ ur ‘oN

71



Awojomn3umn ‘1D ‘Awojomsded ‘D) (jo1) SIsouder(] 10J MIIAIIU] [EITUI]D) PAINPNIS ‘(1DS

oSealoul 03}

papua) sa102s O
", 9s1

’

-[ewIOU, 0} Papua)}
$9100S TJININ

(1=1)
juowaAoxdwr
W31s %0¢
‘(=u) aTedg ATOWIN
juawdAoxdwur ID[SYIIM
sururerdrwop paxIew %09 IdNIN (z861)
pm uorjerado-axd (‘1=u) 2313 "3[edg [eqo[D)  2AnRdadsoig (erxa1md DAY 4Aq Awoy (9) UUuoH
pajean) jou syuane] -woydwAs o0z jurod ¢ ‘S1e9A /- pauygap) aDO -omngur) ¢ 2 uddip ~
[N
(cr=u) 9e1
asdepar o406
(T=u) 3sI0M %G
drerduwoour (9=u1)
19s ordures padueypun 9,0¢
101 JO °4,0T (¢=u) SjuauwI}eaI}
"SaInseawr yuouwraAoxduur uornjerado-3so
wojdwAs oN W3S 9,02 2insedd
‘SUIUOW G UMM ‘(g=u) 10y Ayoede)
PRI2A0D3I 9,06 juaweAoxdur ‘Ayoeded aA1ads (1£61)
23ueyd padrewr 9,07 3un{Iopm -onY qsIIeD)
Ayreuosiad o, T ‘(4=u) 2213 "9[edg [eqoro) ‘S1edA § JS1somau  Awojoyen;  (017) 29 U3s|O
"SSUPAIT} 9% [T -woydwAs o,6¢ jurod ¢ —syjuowr 91 [euorssasqQ), diepnedqng 0C -woxg
SJUdWWO)) S)NSAY sainseawr  dn-mojq[og sisouger(q A1981ng  sarIas oymy
awodnQ ur ‘'oN




Agauaq

amseawr  OU IO I[N, %9T uon
woydwAs oN - Jor1 93ordwod -en3eod
“IeaOUN Ieau, 9% I1¢ aA1pdads (s1eah g¥F1 -0ono9[
eLIDLID dnsoudei(] " Jorar (A1083300 %) -01Y uoneInp uesw) [e203 (1%) (£261)
-9[qrssod serq 1ayey ardwod, o,9¢ a[eds [eqorD)  s1eak 7I-¢ JAjomxue a19A9g,, -OMIA 154 MOID
(1¥=u) UOTjeuruexa
uo pajerado-ax (1=u) ,pauru [esr3oromaN
SILIaS A[OYM JO 9,97 -I9)9pun,, 9¢c¢ ‘Aouanyy
-91eds woydwids oN (z=u) [eqIaA-UON SIsoInau £jarxue
“BLID)LID Juowaaoxdwr SIVM  2anpdadsorg arqeqoad 10 Aoy (1%) (6L61) 1V 12
onsouderp oN djerdpowr, 9,/9 "9[edg TeqO[D)  ‘SYpuowr g sIsoamnau A1RIxXuy, -orndur) o unj10D
erdardnuay 9,£0°0>
‘Asdarida o1
‘SaInseawt
woydwiss oN
CYNSRETs CleRSEN | aA10ads
‘12103 -onay
JO INO passasse Jpasoxduur ‘(98uer
A1y %es ATUO Apyrew SIVM  stedk gg-7) yprxue past Awoy  (g£2) (£861)
-9[qrssod serq 1a3ey 10 A3, 908 *9[edg Teqo[D) s1eak ¢'g  -[erduald 10 dIqoY ], -ongur) 1 aunueleg
SjuaWWo)) S)NSAY sainseaw  dn-mojq[og sisouger(q A1381g sarras oymy
awodnQ ur ‘'oN
Ayarxue

