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mental handicap institutions serve the important
function of increasingthepsychiatrists'awarenessof
theinadequacyof thecurrent practiceandmotivating
themto seekimprovementvia theemphasison more
rational prescription guidelines,increaseof medical
input, introducing regular drug review,and alterna
tive treatment approaches.Prescribingpsychoactive
drugsfor the mentally handicappedpatientsin long
stay institutions requires extra care and consider
ation, and the dictum to follow is: â€œ¿�Whenin doubt,
don't!â€•(Kirman, 1975).

Castle Peak Hospital
Tuen Mun, NT
Hong Kong

Aumoits' REPLY:Wewereinterestedto readDr Fan's
letter and seethat his findings with regard to the
prescription of antipyschotic drugs in the mentally
handicapped are very similar to our own, despite
differencesin the ethnic and cultural background of
hissubjects.Wewould like to reply to thequeriesthat
hehasraised.

Wechosetheuseofantipsychotic medicationin our
study rather than other psychotropic drugs because
webelievethat antipsychoticdrugsareprescribedtoo
readily in mental handicapwith insufficientpharma
cological indications. Furthermore, the adverse
effectsof long-term prescription of thesedrugs are
more serious than erroneous administration of
alternativepsychotropicagents.

Weagreethat it would havebeenhelpful to look at
all patients who receivedantipsychotic drugs four
yearsbeforeour investigation. However, the logistic
task of identifying all patientsin the hospital in 1982
and perusingtheir fileswasconsideredtoo major an
exercise and, because of problems arising with
patients who had died or who had left hospital in the
four years before our study, it was likely that any
enquiry of this nature would havebeenincomplete.
We are now undertaking a further study examining
thecohort of our 1986sampleto seewhat drugsthey
areat presentreceiving.

Dr Fan is quite right to point out our error in
stating that femalepatients in our study receiveda
significantly higher meandaily doseof chlorproma
zinc equivalents compared with that of the male

patients. We agree that the considerable variation in
dosage in the female patients is of interest and shows
that there are some female mentally handicapped
patients who receive very high dosesof antipsychotic
drugs. Examination of our data indicates that a
group of thesepatients have a history of frequent
disturbedbehaviour and/or aggression.

STEPHEN TYRER
SUSAN WRESSELL

ToM P. BERNEY

Buspirone in benzodiazepinewithdrawal

SIR: Beeley & Hammersley (Journal, November
1990, 157, 777) comment indignantly that our study
ofbuspirone in benzodiazepine withdrawal (Journal,
August 1990,157,232â€”238)wasclinically irrelevant
and unethical. They castigate us for ignoring the
â€œ¿�generallyacceptedâ€•view that â€œ¿�gradualdosage
reduction with appropriate psychological treatment
is the best way to manage benzodiazepinewith
drawalâ€•,and for perpetuating â€œ¿�thesearchdown a
blind alley for pharmacologicalshort-cutsâ€•.

In Newcastle we have long advocated gradual
dosage reduction in benzodiazepine withdrawal,
which is individually tailored and combined with
psychological support (Ashton, 1987, 1989). We
have emphasisedthe distress that benzodiazepine
withdrawal can cause in some patients and have
drawn attention to the needfor psychological help
and for tranquilliser support groups(Ashton, 1984).
For thepastsevenyearswehaveconducteda benzo
diazepinewithdrawal clinic which operatesin close
liaison with clinical psychologistsand with a tran
quilliser adviceand support group which we helped
to establish.Our generalpolicy hasbeento involve
the patients closely in decisions about their own
withdrawal regimes.

After experience with over 200 patients at the clinic
(andmany moreat the support group) it isclear that
presentmethodsarenot ideal.Although 90% of our
patients haveachievedand maintained benzodiaze
pine withdrawal (Ashton, 1987),the clinical course
has not always beeneasyand we have learnedthat
somepatients do require additional pharmacologi
cal support. For example there is a real risk of
suicide in withdrawal and a proportion of patients
developmajor depressionrequiring treatment with
antidepressants (Ashton, 1987).

