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Hodgins & Muller-Isberner (2004) in theirHodgins & Müller-Isberner (2004) in their

clinical implications assert that schizo-clinical implications assert that schizo-

phrenia patients with antisocial behaviourphrenia patients with antisocial behaviour

‘require cognitive–behavioural interventions‘require cognitive–behavioural interventions

aimed at changing antisocial behaviours . . .’,aimed at changing antisocial behaviours . . .’,

yet the paper itself can only quote evidenceyet the paper itself can only quote evidence

of effectiveness of these techniques in offen-of effectiveness of these techniques in offen-

ders who are not mentally ill (McGuire,ders who are not mentally ill (McGuire,

1995). It therefore seems unclear why they1995). It therefore seems unclear why they

then suggest that these techniques will bethen suggest that these techniques will be

effective in reducing antisocial behaviourseffective in reducing antisocial behaviours

in people with schizophrenia and shouldin people with schizophrenia and should

be regarded as ‘required’. Unfoundedbe regarded as ‘required’. Unfounded

assumptions like these may be quoted byassumptions like these may be quoted by

others referencing this paper and leadothers referencing this paper and lead

people to assume, mistakenly, an evidencepeople to assume, mistakenly, an evidence

base for this assertion. Providing cognitive–base for this assertion. Providing cognitive–

behavioural therapy to this client groupbehavioural therapy to this client group

may therefore provide no benefit but divertmay therefore provide no benefit but divert

resources that may have benefited others.resources that may have benefited others.

While I agree that reducing antisocialWhile I agree that reducing antisocial

behaviour in this client group is desirable,behaviour in this client group is desirable,

we should not hasten to assume, inwe should not hasten to assume, in

the absence of evidence, that cognitive–the absence of evidence, that cognitive–

behavioural therapy will provide a panacea.behavioural therapy will provide a panacea.
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in our work. It is important to note that wein our work. It is important to note that we

proposed that cognitive–behavioural inter-proposed that cognitive–behavioural inter-

ventions that have been shown to reduceventions that have been shown to reduce

offending could be adapted to treat a sub-offending could be adapted to treat a sub-

group of offenders with schizophrenia. Thisgroup of offenders with schizophrenia. This

sub-group shares with the offenders whosub-group shares with the offenders who

have benefited from these interventions ahave benefited from these interventions a

history of antisocial behaviour since child-history of antisocial behaviour since child-

hood, and antisocial attitudes and ways ofhood, and antisocial attitudes and ways of

thinking.thinking.

Dr Huda makes the presumption thatDr Huda makes the presumption that

interventions proven to reduce offendinginterventions proven to reduce offending

would not have a similar effect amongwould not have a similar effect among

offenders with schizophrenia. In our view,offenders with schizophrenia. In our view,

this presumption is unfounded. For exam-this presumption is unfounded. For exam-

ple, treatments for medical conditionsple, treatments for medical conditions

proven to be effective in people withoutproven to be effective in people without

schizophrenia are used with equal successschizophrenia are used with equal success

with those with schizophrenia. We also dis-with those with schizophrenia. We also dis-

agree with Dr Huda’s presumption because,agree with Dr Huda’s presumption because,

generally, effective treatments target speci-generally, effective treatments target speci-

fic problems, not a disorder. This is truefic problems, not a disorder. This is true

in the case of schizophrenia where differentin the case of schizophrenia where different

treatments have been shown to have atreatments have been shown to have a

positive impact on positive and negativepositive impact on positive and negative

symptoms, substance misuse, life skills,symptoms, substance misuse, life skills,

social skills and employment skills (Bloomsocial skills and employment skills (Bloom

et alet al, 2000)., 2000).

As we noted, compliance with medi-As we noted, compliance with medi-

cation is a prerequisite to participating incation is a prerequisite to participating in

interventions aimed at reducing offending.interventions aimed at reducing offending.

Furthermore, these interventions need toFurthermore, these interventions need to

be adapted for use with people with schizo-be adapted for use with people with schizo-

phrenia and their effectiveness evaluated.phrenia and their effectiveness evaluated.

This has been done recently, for example,This has been done recently, for example,

with interventions that targeted substancewith interventions that targeted substance

misuse. Programmes that were adapted tomisuse. Programmes that were adapted to

patients with schizophrenia and integratedpatients with schizophrenia and integrated

with their other treatments are reported towith their other treatments are reported to

be effective (Mueserbe effective (Mueser et alet al, 2003)., 2003).

We agree with Dr Huda that evidenceWe agree with Dr Huda that evidence

for the effectiveness of cognitive–behav-for the effectiveness of cognitive–behav-

ioural programmes in reducing offendingioural programmes in reducing offending

among persons with schizophrenia is stillamong persons with schizophrenia is still

sparse. It is presently limited to naturalisticsparse. It is presently limited to naturalistic

follow-up studies with non-random assign-follow-up studies with non-random assign-

ment of participants (T. Fahy, personalment of participants (T. Fahy, personal

communication, 2004; Kunzcommunication, 2004; Kunz et alet al, 2004)., 2004).

In our view, however, the available evi-In our view, however, the available evi-

dence is encouraging and sufficient todence is encouraging and sufficient to

undertake randomised controlled trials ofundertake randomised controlled trials of

these interventions with the sub-group ofthese interventions with the sub-group of

offenders with schizophrenia who displayoffenders with schizophrenia who display

a stable pattern of antisocial behavioura stable pattern of antisocial behaviour

from an early age. Given the potential offrom an early age. Given the potential of

these interventions to prevent criminalthese interventions to prevent criminal

activity, improve the individual patient’sactivity, improve the individual patient’s

life, and reduce costs to both the healthlife, and reduce costs to both the health

and criminal justice system, such trials areand criminal justice system, such trials are

urgently needed.urgently needed.