dDO-uou 10J A193INS0INAU D1}0L}0913)S WoIJ ejep awodm( ‘¢ xipuaddy

73



JA[reuoisesdo
ssauuayodsino

$9100s wojdwiAs

W31s ‘“A3reysor priwr,  uo juawesoxdwr saInseawr
(eLILID drsouder(] jueoyTudIg 1eo130701S Ay J
‘pajeurwut[a 9SIOM %/, ‘SIVM
jou seiq 1aey "9[eds [eqor TN (9261) 1v 12
‘Aoanyerado uo jred ur 9,6 ‘SYH  2anpadsorg s33o1]
-o1d syuanyed * paaoxdur "9[edg Ayrxuy ‘sypuowr J(d190yd 10 Awoy -TPYIA
dWIOS Ul 9snsru ATpayrewr 1SoJTURIA IO[AR], 0C pue 3unreory 9a13) -0ona]  (8%1) (0861)
[oyoore 10 Sni(q 10 A3, 9%8T *9[eds [eqoro) SyooM 9 Ayarxue odruony)), dIquuI Vi Ao
(1=u) Jo1[21 OU IO
Auo sajou  y31s, %S (=)
Uo paseq S}Nsal  ,JOI[@I9)eIdpou,,
— SMITAIDJUI ON %0G “(1=u) aA1ads
‘paoeny syuaned o,gg | JOI[AI padIeW IO -0} Awojoen  (987) (Se6l) v 12
(eI dnsouder(] Aordwod,, 046Gz "A[uo aeds [eqo[D)  ‘SYpuowr 7| JApxuy, ajrepneodqng ¥ ssp3poll
sadueyd [euonIoA
/Teuonows pru ordures
pue juaisuern} o,¢G paazasaxd O]  -qns ur saanseawr
o€ ured S s Jood, o ¢e¢ woydwidg aandadsorg Awoy
“ure3ra0un ATef, 90F Areneq aAntudo)) ‘syjuowr -onsded  (9171) (1961)
PLIDILID D13souder(] * poo3,, %0z *9[eds [eqorD) 08-F¢  ,SISOInau Ajpmxuy, -OWLIdY I, G IQUISL]
Asdaqida 9,77
98ueyd Ajyeuosiad
pamoys 9%/9
*$1593 Ajeuosiad MITAIDIUL
IO 9ATIIUS0D ON] “I91_q PIP SIIqoYJ SJIOM 120G aAndads
aATp0adsoney Apayrew,, "9[edg Ayrxuy -0139Y] A3emxue d1qoyg
‘poassasse 10 A[My,  IS9JTUEIN Io[Ae], syjuowr ‘Aorxue pue  Awojopery  (807) (SZ6T) v 12
Ay %59 Aluo  pasoxdwr 9,679 "9[eds 1eqo[D ¥9-0¢ UoIsua)} STuoIyy, 9jepnesqng vz adepjon
SJUdWWO0)) S)NSAY sainseawr  dn-mojq[og sisouger(q A1381mg saras oymy

