
Problem substance use andProblem substance use and
schizophreniaschizophrenia

McCreadieMcCreadie et alet al (2002) report on the prob-(2002) report on the prob-

lem use of drugs and alcohol by peoplelem use of drugs and alcohol by people withwith

schizophrenia. This is an excellent studyschizophrenia. This is an excellent study asas

the pattern of use by patients is comparedthe pattern of use by patients is compared

with controls from the general popuwith controls from the general population,lation,

although the findings – that problemalthough the findings – that problem use isuse is

greater among patients – are unsurprising.greater among patients – are unsurprising.

It is impressive that the study included to-It is impressive that the study included to-

bacco use, often disregarded as a ‘problem’bacco use, often disregarded as a ‘problem’

drug despite the obvious financial impli-drug despite the obvious financial impli-

cations for patients surviving on state bene-cations for patients surviving on state bene-

fits. Previous studies quoted in the paperfits. Previous studies quoted in the paper

indicate that patients with schizophreniaindicate that patients with schizophrenia

often have been smoking for many yearsoften have been smoking for many years

prior to the onset of the illness.prior to the onset of the illness.

We are very interested to know whetherWe are very interested to know whether

the data collected for the study show thatthe data collected for the study show that

particular groups of patients appear to beparticular groups of patients appear to be

more at risk from problem substance use,more at risk from problem substance use,

in order to focus efforts on helping them.in order to focus efforts on helping them.

Our experience is that admission to a psy-Our experience is that admission to a psy-

chiatric ward leads to increased tobaccochiatric ward leads to increased tobacco

use, and patients who have given upuse, and patients who have given up

smoking recommence and continue smok-smoking recommence and continue smok-

ing post-ing post-discharge, despite anti-smokingdischarge, despite anti-smoking

strategies. Also, we would like to knowstrategies. Also, we would like to know

whether the study shows, or the authorswhether the study shows, or the authors

know of, culturesknow of, cultures that may be at lesser riskthat may be at lesser risk

for developing problem use, accepting thatfor developing problem use, accepting that

numbers of ethnic minorities in the studynumbers of ethnic minorities in the study

sample may be small.sample may be small.
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some interesting points. I am impressed bysome interesting points. I am impressed by

their experience that admission to a psychi-their experience that admission to a psychi-

atric ward leads to increased tobacco use; thisatric ward leads to increased tobacco use; this

is certainly worthy of more-detailed study.is certainly worthy of more-detailed study.

Smoking habits of people with schizo-Smoking habits of people with schizo-

phrenia probably do differ in different cul-phrenia probably do differ in different cul-

tures. Colleagues in south India, where Itures. Colleagues in south India, where I

have carried out much research, have foundhave carried out much research, have found

that people with schizophrenia probablythat people with schizophrenia probably

smoke less than the general population. Thissmoke less than the general population. This

is largely for economic reasons. Most areis largely for economic reasons. Most are

unemployed or in part-time employment.unemployed or in part-time employment.

There are no state benefits, and thereforeThere are no state benefits, and therefore

patients cannot afford to buy cigarettes.patients cannot afford to buy cigarettes.
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Betel use and schizophreniaBetel use and schizophrenia

The Scottish Comorbidity Study GroupThe Scottish Comorbidity Study Group

has highlighted again the problem ofhas highlighted again the problem of

greater use of drugs and alcohol, andgreater use of drugs and alcohol, and

especially tobacco, among patients withespecially tobacco, among patients with

schizophrenia (McCreadieschizophrenia (McCreadie et alet al, 2002)., 2002).

An underrecognised comorbidity, however,An underrecognised comorbidity, however,

especially in developing countries, is that ofespecially in developing countries, is that of

chewing betel nut (chewing betel nut (Areca catechuAreca catechu), along), along

with the betel leaf (with the betel leaf (Piper betlePiper betle) and lime.) and lime.

In a preliminary study conducted in theIn a preliminary study conducted in the

North Colombo Teaching Hospital, SriNorth Colombo Teaching Hospital, Sri

Lanka, we observed that a higher proportionLanka, we observed that a higher proportion

of patients with schizophrenia chewed betelof patients with schizophrenia chewed betel

compared with control subjects. The fre-compared with control subjects. The fre-

quency of chewing betel was also higherquency of chewing betel was also higher

among the patients with schizophrenia. Aamong the patients with schizophrenia. A

recent study from Micronesia (Sullivanrecent study from Micronesia (Sullivan etet

alal, 2000) has shown that betel chewing may, 2000) has shown that betel chewing may

in fact have a beneficial effect on patientsin fact have a beneficial effect on patients

with schizophrenia in terms of reducing bothwith schizophrenia in terms of reducing both

positive and negative symptoms. They postu-positive and negative symptoms. They postu-

late that the muscarinic agonist action of thelate that the muscarinic agonist action of the

betel nut alkaloid, arecoline, may provide anbetel nut alkaloid, arecoline, may provide an

explanation.explanation.

