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for psychiatric illness. Furthermore, our usefor psychiatric illness. Furthermore, our use

of random-effects regression models con-of random-effects regression models con-

trolled for further unmeasured individualtrolled for further unmeasured individual

characteristics that are stable over time.characteristics that are stable over time.

Our finding of a modest but robust effectOur finding of a modest but robust effect

is meaningful and therefore clinically im-is meaningful and therefore clinically im-

portant, especially when combined withportant, especially when combined with

other small effects. Further research intoother small effects. Further research into

determinants of quality of life will providedeterminants of quality of life will provide

other levers of change for improvement,other levers of change for improvement,

which are unlikely to be staff-ratedwhich are unlikely to be staff-rated

symptomatology (Lasalviasymptomatology (Lasalvia et alet al, 2002)., 2002).

We agree that interventions to improveWe agree that interventions to improve

mental health will have an impact onmental health will have an impact on

patient-rated unmet need, which in turnpatient-rated unmet need, which in turn

(as we demonstrate) will improve quality(as we demonstrate) will improve quality

of life. However, the advantage of identify-of life. However, the advantage of identify-

ing a modest but robust causal relationshiping a modest but robust causal relationship

is that it highlights the importance of ais that it highlights the importance of a

more comprehensive approach to meetingmore comprehensive approach to meeting

needs. Mental healthcare that focuses ex-needs. Mental healthcare that focuses ex-

clusively on treating psychiatric illness canclusively on treating psychiatric illness can

risk neglecting the importance of otherrisk neglecting the importance of other

consequences of mental ill health, such asconsequences of mental ill health, such as

discrimination in travel (Driver and Vehiclediscrimination in travel (Driver and Vehicle

Licensing Agency, 2005), insuranceLicensing Agency, 2005), insurance

(Association of British Insurers, 2003) and(Association of British Insurers, 2003) and

debt (Meltzerdebt (Meltzer et alet al, 2002). Mental health, 2002). Mental health

services that also address a wide range ofservices that also address a wide range of

health and social needs (as, for example,health and social needs (as, for example,

assessed in our study by the Camberwellassessed in our study by the Camberwell

Assessment of Need) are more likely toAssessment of Need) are more likely to

improve quality of life.improve quality of life.
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Abstinence-oriented treatmentAbstinence-oriented treatment
for opiate addictionfor opiate addiction

SmythSmyth et alet al (2005) reported outcomes of(2005) reported outcomes of

abstinence-oriented in-patient treatmentabstinence-oriented in-patient treatment

for opiate users at 2–3 years and found thatfor opiate users at 2–3 years and found that

23% of patients were abstinent for the pre-23% of patients were abstinent for the pre-

ceding 30 days according to self-reportceding 30 days according to self-report

without methadone maintenance. At thewithout methadone maintenance. At the

start of the treatment 49% had injectedstart of the treatment 49% had injected

heroin. There was, however, a group ofheroin. There was, however, a group of

patients who were truly abstinent: thosepatients who were truly abstinent: those

who had died.who had died.

Of the 109 patients who had beenOf the 109 patients who had been

located out of the original 149, 5 had died.located out of the original 149, 5 had died.

The total expected number of deaths fromThe total expected number of deaths from

the original sample would therefore bethe original sample would therefore be

closer to 7, but would perhaps be evencloser to 7, but would perhaps be even

higher if we assume that those lost tohigher if we assume that those lost to

follow-up led more ‘chaotic’ lifestyles. Thefollow-up led more ‘chaotic’ lifestyles. The

authors rightly note that abstinence-authors rightly note that abstinence-

oriented treatment is associated withoriented treatment is associated with

accidental overdose (Strangaccidental overdose (Strang et alet al, 2003)., 2003).