dwodnQ

74



uorssaxdap jo
saposida 1ayyany o,c¢
* Jensn, ure3 Jy3opm
‘Arowrawr 100d

Apoanyerado
-3sod Tewzou
aI10wW 31005 IS
*991y

pey spalqns 9,97 -woydwihs %,0g (I-III-INSQ)
PaI %6C "9[edS 1eqO1D ds3 "1op10sIp Ajarxue
"$1$9} e[ UO uoneId uo ,pasoxduur IV pasI[eIauaD) Auioy
-A3s1ad pamoys 9,06 A[paxrew ‘AJD  2anpdadsorg ‘erqoyd [erog -onsded (¥2) (1661)
‘pafforuodun 10 A[NJ, %€6 "9[edG [RQO[D)  SYUOW ] ‘erqoydoredy -owIay [, Al snpury
(Awojornsded
Aqreroadsa) (sdo q1)
a8ueyd Ajeuosiad Awoy
awos pue sjyusned djeIopow °o,¢7 Juowaaoxdur -ongur)
WIOS Ul UOISNJuo)) ‘poo8 9,8 [ePuan), aAndadsorg ‘(sdo )
-91qrssod serq 1ayey “JUI[[OIXD 9% €T * Suruornouny ‘(uerpaw Awoy
‘sasouderp  ‘suonerado yjoq [€I00S JO [9Ad T, s1eaf ¢) -omnsded (92) (z261)
pIepuels UoN pey sjuaned g "S9[eds Teqo[D) s1edk g1  ,SIsoinau AjRIxuy, -ouLIaYy |, €1 Smaqumy
JoIqesorpaxd(un)
UOT)OLdI dNSSI],
"QWOIPUAS
9q0] [RIUOL %EE .ddD0-uou saInseawt (4-I1-NSA)
-ondney 9,ce ym syusned 1O pPue RIN I9pIOSTP Awoy
dwodno orenpAsd ur s)[nsaix *9[eos Suner  aapdadsor]  AjoIXUe PIsI[eIouDq) -omnsded (11) (S661) I¥ 2
UM PIUIdUOD JON K1030e38TIRSUN,, paysiqessy,  s1eek G- SIOPIOSIpP dIqOY ] ewren) 9 wonsYry
sjudwuIo)) synsay sainseaw  dn-mof[og sisouger(q £1381ng  sauas oymy

2u1ooINQ

75



Ssoupall} pey 9,1¢
‘ure8 y3rom pey o,/

aA130ads
-0}y

93ueyd Ajyreuosiad 9SIOM JUON syuowjean} ‘(sreak § pue
peyY 123103 JO % %1 ‘yuawaAoxdwr aanerddo-ysog  syyuow 91
-93ordwodur 395 dWOS %7 Iom u29M39q (1261)
ardures [e303 Jo 94,07 “yuowr pue ainseard %08) (uorssaxdap J[sIIR)) 2
‘samseawr  -aAoxdwr pasrew 10y Ayede), wnwiun - dgoinau durpnpur)  Awojopen  (0T7) uas|0
woydwds oN 10 d391dwod o 1§ "9[edg [eqO[D)  Syjuow 9T Jreis APIxuy, djepnedqng 9% -wong
,SSUpPAIT} pue dAT}
-TIUL JO uOnONpar  padueypun, %p| Idd
Jo uonedIpur JII[S,, * paaoxdur ‘O1 aAndads
"ure3Iadun yonw, o,67 ,2Inseauwr Ajorxue -onYY Awoy
PLIDILD DTISOUIeI(] 9913 punodwodnn, ‘sypuow -onsded 1) (6£61)
-9[qrssod serq 193y -woydwids, 9,/G *9[edg Teqoro) 97-6 JSerqoy,, -ewrwen) /  IdpuelAy
191399
ATyuedryrugis
$9SED T Ul SUOTSI] S9I00S YD (I-TI-INSQ)
[edrnouwwAS Yy *9[edg Teqo[D "I9PIOSIp Ajorxue
“UDAIS3 SIsOp uo , pasoxdur VDO aAndads PpasIfeIauan) Awoy (£861)
uonerper d[qerrep ATpaxprew ‘SAID SO EN | “erqoyd [emog -omnsded (8) wons3iag
2A109dson oy 10 AT, %1/ "9[edg [eqoro) ‘s1eak / ‘erqoydoredy -ewIuren) / I Snpuipy
SJUd WMD) S)NSAY sainseawr  dn-mojq[og sisouger(q A1981ng sarras oymy

dwodnQ

76



Appendix 4. Consultation prior to report

We took evidence from the following individuals and groups. We are most
grateful to all of those below who gave up their time to come and speak to us.
Many of the points that were made to us have been incorporated in this report.

It is important to note that the evidence we received from MIND was that there
was absolutely and emphatically no place for neurosurgery in the treatment of
mental disorder. The inclusion of their name below does not in any way mean
that they endorse this report.

