
that alcohol abuse was not related to impairments in daily
functioning (assessed with the World Health Organization
Disability Assessment Schedule II) and had a favourable course
(remission rate after 2 years: 93.5%). Apparently, alcohol abuse
is characterised by only minimal alcohol-related impairments,
which may clarify our finding that it was not related to the
persistence of depression and anxiety. Note that alcohol abuse in
our sample of out-patients with depression or anxiety or in the
general population might differ substantially from alcohol abuse
in clinical samples of severe abusers with regard to associated
levels of impairment.

Taken together, these findings emphasise the importance of
severity indicators, rather than dichotomous diagnoses of alcohol
dependence or abuse, in the assessment of alcohol problems. This
is in line with the proposal of the DSM-5 Work Group to
distinguish different levels of severity within the diagnosis of an
alcohol use disorder (www.dsm5.org).
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Depression in the workplace: what is depression?

As a former consultant occupational psychiatrist to the
Metropolitan Police and a contributor to the Black & Frost
report,1 I would like to point to the basic flaw in the paper by
Gilbody et al.2

In Gilbody et al’s account of ‘depression in the workplace’, they
take ‘depression’ as a given, requiring no further explanation,
yet there is currently no psychiatric category so bloated and
subject to overdiagnosis. My experience of 900 assessments of
individuals at the Metropolitan Police, 99% of whom were
certificated as being ‘off sick’ with depression or one of the other
‘common mental disorders’, showed that the psychiatrisation of
non-specific symptoms led routinely to unduly prolonged sickness
absence and thus unnecessary disability.3 Sickness absence was
strongly associated with workplace problems and other situational
stresses: dislocation to a psychiatric arena frequently paralysed the

practical problem-solving that would have normalised the situa-
tion in timely fashion. I found that National Health Service
(NHS) mental health services were disconnected from the occupa-
tional aspects of patients’ lives, and saw diagnosis and treatment as
having a life of its own. Antidepressants and periodic out-patient
appointments did not seem a model that got many people back to
work. Naturally, I support Gilbody et al’s advocacy of closer
relations with the workplace but NHS services will continue to
be as much part of the problem as of the solution without a review
of the narrowly biomedical culture of much psychiatric practice.

Last, Gilbody et al see hope in the Layard Improving Access to
Psychological Therapies (IAPT) programme. It is laughable hubris
for the profession to imagine that large numbers of very hetero-
geneous people, many of whom have been out of the workplace
for years, can be gathered together under the rubric of ‘common
mental disorder’ and restored to full productivity via a few
sessions of talk therapy.
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Severe mental illness in prisoners worldwide

We read with interest the review article by Fazel & Seewald.1 The
authors conclude that severe mental illness is more prevalent in
prisoners in low- and middle-income (LAMI) countries than in
high-income countries. This may be related to fewer opportunities
and services for diverting offenders to health services, a stronger
relationship between mental illness and criminality, and different
sociocutural factors (e.g. poorer legal representation for the
mentally ill in LAMI countries).

We examined in an earlier study the relationship between
mental illness and criminality in pre-trial reported Antillean
defendants in The Netherlands and The Netherlands Antilles.2

Defendants who are suspected to have a mental illness are
examined pre-trial by a psychiatrist or psychologist both in The
Netherlands and The Netherlands Antilles, before diversion to
mental health services takes place. We found no significant
difference in the prevalence of psychotic disorders among pre-trial
reported Antillean suspects in The Netherlands and The
Netherlands Antilles (14.4% v. 15.1%) and no significant
difference in the prevalence of defendants deemed unaccountable
due to a mental disorder (3.9% v. 4.0%). There was, however, a
much lower registered crime rate of Antilleans in The Netherlands
Antilles than The Netherlands (11 v. 113 offences per year per
1000 persons; P50.001) and a much higher rate of pre-trial
reports in The Netherlands Antilles than The Netherlands (74 v.
8 per 1000 Antillean defendants; P50.001). Antilleans living in
The Netherlands Antilles thus have a low crime rate and a high
pre-trial report rate when indicted of a crime compared with
Antilleans in The Netherlands, indicating that they are more
frequently suspected to have a mental illness.

This finding is in line with the earlier formulated rule of
thumb that the frequency of mental illness is higher in countries
with low crime rates.3,4 Indeed, the LAMI countries included in
Fazel & Seewald’s review have a combined prison population rate
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