Bloom, J. D., Mueser, K.T. & Muller-Isberner, R.Bloom, J. D., Mueser, K.T. & Mu« ller-Isberner, R.
(2000)(2000) Treatment implications of the antecedents ofTreatment implications of the antecedents of
criminality and violence in schizophrenia and majorcriminality and violence in schizophrenia and major
affective disorder. Inaffective disorder. In Violence among the Mentally Ill:Violence among the Mentally Ill:
EffectiveTreatments and Management StrategiesEffectiveTreatments and Management Strategies (ed. S.(ed. S.
Hodgins), pp.145^169.Dordrecht:Kluwer Academic.Hodgins), pp.145^169.Dordrecht:Kluwer Academic.

Kunz, M.,Yates, K. F., Czobor, P.,Kunz, M.,Yates, K. F.,Czobor, P., et alet al (2004)(2004) CourseCourse
of patients with histories of aggression and crime afterof patients with histories of aggression and crime after
discharge from a cognitive^behavioral program.discharge from a cognitive^behavioral program.
Psychiatric ServicesPsychiatric Services,, 5555, 654^659., 654^659.

Mueser, K.T., Noordsy, D. L., Drake, R. F.,Mueser, K.T., Noordsy, D. L., Drake, R. F., et alet al
(2003)(2003) Research on integrated dual-disorder treatment.Research on integrated dual-disorder treatment.
InIn Integrated Treatment for Dual Disorders: A Guide toIntegrated Treatment for Dual Disorders: A Guide to
Effective PracticeEffective Practice (ed.D.H.Barlow), pp. 301^321.(ed.D.H.Barlow), pp. 301^321.

S.HodginsS.Hodgins Department of Forensic MentalDepartment of Forensic Mental
Health Science, Institute of Psychiatry,De CrespignyHealth Science, Institute of Psychiatry,De Crespigny
Park, London SE5 8AF,UK.Park, London SE5 8AF,UK.
E-mail: s.hodginsE-mail: s.hodgins@@iop.kcl.ac.ukiop.kcl.ac.uk

R. Muller-IsbernerR. Mu« ller-Isberner Haina Forensic PsychiatricHaina Forensic Psychiatric
Hospital,Haina,GermanyHospital,Haina,Germany

Suicide and antidepressant salesSuicide and antidepressant sales

HelgasonHelgason et alet al (2004) reported that the(2004) reported that the

dramatic increase in the sales of anti-dramatic increase in the sales of anti-

depressants in Iceland had not had anydepressants in Iceland had not had any

impact on suicide rates. While the sales ofimpact on suicide rates. While the sales of

antidepressants increased fivefold fromantidepressants increased fivefold from

14.9 defined daily doses per 1000 persons14.9 defined daily doses per 1000 persons

per day in 1989 to 72.7 in 2000, the suicideper day in 1989 to 72.7 in 2000, the suicide

rate remained quite stable (around 11/rate remained quite stable (around 11/

1000 000 persons per year). The data were,1000 000 persons per year). The data were,

however, not analysed separately byhowever, not analysed separately by

gender.gender.

Based on the World Health Organiza-Based on the World Health Organiza-

tion database on national suicide rates, Levition database on national suicide rates, Levi

et alet al (2003) compared the periods 1980–84(2003) compared the periods 1980–84

and 1995–99, and found that suicide ratesand 1995–99, and found that suicide rates

in Iceland decreased by 1.7% in males dur-in Iceland decreased by 1.7% in males dur-

ing the whole period (17.9 to 17.6) and bying the whole period (17.9 to 17.6) and by

46.7% in females (from 6.0 to 3.2). In spite46.7% in females (from 6.0 to 3.2). In spite

of the fact that the time periods investigatedof the fact that the time periods investigated

by Helgasonby Helgason et alet al (2004) and Levi(2004) and Levi et alet al

(2003) are not exactly identical, the general(2003) are not exactly identical, the general

trends should be similar. Given thistrends should be similar. Given this

extremely great (27-fold) difference in theextremely great (27-fold) difference in the

decrease in suicide rates between malesdecrease in suicide rates between males

and females, it would be interesting to seeand females, it would be interesting to see

the data on the use of antidepressants inthe data on the use of antidepressants in

Iceland between 1989 and 2000 for malesIceland between 1989 and 2000 for males

and females separately. Perhaps theand females separately. Perhaps the

increase in the use of antidepressants wasincrease in the use of antidepressants was

more pronounced in women than in men,more pronounced in women than in men,

as for example in Australia (Hallas for example in Australia (Hall et alet al,,

2003)?2003)?

A significant negative correlation be-A significant negative correlation be-

tweentween antidepressant prescription and na-antidepressant prescription and na-

tional suicide rates has been reported fromtional suicide rates has been reported from

Sweden, Denmark, Finland and NorwaySweden, Denmark, Finland and Norway

(Isacsson, 2000) as well as from Hungary(Isacsson, 2000) as well as from Hungary

(Rihmer, 2004), countries where suicide(Rihmer, 2004), countries where suicide

rates have been traditionally high. Stati-rates have been traditionally high. Stati-

stical association, of course, does notstical association, of course, does not

necessarily imply causality, but consideringnecessarily imply causality, but considering

the strong relationship between untreatedthe strong relationship between untreated

depression and suicide, the national trendsdepression and suicide, the national trends

mentioned above point in the expectedmentioned above point in the expected

direction. On the other hand, however, ifdirection. On the other hand, however, if

a marked increase in antidepressanta marked increase in antidepressant
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