In Glasgow, before the advent of super-In Glasgow, before the advent of super-

vised consumption, rates of methadone-vised consumption, rates of methadone-

related overdose were around 2.5 per 100related overdose were around 2.5 per 100

treatment-years. This rate fell to less thantreatment-years. This rate fell to less than

0.5 per 100 treatment-years (Advisory0.5 per 100 treatment-years (Advisory

Committee on the Misuse of Drugs, 2000)Committee on the Misuse of Drugs, 2000)

after the supervised consumption of metha-after the supervised consumption of metha-

done was introduced. Supervised metha-done was introduced. Supervised metha-

done consumption is known to bedone consumption is known to be

effective in reducing the risk of overdoseeffective in reducing the risk of overdose

and there is a dose-related effect in reducingand there is a dose-related effect in reducing

mortality, with doses over 75 mg beingmortality, with doses over 75 mg being

more effective than doses below 55 mgmore effective than doses below 55 mg

(van Ameijden(van Ameijden et alet al, 1999). Methadone, 1999). Methadone

also reduces the risk of injecting; this inalso reduces the risk of injecting; this in

turn reduces viral transmission, which isturn reduces viral transmission, which is

the other significant risk of increased mor-the other significant risk of increased mor-

tality among drug users (Dolantality among drug users (Dolan et alet al, 1998)., 1998).

However, the attitude of treatmentHowever, the attitude of treatment

agencies towards extended maintenance isagencies towards extended maintenance is

changing in the direction of delineatedchanging in the direction of delineated

treatment episodes (National Treatmenttreatment episodes (National Treatment

Agency for Substance Misuse, 2005). InAgency for Substance Misuse, 2005). In

these days of crack cocaine, the belief thatthese days of crack cocaine, the belief that

methadone treatment works (Gossopmethadone treatment works (Gossop et alet al,,

2003) and saves money (Godfrey2003) and saves money (Godfrey et alet al,,

2004) has diminished. This is despite2004) has diminished. This is despite

evidence for interventions such asevidence for interventions such as

contingency management and cognitive–contingency management and cognitive–

behavioural therapy using substitutebehavioural therapy using substitute

prescribing (Rowan-Szalprescribing (Rowan-Szal et alet al, 2004)., 2004).

Of course, abstinence should be aOf course, abstinence should be a

potential goal of drug treatment. Decidingpotential goal of drug treatment. Deciding

those patients for whom abstinence-those patients for whom abstinence-

oriented treatment is appropriate, and theoriented treatment is appropriate, and the

risk of such treatment, is more difficult.risk of such treatment, is more difficult.

There is no reliable evidence for matchingThere is no reliable evidence for matching

patients to optimal treatments in addiction.patients to optimal treatments in addiction.

However, those who inject, isolated usersHowever, those who inject, isolated users

and alcohol/benzodiazepine co-users areand alcohol/benzodiazepine co-users are

all over-represented in the morgueall over-represented in the morgue

(Warner-Smith(Warner-Smith et alet al, 2001). Risk awareness, 2001). Risk awareness

might well be a reasonable first step and formight well be a reasonable first step and for

many abstinence might be more dangerousmany abstinence might be more dangerous

than desirable.than desirable.
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Author’s replyAuthor’s reply: I agree with Critchlow &: I agree with Critchlow &

Nadeem that abstinence-based treatmentNadeem that abstinence-based treatment

may only be appropriate for a minority ofmay only be appropriate for a minority of

opiate-dependent patients and that riskopiate-dependent patients and that risk

awareness is an essential first step for bothawareness is an essential first step for both

patient and treatment provider. There is anpatient and treatment provider. There is an

increased risk of accidental overdose in theincreased risk of accidental overdose in the
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weeks following discharge from abstinence-weeks following discharge from abstinence-

oriented residential treatment.oriented residential treatment.

In common with centres in Britain andIn common with centres in Britain and

Australia, addiction treatment services inAustralia, addiction treatment services in

Dublin are oriented towards harm reduc-Dublin are oriented towards harm reduc-

tion. However, there is no conflict betweention. However, there is no conflict between

a goal of harm reduction yet continuing toa goal of harm reduction yet continuing to

provide patients with the option of anprovide patients with the option of an

abstinence-based treatment such as thatabstinence-based treatment such as that

examined in our study. In all medicalexamined in our study. In all medical

specialties, doctors are charged with thespecialties, doctors are charged with the

responsibility of weighing up the advan-responsibility of weighing up the advan-

tages and disadvantages of varioustages and disadvantages of various

treatment options. There are many circum-treatment options. There are many circum-

stances in which patients will have tostances in which patients will have to

choose between a more conservative treat-choose between a more conservative treat-

ment option and a more aggressivement option and a more aggressive

approach with a higher risk but a greaterapproach with a higher risk but a greater

reward.reward.