However, betel chewing is an importantHowever, betel chewing is an important

risk factor for oro-pharyngeal carcinoma,risk factor for oro-pharyngeal carcinoma,

and contributes significantly to oral health-and contributes significantly to oral health-

related morbidity and mortality (Trivedyrelated morbidity and mortality (Trivedy etet

alal, 2002). Thus, the dual diagnosis of schizo-, 2002). Thus, the dual diagnosis of schizo-

phrenia and betel chewing should not bephrenia and betel chewing should not be

missed, and services to address this problemmissed, and services to address this problem

should receive priority in many developingshould receive priority in many developing

countries.countries.
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ECTand old age psychiatryECTand old age psychiatry

The editorial on electroconvulsive therapyThe editorial on electroconvulsive therapy

(ECT) by Eranti & McLoughlin (2003) de-(ECT) by Eranti & McLoughlin (2003) de-

scribes the current status of ECT as a treat-scribes the current status of ECT as a treat-

ment option. They have noted that the usement option. They have noted that the use

of ECT is declining and also highlight thatof ECT is declining and also highlight that

in a study from Edinburgh (Glen & Scott,in a study from Edinburgh (Glen & Scott,

1999) a reduction in the number of recipi-1999) a reduction in the number of recipi-

ents aged 18–65 was noted. While discuss-ents aged 18–65 was noted. While discuss-

ing the future of the ECT clinic, they raiseing the future of the ECT clinic, they raise

concerns about how this reduced use couldconcerns about how this reduced use could

lessen clinical interest and how this could,lessen clinical interest and how this could,

in turn, affect future psychiatric traineesin turn, affect future psychiatric trainees

with respect to obtaining experience inwith respect to obtaining experience in

ECT. They rightly highlight the need forECT. They rightly highlight the need for

this treatment option to be readily availablethis treatment option to be readily available

for our patient group.for our patient group.

In this context, I want to report some ofIn this context, I want to report some of

the findings from a study my colleagues andthe findings from a study my colleagues and

I presented as a poster at the annual meetingI presented as a poster at the annual meeting

of the Royal College of Psychiatrists in Edin-of the Royal College of Psychiatrists in Edin-

burgh in July 2000. The study looked atburgh in July 2000. The study looked at

trends in ECT usage in the busy ECT clinictrends in ECT usage in the busy ECT clinic

at the Royal London (St Clement’s) Hospital.at the Royal London (St Clement’s) Hospital.

It was a retrospective, chart-based study,It was a retrospective, chart-based study,

covering a 3-year period during 1996–1999.covering a 3-year period during 1996–1999.

Demographic and clinical data, which in-Demographic and clinical data, which in-

cluded response to ECT, were noted. Therecluded response to ECT, were noted. There

was a reduction in the number of patientswas a reduction in the number of patients

who received ECT from 25 (171 total ECTwho received ECT from 25 (171 total ECT

episodes) in the year 1996/1997 to 12 (113episodes) in the year 1996/1997 to 12 (113

ECT episodes) in the year 1998/1999. OfECT episodes) in the year 1998/1999. Of

the patients who received ECT, 70% werethe patients who received ECT, 70% were

women and about 65% of the sample werewomen and about 65% of the sample were

aged above 60 years. A good response wasaged above 60 years. A good response was

noted in 45% of patients and, of this group,noted in 45% of patients and, of this group,

70% were aged more than 60 years. The70% were aged more than 60 years. The

most common indication was depressionmost common indication was depression

and most of the findings of the practice ofand most of the findings of the practice of
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ECT at the unit were in keeping with na-ECT at the unit were in keeping with na-

tional trends reported by the Department oftional trends reported by the Department of

Health (1999). Over this 3-year period, con-Health (1999). Over this 3-year period, con-

sultant groups in the unit remained largelysultant groups in the unit remained largely

unchanged.unchanged.

