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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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