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Continuing stigmatisation
by psychiatrists

In response to the Royal College of Psychia-
trists’ anti-stigma campaign, Chaplin (2000)
emphasises the role psychiatrists can have
in both creating and perpetuating stigma.
Chaplin particularly focuses on people with
alcohol problems and on those with
learning disabilities. However, she omits a
third and important group: those with
personality disorders.

Lewis & Appleby (1988) showed that
such patients are readily stigmatised by
psychiatrists. They found that the intro-
duction of the term personality disorder
produced marked levels of negative attri-
butions in psychiatrists when comparing
otherwise similar clinical vignettes. The
reasons for this are complex but there is
little evidence that such attitudes have
changed. Hinshelwood (1999) has discussed
some of the problems this group of patients
can present.

The Government’s proposed reforms
of the Mental Health Act (Department of
Health, 2001) present major challenges to
forensic psychiatry in relation to the pro-
posals concerning those with ‘dangerous
severe personality disorder’. In the contro-
versy surrounding these proposals it should
not be forgotten that they redefine ‘mental
disorder’ in its broadest sense, specifically
including personality disorder within its
scope. Any clinical separation that existed
between personality disorder and mental
illness may thus be consigned to history.
In the light of psychiatry’s stigmatisation
of those with personality disorders, the
proposals present a very clear challenge
to present services.

The Government’s proposed reforms are
also contributing to further stigmatisation of
those with personality disorders, via the
routine newspaper equation of ‘dangerous
severe personality disorder’ with personality
disorder and the false generalisation of risks

from one group to the other that this entails
(Gillan & Campbell, 1998). This demon-
strates again that stigmatisation is an active
and continuing process. The profession of
psychiatry itself needs to recognise when
it contributes to this process, as well as
addressing the contributions of others.
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Common mental disorders
in urban v. rural Pakistan

I read with interest Mumford et al’s (2000)
paper on stress and psychiatric disorder in
urban Rawalpindi. Their findings and expla-
nations of a lower prevalence of common
mental disorders in an urban area compared
with a rural area of Pakistan (Mumford et
al, 1997) need to be treated with caution.
Their study population is unrepresenta-
tive of the city as a whole. Although they
studied an urban slum, strictly speaking,
it is a relatively ‘prosperous’ urban slum.
The assets and income of this population
lie between the fourth and the richest quin-
tile for the Pakistani population (Gwatkin
et al, 2000). The use of only male inter-
viewers for female subjects in an orthodox
society is also a source of potential bias
and cannot be ignored. This was not the
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case in the rural study. Thus, their findings
are unlikely to be generalisable to the urban
population of Rawalpindi or other cities of
Pakistan. A more plausible explanation for
their findings is that financial prosperity
together with strong and varied social net-
works might be associated with a lower
prevalence of common mental disorders.
Their study attempts to address one aspect
of urbanisation due to rural migration,
rather than looking at stress and psychiatric
disorder in urban Rawalpindi.
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Author’s reply: It is difficult to find a truly
representative area of any city, since its
districts vary greatly in socio-economic
terms. Nevertheless, we made a careful
selection in Rawalpindi of a recently estab-
lished housing area, with poor public utili-
ties, of middle to lower socio-economic
status. As presented in our paper, the socio-
economic findings confirmed our choice and
revealed a wide social spectrum. For exam-
ple, among men, 31% had had no formal
education yet 38% had been educated to
tertiary college level. Over half the house-
holds had an income of less than 5000
rupees (currently worth £55) per month.

As it happens, the socio-economic status
of the nearby rural population in our Gujar
Khan study (Mumford et al, 1997) was
quite similar to that in Rawalpindi in terms
of education and income, and in fact they
reported greater ownership of most electri-
cal appliances. So financial prosperity alone
is not a plausible explanation for the very
striking difference we found in psychiatric
morbidity (i.e. less than half) in urban
Rawalpindi compared with a rural village
in the Punjab.

Whether urban populations in Pakistan
indeed have more “strong and varied social
networks” than rural populations, as Dr
Mirza suggests, remains to be investigated,
but this is doubtful. We are planning
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further studies to determine to what extent
the quality of life in the city, as opposed to
selective migration, can account for the
enormous rural-urban differences in psychi-
atric morbidity. Replication of our study in
other cities in Pakistan would be very useful.

However, the truly remarkable finding
is not the prevalence of common mental
disorders in urban Rawalpindi, which is
more in line with rates reported elsewhere
in the world. It is the exceptionally high
rate of psychiatric morbidity in rural
villages in Pakistan, recently confirmed by
other investigators in another village near
Gujar Khan (Hussain et al, 2000); this cries
out for further research.