Concluding from this study, I feel thatConcluding from this study, I feel that

ECT is more commonly used in treatingECT is more commonly used in treating

older people with depression. Availabilityolder people with depression. Availability

of newer antidepressants and other treat-of newer antidepressants and other treat-

ment modalities, as highlighted by Erantiment modalities, as highlighted by Eranti

& McLoughlin (2003), could be some of& McLoughlin (2003), could be some of

the reasons why there is a decline in thethe reasons why there is a decline in the

number of patients under 65 who receivenumber of patients under 65 who receive

ECT. Furthermore, the limited response toECT. Furthermore, the limited response to

ECT in the subjects of our study could beECT in the subjects of our study could be

due to the fact that these patients had beendue to the fact that these patients had been

treatment-resistant. On the other hand, intreatment-resistant. On the other hand, in

the case of older people suffering fromthe case of older people suffering from

severe depression, there are other factorssevere depression, there are other factors

that tilt the treatment options towardsthat tilt the treatment options towards

ECT. Factors such as physical frailty, pro-ECT. Factors such as physical frailty, pro-

pensity to develop side-effects from anti-pensity to develop side-effects from anti-

depressants, and the serious effects ofdepressants, and the serious effects of

dehydration and weight loss (as a result ofdehydration and weight loss (as a result of

severe depression) make it imperative thatsevere depression) make it imperative that

depression is controlled rapidly.depression is controlled rapidly.

I feel that in the future, it will be old ageI feel that in the future, it will be old age

psychiatrists who will be using ECT morepsychiatrists who will be using ECT more

commonly as a treatment option for depres-commonly as a treatment option for depres-

sion. Old age psychiatrists could take asion. Old age psychiatrists could take a

leading role in ensuring that psychiatricleading role in ensuring that psychiatric

trainees have the opportunity to obtaintrainees have the opportunity to obtain

experience in ECT. The effective (albeit re-experience in ECT. The effective (albeit re-

duced) use of ECT resulting in good clinicalduced) use of ECT resulting in good clinical

outcomes will ensure that clinical interest inoutcomes will ensure that clinical interest in

this treatment modality is maintained.this treatment modality is maintained.
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Lithium augmentationLithium augmentation
in treatment-refractory unipolarin treatment-refractory unipolar
depressiondepression

StimpsonStimpson et alet al (2002) have taken an ‘all or(2002) have taken an ‘all or

nothing’ approach to evaluating randomisednothing’ approach to evaluating randomised

controlled trials (RCTs) for their systematiccontrolled trials (RCTs) for their systematic

review. Their rigorous procedures elimi-review. Their rigorous procedures elimi-

nated over 98% of the 919 RCTs consid-nated over 98% of the 919 RCTs consid-

ered (although we note that the flow chartered (although we note that the flow chart

in Fig. 1 appears to ‘lose’ 166 of them with-in Fig. 1 appears to ‘lose’ 166 of them with-

out explanation). As a consequence, theyout explanation). As a consequence, they

have provided a matchless summary of thehave provided a matchless summary of the

very best evidence about intervention forvery best evidence about intervention for

treatment-refractory unipolar depressiontreatment-refractory unipolar depression

but have left undescribed the very largebut have left undescribed the very large

quantity of remaining levels of evidence.quantity of remaining levels of evidence.

In 1999 Bauer and Dopfmer identifiedIn 1999 Bauer and Dopfmer identified

11 placebo-controlled studies of lithium11 placebo-controlled studies of lithium

augmentation. As always, the trials wereaugmentation. As always, the trials were

of varying quality; nevertheless, they con-of varying quality; nevertheless, they con-

cluded (using the three studies of highestcluded (using the three studies of highest

quality, two of which were used byquality, two of which were used by

StimpsonStimpson et alet al) that there is ‘firm evidence’) that there is ‘firm evidence’

inin favour of lithium as an augmentationfavour of lithium as an augmentation

strategystrategy for treatment-refractory unipolarfor treatment-refractory unipolar

depression, with a number needed to treatdepression, with a number needed to treat

of 3.7. They supported their conclusion byof 3.7. They supported their conclusion by

performing a separate analysis adding aperforming a separate analysis adding a

further six studies (that used either lowerfurther six studies (that used either lower

doses or shorter duration of lithium aug-doses or shorter duration of lithium aug-

mentation) and found a similar, indeedmentation) and found a similar, indeed

slightly stronger, effect size (Bauer &slightly stronger, effect size (Bauer &

Dopfmer, 1999).Dopfmer, 1999).

