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Ethnicity and suicidality

Gunnell et al’s (2004) interesting study
came with useful learning points. However,
while known as important factors that
influence development and amelioration of
suicidal thoughts, ethnicity and religion
were not included in the study. As the world
has become a small, or big, village, and as
we live in a multi-ethnic and multi-religious
society, I feel this should be considered as
an additional limitation to the study. The
relationship between religion and suicide
became famous through Durkheim’s study
in the 19th century.

In European countries, evidence sug-
gests that the
continues to vary in accordance with inter-
national differences in traditions, customs
and religious practices (Cavanagh &
Masterton, 1998). Cavanagh & Masterton
suggested that the strength of these differ-
ences is decreasing because of homogenisa-
tion among countries. In my opinion, it is
unlikely that this influence will completely
disappear. In a modern secularised society,
religion is still a meaningful and protective

prevalence of suicide

factor for many individuals in a suicidal cri-
sis (Lonnqvist, 2000).

Makinen & Wassermann (2001) be-
lieve that much of the difference in suicidal
behaviour between national groups can be
connected with differences in cultural
outlook, and state that ‘traditionally reli-
gion has been considered to be the matrix
of culture’.

Various factors that influence develop-
ment and amelioration of suicidal thoughts
do not function separately. I wonder, had
ethnicity and religion been included, how
would this have affected the outcome?
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Authors’ reply: We agree with Dr El-Adl’s
comment that both ethnicity and religion
may influence the incidence of, and
recovery from, suicidal thoughts. Data on
ethnicity were collected in the Office for
National Statistics Survey that formed the
basis of our paper (Singleton et al, 2001).
Because of the relatively small sample size,
only 122 (5.1%) of the individuals who
reported ethnicity were from a Black or
minority ethnic group and only seven
of these experienced incident suicidal
thoughts. Thus, specific investigation of
the impact of belonging to a particular
ethnic group was not possible. If the Black
and minority groups are combined to give
a single group, the odds ratio for incident
suicidal thoughts in this group compared
with the White group in analyses adjusted
for age, gender and score on the Clinical
Interview Schedule — Revised is 0.77 (95%
CI 0.27-2.17). The breadth of the confi-
dence interval indicates that the data are
compatible with either a threefold reduc-
tion or a doubling in risk. Data on religion
were not collected in the Office for
National Statistics Survey of Psychiatric
Morbidity.
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CORRESPONDENCE

Attention deficit disorder in adults

The editorial on attention-deficit hyper-
activity disorder and life-span development
(McArdle, 2004) is timely. However, it
highlights the issues from the perspective
of clinicians who may be directly involved
in treating the disorder.

In general adult psychiatry, however,
it is not widely recognised that (adult)
attention-deficit disorder (ADD) is not
uncommon and that people presenting with
diagnoses of psychotic disorders, mood
disorders, anxiety disorders, etc., may also
be suffering from unrecognised ADD. This
has profound implications for both treat-
ment and outcome. For example, if a
person develops a hypomanic or manic epi-
sode superimposed on ADD, it is possible
that the clinician unaware of ADD may
end up overtreating the mood episode, as
the baseline ADD may mislead the clinician
into believing that the talkativeness and
hyperactivity (of ADD) are an indication
of elevated mood. The consequences
include higher than necessary doses of
medications, combination pharmacother-
apy and increased length of stay in hospital.
In patients with schizophrenia it is possible
that the impairments in functioning caused
by independent ADD may potentiate the
poor functioning caused by schizophrenia.
Again, if ADD is not recognised, it is
possible that the poor outcome may be
attributed to ‘resistant’ or ‘residual’ schizo-
phrenia or perhaps to poor motivation. It is
important to assess comorbidity such as
ADD at the very first contact with mental
health services, and early intervention
service providers are ideally placed for this.

