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the jury had not been sitting on this case for
over 30 years (Woodruff et al,
al, 1967) before
coming to a verdict. Leff's early work
(1978) identifies the heart of the problem:
joining anxiety and depression upsets the
epidemiologists,
pharmacologists
and
researchers who would like anxiety and
depression to stay apart, but for patients
and clinicians these emotions are often
joined together intimately. Let them at least
have a trial marriage before condemning
them indefinitely to live in nosological sin.
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countries for psychiatrists who will ultimately work in developing countries. There
may be some disparities between training
needs and the training obtained, but this
is only to be expected, given the nature
and extent of the differences in psychiatric
practice. But cross-cultural training
exchange helps develop the insight into
both worlds that is required to be able,
one hopes, to make some contribution
towards changing psychiatric practice in
the developing world.
Conversely, Britain is a multicultural
society with many ethnic groups, some
members of which formerly lived in the
developing world, which in turn might influence their current customs and practices.
It might be a good idea for British psychiatric trainees (and indeed trainees from
other developed countries) to obtain some
training in the developing world. This
would give greater insight into the cultural
variations in psychiatry. I am sure many
would find this an exciting and rewarding
prospect. After all, one of the best ways of
learning about other cultures is to be
among them and to partake of the local
customs and traditions.
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41% of the patients had a lifetime history
of substance abuse or dependence, including 30% on a drug other than alcohol (v
(v.
16% in the Duke et al study). As in Duke
et al's
al's study, in our study the patients with
substance abuse were younger than nonabusers. We also found no difference in
respect of psychiatric symptoms using the
Positive and Negative Syndrome Scale,
mean age of first psychiatric treatment or
mean number of previous hospitalisations.
The patterns of consumption were slightly
different for cannabis (27% of the patients
in Paris v. 18.7% in London) and opiates
(7% v. 5.3%, respectively). The main
difference concerned the misuse of cocaine
and crack, less common in France (1%)
than in the UK (8.7%), and considerably
less than in North American studies (ranging from 20 to 30%; Cantor-Graae et
al,
al, 2001). Although methodological issues
could explain some of these differences
(e.g. the use of different assessment instruments; mean age of the subjects was 34.7
years in our study v. 50.3 years in the
English study), these patterns most
probably reflect the different availability
of drugs in these countries. Taken together,
these observations do not argue in favour
of the self-medication hypothesis but
instead emphasise the role of alternative,
and probably multiple, factors leading to
substance misuse in schizophrenia.
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Cross-cultural training in
psychiatry
Farooq (2001) has highlighted some inadequacies in the psychiatric training imparted
in developing countries. He has suggested
the need for a total paradigm shift in training to address these problems. As a psychiatric trainee having initially trained in a
developing country and now undergoing
training in the UK, I cannot agree more
with this suggestion. However, I wish to
make some further points.
Some doubts are expressed about the
suitability of training in developed

Substance misuse among people
with schizophrenia: similarities and
differences between the UK and
France
We read with interest the paper by Duke et
al (2001) reporting on non-alcohol substance misuse among people with schizophrenia. We recently conducted a study
addressing that question among patients
with schizophrenia from the Parisian
suburbs, using the Composite International
Diagnostic Interview for DSM±III±R diagnoses of substance abuse or dependence
(Dervaux et al,
al, 2001). We found that
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