In the case of opiate dependence, bothIn the case of opiate dependence, both

clinicians and patients in Dublin are fortu-clinicians and patients in Dublin are fortu-

nate to have the option of both methadonenate to have the option of both methadone

maintenance and abstinence-based treat-maintenance and abstinence-based treat-

ments. Although there are real risks of acci-ments. Although there are real risks of acci-

dental overdose associated with the latter,dental overdose associated with the latter,

we believe that in a therapeutic relationshipwe believe that in a therapeutic relationship

that is collaborative and respectful, thethat is collaborative and respectful, the

patient should be given the choice. Denyingpatient should be given the choice. Denying

them the choice of an abstinence-basedthem the choice of an abstinence-based

treatment would represent a retreat to atreatment would represent a retreat to a

paternalistic approach to medicine whichpaternalistic approach to medicine which

was so commonplace a generation agowas so commonplace a generation ago

and which is criticised by patient groups to-and which is criticised by patient groups to-

day. At the other end of the spectrum, thereday. At the other end of the spectrum, there

are many countries where patients areare many countries where patients are

denied, or have very restricted access to,denied, or have very restricted access to,

methadone maintenance treatment (Kakkomethadone maintenance treatment (Kakko

et alet al, 2003; World Health Organization,, 2003; World Health Organization,

2004). This has occurred when treatment2004). This has occurred when treatment

options have been determined by politiciansoptions have been determined by politicians

instead of clinicians and decisions have un-instead of clinicians and decisions have un-

fortunately being driven by ideology ratherfortunately being driven by ideology rather

than evidence.than evidence.
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Diagnostic stability and statusDiagnostic stability and status
of acute and transient psychoticof acute and transient psychotic
disordersdisorders

We read with interest the article byWe read with interest the article by

Pillmann & Marneros (2005). Acute andPillmann & Marneros (2005). Acute and

transient psychosis is a common clinicaltransient psychosis is a common clinical

presentation in the developing world. Wepresentation in the developing world. We

retrieved medical records of all patientsretrieved medical records of all patients

with psychotic disorders (F06.0–06.3,with psychotic disorders (F06.0–06.3,

F20–29, F30.2, F31.2, F31.5, F32.3,F20–29, F30.2, F31.2, F31.5, F32.3,

F33.3) who attended our unit from 1F33.3) who attended our unit from 1

January to 30 September 2003. There wereJanuary to 30 September 2003. There were

87 patients (13.9%) with a diagnosis of87 patients (13.9%) with a diagnosis of

acute psychosis (ICD–10 F23). The major-acute psychosis (ICD–10 F23). The major-

ity were young adults (mean age 29.75ity were young adults (mean age 29.75

years, s.d.years, s.d.¼10.95), male (52%) and with-10.95), male (52%) and with-

out a history of precipitating stress (71%)out a history of precipitating stress (71%)

or similar illness (93%). The mean durationor similar illness (93%). The mean duration

of follow-up was 13.2 months (s.d.of follow-up was 13.2 months (s.d.¼11.7).11.7).

The diagnosis was revised to affective dis-The diagnosis was revised to affective dis-

order in 8 patients (9.2%), schizophreniaorder in 8 patients (9.2%), schizophrenia

in 23 (26.4%), and 10 patients (11.5%)in 23 (26.4%), and 10 patients (11.5%)

presented with recurrent episodes of acutepresented with recurrent episodes of acute

psychosis.psychosis.

The high drop-out rate has been attri-The high drop-out rate has been attri-

buted to a good response to antipsychoticbuted to a good response to antipsychotic

medication, spontaneous remission and/ormedication, spontaneous remission and/or

preference for indigenous treatmentspreference for indigenous treatments

(Raguram(Raguram et alet al, 2002). Most studies of, 2002). Most studies of

acute psychosis have small samples (Susseracute psychosis have small samples (Susser

et alet al, 1998; Marneros, 1998; Marneros et alet al, 2003; Pillmann, 2003; Pillmann

& Marneros, 2003; Singh& Marneros, 2003; Singh et alet al, 2004) and, 2004) and

there are no large long-term follow-upthere are no large long-term follow-up

studies of acute psychosis from thestudies of acute psychosis from the

developing world.developing world.

