
565CORRESPONDENCE

schizophrenia. We examined this possibility by per
forming a record linkage (Kendrick & Clark, 1993)
within the ISD database in order to identify subjects
who were recorded as first admissions but had been
admitted previously. The proportion of subjects
correctly classified as first admissions in 1971 was
62.4% and in 1988 was 79.9%. Therefore, misclassi
fication is present and it was worse in the earlier
years. The ASR for each year between 1969 and 1988
was corrected for this misclassification and the
secular trend was reanalysed. The ASR for males in
1969 was 13.6/100000 and in 1988 was 6.7/100000
(% annual average change: â€”¿�3.0%,95% confidence
intervals â€”¿�4.0%to â€”¿�2.0%,P<0.000l). In females
the 1969ASR was 10.4/100 000 and in 1988 was 3.8/
100000 (% annual average change â€”¿�4.2%,95%
confidence intervals â€”¿�5.2% to â€”¿�3.2%, P<0.0001).
Comparing these figures with the unadjusted esti
mates given in the paper, we conclude that the
observed decline is not an artefact produced by this
misclassification.

The decline in the diagnosis of schizophrenia in
Scotland over the last two decades is not adequately
explained by changes in the age structure of the
population, diagnostic practice, treatment setting,
or misclassification of first admissions. It remains
difficult to dismiss a genuine decline in incidence.
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Schizophreniform disorder is common and has a
poor prognosis. Coryell & Tsuang (1982) found that
93 out of 510 patients discharged with a diagnosis
of schizophrenia could be retrospectively diagnosed
as having schizophreniform disorder. Opjordsmoen
(1991) found 56% of patients with a diagnosis of
schizophreniform disorder proceeded to schizo
phrenia within 10 years. Both studies found only
one-third of schizophreniform patients with a good
outcome at long-term follow-up.

Such findings lead one to ask whether continua
tion therapy after a schizophreniform episode
would reduce relapse, and whether maintenance
therapy would reduce recurrence or development
into schizophrenia. This hypothesis may be sup
ported by Crow et a! (1986), who found that the
poorest relapse rates during maintenance therapy in
schizophrenia occurred in those patients with a
longer delay between onset and treatment.

In practice, patients with schizophreniform dis
order may well receive maintenance therapy.
Marengo et a! (1991) found 50% of their sample
receiving neuroleptic medication at two-year follow
up, and 44% after four years. Whereas Schooler's
review reminds us of the rationale for such an
approach in schizophrenia, we are unaware of any
findings which answer this important question in
schizophreniform disorder.
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Onset of the antidepressant effect of ECF
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Maintenance therapy for schizophreniforin disorder

Sm: Schooler(BJP, December 1993, 163 (suppl. 22),
58â€”65)illustrates the increasing research evidence in
support of planning maintenance treatment after an
acute episode of schizophrenia. In contrast, there is
little guidance available for maintenance treatment
of schizophreniform disorder (DSMâ€”IIIâ€”R),in
which all symptoms of the episode must resolve
within six months. Although Procci (1989) re
commends withdrawing medication after an acute
episode, he notes the absence of supporting data.
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Sm: Scott & Whalley (BJP, June 1993, 162, 725â€”732)
explore a poorly researched area in electroconvulsive
therapy (ECT). We would like to add two points to
their discussion.
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First, their review of the literature omits a study
from our group (Kellner et a!, 1992), in which we
found that ECT three times a week had a more rapid
onset of antidepressant effect than weekly ECT. In
this study, 15 geriatric patients were randomly
assigned to receive standard ECT either thrice
weekly or once weekly. There was no difference in
cognitive effects between the two groups.

Secondly, within the last two years, our ECT
service has treated six seriously ill patients who
have made complete recoveries after either one or
two administrations of ECT. Although this is
uncommon, it indicates that there is a subset of
patients for whom one or very few administrations of
ECT are sufficient to induce remission of severe
affective illness. The theoretical implications of this
phenomenon are quite important. It may indicate
that ECT, in certain patients, can induce a â€˜¿�switch'
mechanism. Whether this happens more often in
bipolar patients, and whether or not such early
dramatic recoveries predispose to early relapse,
would be important issues to study further. Any such
predisposition would argue for instituting aggressive
continuation or maintenance treatments (either
further ECT or antidepressant medications).

These clinical observations indicate that there
should be no standard prescription for a course of
ECT. The practitioner must follow his/her patient's
clinical status closely, and make treatment decisions
based on observed responses. While most patients
willstillrequire6â€”12administrationsof ECT, an

important minority may be able to recover with
substantially fewer treatments, with resultant cost
savings and decreased risk of adverse cognitive
effects. We agree strongly with Scott & Whalley that
such clinical phenomena are key areas for further
research.
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Psychosis and cannabis

SIR: In their case-control study of psychosis and
cannabis use, Rolfe et a! (BJP, December 1993, 163,
798â€”801) seem not to have considered the possibility

that the association they found between these vari
ables might have been due to psychotic patients using
the drug in an attempt to control their symptoms. No
doubt a similar link would have been found between
psychosis and neuroleptic use, had they looked for
it, but we would not conclude that neuroleptics
were therefore a cause of psychosis. What this
demonstrates is the unwisdom of drawing causal
conclusions from cross-sectional data.
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Nasal decongestant and psychiatric disturbance

SIR: Pseudoephedrine â€”¿�a stereoisomer of ephedrine â€”¿�
is a widely used nasal decongestant, available with
out prescription. As a sympathomimetic, it has the
potential to cause psychiatric disturbance, although
it is said to have less effect on the central nervous
system than ephedrine. Anxiety, restlessness, visual
hallucinations and paranoid psychosis have been
reported with preparations containing pseudoephe
drine, however (Martinda!e â€˜¿�sPharmacopoeia).

Sultzer & Cummings (1989) reviewed cases of
drug-induced mania and noted that sympathomime
tic amines were among the commoner causes. Dalton
(1990) described a case where a first presentation of a
bipolar illness was provoked by overdose of pseudo
ephedrine. I wish to report a case in which an episode
of mania was precipitated in a patient with late-onset
bipolar illness previously well controlled by lithium.

Case report. A 72-year-old woman with bipolar illness pre
sented to the mental health services with a pseudodementia
as a consequence of mania. Before this she had suffered a
depressive episode treated by her general practitioner. Her
deceasedbrothersufferedabipolarillness.Thisfirstepisode
responded to haloperidol, on which she was maintained at
low dose until she suffered a further manic episode four
months later. At this point lithium was introduced with
good effect, and eventually continued as sole prophylactic.
Her compliance was good. and regular serum lithium
estimations ran at about 0.6 mmol/I.

Three years later she was found to be overtalkative, irri
table, rather grandiose and sleeping poorly. It was noted
that for four weeks she had been taking 60 mg pseudo
ephedrine hydrochloride nightly, as prescribed by her
general practitioner for nasal congestion. The pseudo
ephedrine was stopped â€”¿�no other changes were made to her
medication â€”¿�and within a fortnight she had returned to an
euthymic state.

The lesson here â€”¿�aside from an observation of the
effects of sympathomimetics â€”¿�is that all drugs,
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