Hence we felt that it was (and still is) important to
evaluate the effect of pharmacological and other
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treatments in properly controlled studies of benzo
diazepine withdrawal. The case for buspirone was
particularly relevant at the time that our study was
planned and initiated (1985/86) since there was a
strong likelihood that this recently released drug,
with provenanxiolytic activity (Feighnereta!, 1982),
would bewidely usedin benzodiazepinewithdrawal,
especially in general practice, where studies had
shown it was effective in generalisedanxiety dis
order (Murphy et al, 1989). The study received the
approval of the Joint Ethics Committee of the
University and Newcastle District.

A fixed benzodiazepinewithdrawal time of four
weekswaschosenbecausewewereanxiousto obtain
evidence ofthe utility orotherwise ofbuspirone in the
shortest possible time in the minimum number of
patients. Withdrawal regimes which are individually
tailored may take over a year to complete (Ashton,
1987) and make it difficult to compare treatments.
Furthermore, we had evidence that outcome is not
affectedby rateof withdrawal (Ashton, 1987)andthat
fairly rapid withdrawal may sometimes be appropri
ate (Ashton, 1984).We limited participation in the
study to patients taking low to moderate doses of
benzodiazepines,and most patients were referred
because they had experienced difficulties during
previousattemptswith â€œ¿�generallyacceptedâ€•methods
of withdrawal. The study itself showedthat 11out of
12patients in the placebo group were successfulin
achieving and maintaining withdrawal with the
methodused(onepatientdroppedout for reasonsnot
connectedwith withdrawal).

The patients choseto take part in the trial; those
who declined were still offered treatment at the clinic.
Participantsweregivena full explanationof theaims
and methods of the study; they were informed that
they may or may not receivebuspirone,and that the
drug mayor maynot behelpful. Therewasno reason
to anticipate that the drug might exacerbatewith
drawal symptoms. It is not true, as Beeley &
Hammersleyclaim, that the regimentook no account
of the patients' responseto withdrawal. All patients
wereable to discontinuethe trial at anytime. Indeed,
many who were taking buspirone dropped out
becauseof increasingsymptomsor needfor further
medication,and the incidenceof drop-out wasoneof
the criteria used for assessingthe effects of the drug.
All patients were assessedat frequent intervals by
consultantpharmacologistsandpsychiatristsexperi
enced in benzodiazepinewithdrawal. Patients were
free to attend a support group or to be referred for
psychological treatment if indicated. Those who
droppedout wereableto continueattendingthecliic
(and many were later successful in benzodiazepine
withdrawal).

We feelthat our studywasusefulin demonstrating
that the use of buspirone in benzodiazepinewith
drawal was associatedwith an increaseddrop-out
rate,and possiblymore severesymptoms,compared
with dosage reduction under placebo. Our study
does not perpetuate the use of a pharmacological
short-cut; on the contrary, it shows that one
pharmacologicaltreatment is a cul-de-sac.

C. H. ASHTON
M. D. RAWLINS

S.P.T@a
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Anorexia nervosa across cultures

Sat:I wasexcitedto readthe letter by Khandelwal &
Saxena (Journal, November 1990, 157, 784) who
reported that in India anorexia nervosa(AN) is not
only rare but is also not associatedwith any body
imagedistortion and fear of obesity. As thesehave
been regarded as â€˜¿�corepsychopathology' of AN and
are of diagnostic importance in the West, their
patients do not fulful DSMâ€”IIIâ€”Rcriteria and are
placed in the residual category of â€˜¿�eatingdisorders
not otherwise specified'.However, they were noted
to be amenorrheicand rigidly maintain a low body
weight just as WesternAN patients do. Thesefind
ings echoed my study of ChineseAN patients in
Hong Kong, wherea clear distorted body imageor
an intensefear of obesity is lacking (Leeeta!, 1989).

AN has often beendescribedas a culture-bound
syndrome.While thereismoreevidenceon thegreater
prevalence of AN in Western than non-Western
countries, much less information is available as to
whetheritsciicalpatternsalso differacrosscultures.
I believethat they do, and would suggestthat more
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