The introduction of the categories acuteThe introduction of the categories acute

and transient psychotic disorders in ICD–and transient psychotic disorders in ICD–

10 and brief psychotic disorder in DSM–10 and brief psychotic disorder in DSM–

IV has allowed for coding of patients withIV has allowed for coding of patients with

a single episode of illness. However, therea single episode of illness. However, there

is also a need to categorise people whois also a need to categorise people who

present recurrently with such episodes.present recurrently with such episodes.

Future classification should consider suchFuture classification should consider such

a category.a category.

Acute psychotic presentations can beAcute psychotic presentations can be

secondary to organic psychoses and sub-secondary to organic psychoses and sub-

stance dependence. Psychiatrists oftenstance dependence. Psychiatrists often

subscribe to the Kraepelinian dichotomysubscribe to the Kraepelinian dichotomy

and attempt to label all functional psy-and attempt to label all functional psy-

chosis as schizophrenia or affective dis-chosis as schizophrenia or affective dis-

orders. However, clinical presentations oforders. However, clinical presentations of

acute psychosis challenge such categorisa-acute psychosis challenge such categorisa-

tion. Although many patients recover, sometion. Although many patients recover, some

relapse with similar acute psychotic presen-relapse with similar acute psychotic presen-

tations, and a significant proportion alsotations, and a significant proportion also

develop classic schizophrenia and mooddevelop classic schizophrenia and mood

disorders. The difficulty in reaching a diag-disorders. The difficulty in reaching a diag-

nosis at the time of the initial presentationnosis at the time of the initial presentation

is because it is often difficult to recogniseis because it is often difficult to recognise

the classic syndromes at the onset of the ill-the classic syndromes at the onset of the ill-

ness. However, these can be identified overness. However, these can be identified over

time as theytime as they become more obvious. Thus,become more obvious. Thus,

acute psychoses canacute psychoses can be a presentation ofbe a presentation of

organic psychoses,organic psychoses, substance-induced disor-substance-induced disor-

ders, schizophreniaders, schizophrenia, affective illness or may, affective illness or may

be ‘micro-psychotic’ episodes that occur inbe ‘micro-psychotic’ episodes that occur in

some personality disorders. They can alsosome personality disorders. They can also

be separate clinical entities. Cliniciansbe separate clinical entities. Clinicians

working in the developing world are oftenworking in the developing world are often

aware of this distinction.aware of this distinction.
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White matter in liarsWhite matter in liars

YangYang et alet al (2005) propose a neurodevelop-(2005) propose a neurodevelop-

mental theory of pathological lying, findingmental theory of pathological lying, finding

increased prefrontal white matter andincreased prefrontal white matter and

lower prefrontal gray/white ratios in patho-lower prefrontal gray/white ratios in patho-

logical liars compared with antisocial andlogical liars compared with antisocial and

normal controls. Spence (2005) asksnormal controls. Spence (2005) asks

whether these findings represent cause orwhether these findings represent cause or

effect. Since lying is a criterion symptomeffect. Since lying is a criterion symptom

for childhood conduct disorder, we re-for childhood conduct disorder, we re-

examined a structural magnetic resonanceexamined a structural magnetic resonance

imaging study of early-onset conduct dis-imaging study of early-onset conduct dis-

orders (Kruesiorders (Kruesi et alet al, 2004 plus unpublished, 2004 plus unpublished

data).data).

Youths had been classified as liars orYouths had been classified as liars or

not based upon structured interviews andnot based upon structured interviews and

collateral information when documentingcollateral information when documenting

criterion symptoms of conduct disorder.criterion symptoms of conduct disorder.

Liars (Liars (nn¼6) were compared with individ-6) were compared with individ-

uals with conduct disorder (uals with conduct disorder (nn¼4) and with4) and with

healthy volunteers (healthy volunteers (nn¼10). The mean ages10). The mean ages

of the three groups (191.5, 195 and 190.8of the three groups (191.5, 195 and 190.8

months) were similar (months) were similar (FF(2,19)(2,19)¼0.015). In0.015). In

accordance with developmental differences,accordance with developmental differences,

ratios of prefrontal white volume to totalratios of prefrontal white volume to total
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