Dr William Barker Consultant Psychiatrist
Hadprian Clinic
Newcastle upon Tyne

William Bingley Chief Executive
Mental Health Act Commission
Maid Marian House
56 Hounds Gate
Nottingham NG1 6BG

Dr Paul Bridges Consultant Psychiatrist
Maudsley /Kings College Hospital
London E5 9RS

Professor Stuart Checkley Consultant Psychiatrist
Maudsley /Kings College Hospital
London FE5 9RS

Alison Cobb Policy Officer
MIND
15-19 Broadway
London E15 4BQ

Dr Desmond Dunleavy Section 57 Panel Member
Mental Health Act Commission
Maid Marian House
56 Hounds Gate
Nottingham NG1 6BG
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Dr George Fenton

Dr June Gilchrist

David Guiness

Dr John Gray

Dr Max Harper

Dr Robert Howard

Professor R. J. McClelland

Professor Per Mindus

Professor Karel de Pauw

Department of Psychiatry
Ninewells Hospital
Dundee DD1 9SY

Clinical Neuropsychologist
Dundee Neurosurgery Team
Dundee Royal Infirmary

Manic Depression Fellowship
7 Woodside Crescent
Glasgow G3 7UL

Neuropsychologist
Hadrian Clinic
Newcastle upon Tyne

Chairman to Consent to Treatment Group
Mental Health Act Commission

Maid Marian House

56 Hounds Gate

Nottingham NG1 6BG

Senior Lecturer in the Psychiatry of Old Age
Section of Old Age Psychiatry

Institute of Psychiatry

Camberwell

London SE5 8AF

Professor of Mental Health

The Queen’s University of Belfast
The Whitla Medical Building

97 Lisburn Road

Belfast BT9 7BL

Dept. of Clinical Neurosciences
Karolinska Hospital & Institute
S-171 76 Stockholm

Sweden

Pinderfields General Hospital

Aberford Road
Wakefield WF1 4DG
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Appendix 5. National survey of neurosurgery for
mental disorder

Dear ...

The last national survey of neurosurgery for mental disorder was conducted
Twenty years ago (Barraclough & Mitchell-Heggs, 1978). A working party of the
Research Committee of the Royal College of Psychiatrists is compiling a report
about contemporary practice in the UK in this field. The intention is to produce a
report later this year that reviews the current system of care for this group of
patients and will aim to evaluate the wider clinical framework (e.g. by making a
comprehensive literature review of efficacy and adverse effects).

Information about current activity is therefore vital to our task. Could you fill in
the following short questionnaire and return it to us within the next few weeks?

1. What operation(s) are performed at your Centre? (Please state the name of
the procedure, the exact target site and the method of lesioning.)

2. Could you fill in the following table about recent activity? (i.e. no. of

cases)
Bipolar Obsessive—  Other Other
Depressive  affective compulsive  anxiety diagnoses
Year  disorder disorder disorder disorder (Please state)
1994
1995
1996
1997
1998
1999 to date
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3.  What is the procedure for referral?

4. What is the procedure used for pre-operative assessment? (Please enclose
any protocol or give information about psychometric and clinical
assessments, etc.)

5. What is the procedure used in post-operative assessment? (Please enclose
any protocol as above).

6. Which personnel are involved in the service you provide?

7. Do you have a protocol for reoperating (second operations)? If so, please
specify.

8. Number of second operations per year?

Many thanks for completing this questionnaire.
Yours sincerely
Dr Chris Freeman , consultant psychiatrist, Chair of Neurosurgery Working Group,

Royal College of Psychiatrists
Dr David Crossley, SPR in Psychiatry
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Appendix 6. Saggital section of brain showing sites
of four main neurosurgical operations for mental
disorder

CINGULLM BUMDLE

CINGLULATE GYRLIS

CLFACTORY
BUMDLE

HIPFOCAMPUS

HIFPOCAMPAL GYRUS

HEY

1, SUBCALRDATE TRACTOTOMY
2, LIMEIC LEUCOTONTY

3. ANTERIOR CAPSULOTOMY
4. CINGLULOTOMY
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