Regarding the use of male doctors to
conduct the second-stage interviews of
female subjects, we were obliged to do the
same in the previous study in rural Chitral
(Mumford et al, 1996). However we have
found no psychometric
between the three epidemiological surveys
(in Chitral, Gujar Khan and Rawalpindi)
to suggest that this was a source of bias while
making psychiatric diagnoses according to
ICD-10 criteria for research.

inconsistencies
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Prevalence of depression in old age
Korten & Henderson (2000) described

findings from a 1997 national survey, in
which a “household sample of 10 641 indi-
viduals representative of the adult popu-
lation of Australia” was interviewed. They
reported that ““the prevalence of a diagnosis
of any ICD-10 anxiety or depressive disor-
der . . . declines for both men and women
after the age of 55 years”, and noted a trend
for psychological symptoms to be fewer
among the older age groups. Before accept-
ing the findings as evidence that depression
is less prevalent in old age (a conclusion that
might affect decisions about allocation of
resources), the following points should be
noted (see Snowdon et al, 1998).
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First, the (approximately) 1600 subjects
aged over 65 years were not truly represen-
tative of the older population. The survey
excluded the 10% of older Australians who
were temporarily or permanently residing
in institutes (e.g. hospitals, nursing homes,
boarding houses), or homeless at the time
of the survey. It also excluded those with
moderate or severe dementia (Mini-Mental
State Examination score <18). The preva-
lence of depression is considerably higher
among those with physical disability, those
in residential care and those with dementia.

Second, the instrument forming the core
of the interview was the automated version
of the Composite International Diagnostic
Interview (CIDI), which discounts symp-
toms attributable to physical illness (Jorm,
2000). Studies that rely on subject-reported
symptoms may underestimate the severity
of depression in old age, since older patients
with depression are less likely than younger
patients to acknowledge having affective
symptoms (Lyness et al, 1995).

Third, the response rate in this survey
was 78%, but the response rate of different
age-groups was not known. In other surveys
(e.g. Kramer et al, 1985), older subjects have
been twice as likely as younger adults to
decline involvement. Refusers are more
likely to be depressed.

Finally, the report did not differentiate
prevalence rates in ‘young-old’ and ‘old-
old’ individuals, yet various researchers
have found a progressive increase in rate
from 55 to 85 years. Jorm (2000) commented
on the lack of consistency between research-
ers regarding whether or not depression
becomes less prevalent in old age.
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Authors’reply: Professor Snowdon questions
the validity of the results on the elderly from
the Australian National Survey of Mental
Health and Well-Being. He rightly points
out that the survey failed adequately to
cover the population living in institutional
care, which was 9% of Australians over
65 in 1998. This is clearly acknowledged
in earlier publications. Indeed, the indigen-
ous people of Australia, people in prison,
the homeless, the armed forces and the
migrant population were also not included
in numbers large enough to give stable pre-
valence estimates, mainly for the sake of
economy in what was already a very large
undertaking. We used “an unweighted
sample with no group represented in a pro-
portion greater than its frequency in the
population” (Henderson et al, 2000).

The lack of information concerning the
22% non-responders is indeed regrettable,
but does not detract from the finding, con-
sistent with many of the studies cited in
Jorm (2000), that the community-dwelling
elderly displayed significantly lower levels
of depressive symptomatology than younger
cohorts. This was reflected in the prevalence
rates and in all the scales of psychological
distress measured in the survey: the 12-item
General Health Questionnaire (GHQ-12),
the 12-item Short-Form General Health
Survey (SF-12), the Kessler-10 scale, the
CIDI screen items for depression and finally
the neuroticism items from the Eysenck per-
sonality questionnaire considered to reflect
vulnerability to psychological symptoms.
Each of these scales handles symptoms
associated with physical disability in a
different way. In all cases, the lower levels
of symptomatology observed among 65-
to 70-year-olds were maintained into the
oldest age group (75 years and above),
although the pattern is less stable than for
younger age groups because of smaller
numbers. The interested reader is referred
to Jorm (2000) for a discussion of the
possible mechanisms involved.

Information on mental disorders among
the oldest old and institutional elderly are of
crucial importance for advocacy. But this
needs to be addressed in ways other than
in large community surveys. This was made
explicit from the beginning, where we stated
that information on “‘some of the most signif-
icant elements in our society” would need
special studies (Henderson et al, 2000).
Any concern that our findings might affect
decisions about allocation of resources is
unlikely to be justified, because it assumes
that administrators and policy-makers will
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