Regarding treatment, new strategies
(other than stimulant medications) need
to be developed, as stimulants may have de-
stabilising effects on the baseline mental
illness.
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Risk reduction studies
in schizophrenia

Niemi et als (2004) report does not
truly address the implications of their
findings. Their clinical implications (p. 16)
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summarise their results, but one fails to
draw clinical sense of it or be in a position
to use the information in clinical practice.
One could be cynical about their findings;
the offspring of mothers with schizophrenia
or psychotic disorders are expected to be
at increased risk, which could vary across
studies owing to a multitude of factors, so
the findings of the study are no surprise.
The increased risk could be genetic,
psychosocial or both.

The clinical implications of high-risk
studies ought to help identify those at high
risk and prevent health problems in them. A
number of studies on risk reduction strate-
gies have been reported for common
medical problems, including diabetes
(Parillo & Ricardi, 2004), cardiac disorders
(Ferdinand, 2004) and atherosclerotic vas-
cular disease (Heckam & Anand, 2003)
and even complex multi-factorial disorders
such as hypertension (Sheridan et al,
2003), to name a few. Although little can
be done about the genetic component of
the risk, the psychosocial and environmen-
tal effects can definitely be minimised. Mul-
tiple appropriate lifestyle alterations and
stress protective strategies may be relevant.
Furthermore, one expects that over time,
the more recent studies should report rela-
tively lower rates of elevated risk compared
with those done decades earlier. Inciden-
tally, Niemi et al found an incidence of
6.7%, lower than the 16.2% found in a
study reported in 1993, and 13.1% in one
reported in 1995, showing a gradually
decreasing receding trend. Niemi et al attri-
bute these differences to methodological
factors, but one wonders whether the
reduction can be attributed to preventive
measures being implemented with those at
high risk, advertently or inadvertently.

What is the point of knowing that
people are at increased risk of developing
a disorder if nothing can be done with this
knowledge?
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Author’sreply: Dr Chaturvedi questions the
clinical relevance of knowing that offspring
of mothers with schizophrenia are at
increased risk of developing both psychotic
and non-psychotic disorders, particularly
because preventive measures are not avail-
able. However, preventive measures may
be available in the future. Clinical high-risk
studies already suggest that using specific
preventive interventions, it is possible at
least to delay the onset of psychosis in
patients at incipient risk of psychosis
(McGeorry et al, 2002). However, the criter-
ia for being clinically at high risk require
that the individual is already showing
psychotic-like symptoms or impaired func-
tioning (McGorry et al, 2002). One of the
goals in high-risk studies (including ours)
is to identify early indicators of emerging
psychotic disorders that could be detected
before any impairment starts to develop.
Family interventions are rarely targeted
at children of mothers with psychotic disor-
ders, who often remain uninformed about

their parent’s illness and have to cope alone
with their parent’s symptoms and take addi-
tional responsibility for the family (Valiaka-
layil et al, 2004). We hope that the
knowledge that the children are themselves
at increased risk of developing mental disor-
ders will enhance the planning and imple-
mentation of supportive measures and
parental education for families where the
parent(s) suffer from psychotic disorder.
Such support should begin during preg-
nancy and continue through childhood and
adolescence. These measures could also turn
out to be preventive: the Finnish Adoption
Study showed that the risk of developing
schizophrenia-spectrum disorders among
adoptees whose biological mothers had
schizophrenia was much lower if they were
raised in adoptive families with ‘healthy’
rearing patterns (Tienari et al, 2004).

Finally, Dr Chaturvedi suggests that
there might be a genuine decline in the risk
of developing schizophrenia among high-
risk children. We discussed this possibility
in our article, but the method of identifying
the mothers in our study differs so much
from those of the Copenhagen and New
York high-risk studies that we still consider
it premature to draw such a conclusion.
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One hundred years ago

The care of the feeble-minded

THE problem of the care of the feeble-
minded may be said first to have received
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attention on anything approaching a gener-
al scale in Europe and America towards the
middle of the last century. In France the
attempt to deal with this question may be
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traced to the beginning of that century
and that country has been called the birth-
place of the new education as it applies to
the mentally defective class. Switzerland is
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