We note that there have been no studiesWe note that there have been no studies

of lithium augmentation against placeboof lithium augmentation against placebo

for treatment-resistant unipolar depressionfor treatment-resistant unipolar depression

that are of a suitable quality for a systema-that are of a suitable quality for a systema-

tic review in the approximately 3-yeartic review in the approximately 3-year

period between the acceptance dates ofperiod between the acceptance dates of

the two papers cited above. We suggest thatthe two papers cited above. We suggest that

many clinicians now consider the weight ofmany clinicians now consider the weight of

evidence (at many levels) supporting the useevidence (at many levels) supporting the use

of lithium as an augmentation strategy forof lithium as an augmentation strategy for

treatment-refractory unipolar depressiontreatment-refractory unipolar depression

sufficiently compelling. Thus, it is unusualsufficiently compelling. Thus, it is unusual

for our service dedicated to treatment-for our service dedicated to treatment-

resistant depression to receive referrals ofresistant depression to receive referrals of

patients not yet tried on lithium. Althoughpatients not yet tried on lithium. Although

further and better RCTs of lithium augmen-further and better RCTs of lithium augmen-

tation would be welcome (even Bauer &tation would be welcome (even Bauer &

Dopfmer identified only 234 subjectsDopfmer identified only 234 subjects

studied), many would feel that other ques-studied), many would feel that other ques-

tions now have more clinical salience.tions now have more clinical salience.

Pressing examples might include whetherPressing examples might include whether

psychological treatments are effective inpsychological treatments are effective in

these patients, how they compare withthese patients, how they compare with

lithium augmentation, and how olanzapinelithium augmentation, and how olanzapine

augmentation (for which a large body ofaugmentation (for which a large body of

evidence is emerging; see Dubeevidence is emerging; see Dube et alet al,,

2002) compares with both.2002) compares with both.
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Authors’ reply:Authors’ reply: According to Drs Lee andAccording to Drs Lee and

Cleare ‘many clinicians’ regard the currentCleare ‘many clinicians’ regard the current

evidence for lithium augmentation inevidence for lithium augmentation in

treatment-refractory depression as ‘compel-treatment-refractory depression as ‘compel-

ling’. They are correct in repeating one ofling’. They are correct in repeating one of

the principles of evidence-based medicine,the principles of evidence-based medicine,

that all levels of evidence need to be takenthat all levels of evidence need to be taken

into account when making clinicalinto account when making clinical

decisions.decisions.

Previous systematic reviews of this areaPrevious systematic reviews of this area

have included patients who have hadhave included patients who have had 4433

weeks’ treatment with an antidepressantweeks’ treatment with an antidepressant

or who have bipolar disorder. We do notor who have bipolar disorder. We do not

think that many UK psychiatrists wouldthink that many UK psychiatrists would

consider lithium augmentation in unipolarconsider lithium augmentation in unipolar

depression that had not responded to andepression that had not responded to an

antidepressant for only 3 weeks. Forantidepressant for only 3 weeks. For

patients with bipolar disorder, most UKpatients with bipolar disorder, most UK

psychiatrists, we think, would in any casepsychiatrists, we think, would in any case

be treating with lithium or another mood-be treating with lithium or another mood-

stabiliser. Our inclusion criteria, which werestabiliser. Our inclusion criteria, which were

set before the review started, were basedset before the review started, were based

therefore upon sensible and pragmatictherefore upon sensible and pragmatic

clinical considerations.clinical considerations.

We too were surprised and shocked byWe too were surprised and shocked by

the lack of randomised evidence to supportthe lack of randomised evidence to support

lithium augmentation; but it is also import-lithium augmentation; but it is also import-

ant to remember that lithium may well beant to remember that lithium may well be

effective, even though the evidence toeffective, even though the evidence to

support its use is extremely weak.support its use is extremely weak.

Lithium has a number of potentiallyLithium has a number of potentially

serious side-effects, even at normal thera-serious side-effects, even at normal thera-

peutic doses (Bellpeutic doses (Bell et alet al, 1993). When we, 1993). When we

discuss the advantages and disadvantagesdiscuss the advantages and disadvantages

of lithium with our patients we are unableof lithium with our patients we are unable

to provide them with much more than clin-to provide them with much more than clin-

ical anecdote in its favour. We certainlyical anecdote in its favour. We certainly

have no idea from empirical research abouthave no idea from empirical research about

the severity of depression for which lithiumthe severity of depression for which lithium

augmentation might be effective.augmentation might be effective.

We have a collective responsibility toWe have a collective responsibility to

our patients to provide them with good-our patients to provide them with good-

quality research evidence to justify thequality research evidence to justify the

treatments we recommend. As a professiontreatments we recommend. As a profession

we need to address areas of uncertaintywe need to address areas of uncertainty
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