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This timely publication may help to remind psy
chiatrists of the limitations of any approach to the
understanding and treatment of psychotic disorders
that ignores the inner life and psychodynamics of the
individual. It may also remind psychoanalysts and
psychoanalytic psychotherapists working in the
health service of the urgency of the need to find ways
to increase their input to the treatment of psychotic
patients, and to improve cooperation with those of
their colleagues who adopt a more exclusively bio
logical approach to the task at the expense of
psychodynamics.
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study would further support the contention that
all patients over the age of 60 years with major
depression should continue with treatment for a
minimum of two years following recovery.
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Long-term antidepressant treatment in the elderly

SIR: The Old Age Depression Interest Group
(OAD!G) (Journal, February 1993, 162, 175â€”182)
reported the results of their important study of
continuation and maintenance of antidepressant
treatment in depressed elderly subjects. Compared to
placebo, dothiepin reduced the risk ofa recurrence of
depression by two-and-a-half times during the two
year study. The authors concluded that â€œ¿�elderly
patients who recover from a major depressive illness
should continue with antidepressant medication for
at least two yearsâ€•.While most clinicians would
agree with this recommendation for patients with
recurrent depression, it is more controversial for the
elderly patient with a first episode of depression.
Indeed, the recently published NIH Consensus
Development conference statement on the diagnosis
and treatment of depression in late life recommends
only six months of treatment after remission from a
first episode of major depression in old age (NIH
Consensus Development Panel, 1992).

Sixty percent of patients in the OADIG study were
experiencing their first depressive episode. The
authors found that age at first onset of affective dis
order did not predict outcome. However, they did
not specifically report on the rate of recurrence in the
group of patients suffering their first depression. This
piece of information would be of particular interest
and value. There is evidence from other studies that
elderly persons with a first episode of depression are
at the same risk of recurrence, within two years of the
index episode, as those with recurrent depression
(flint, 1992). A similar finding from the OADIG

Child psychiatric syndromes with a somatic
presentation

SIR: Garralda's useful review (Journal, December
1992, 161, 759â€”773)missed one important series of
papers in the literature on conversion disorder.
Seltzer's papers in Family Systems Medicine (Seltzer,
1985a,b) give detailed accounts of the family and cul
tural background of such patients with a conversion
disorder, and offers some helpful therapeutic advice.
Nowhere else have I seen a discussion of the person
ality and environment of childrens' hysteria in such
depth, and I recommend these papers to your
readers.
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Distributionof adiposetissue in patientsreceiving
psychotropicdrugs

SIR: Stedman & Weiham (Journal, February 1993,
162, 249â€”250)investigated the problem of obesity
in long-term female in-patients on psychotropic
medication. They found similar levels of obesity to
those reported in other studies. Within this context
they demonstrated a previously unrecognised prob
lem with central obesity, and they argue for the
importance of this finding.
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Unfortunately,theinformationregardingcurrent
neurolepticmedicationwas not helpfulas the
authors failed to supply the formula for conversion
to chlorpromazine equivalents. Of the formulae in
common use, there is reasonable agreement on the
relative potencies of the oral neuroleptics, except for
halopendol. There are, however, large discrepancies
between their recommendations for depot neurolep
tics (Foster, 1989). The advantage of expressing the
current medication in mean chlorpromazine equiv
alents is that some comparison can be made between
clinical practices. The disadvantage is that, without
additional information, such a cross-sectional
measure has limited value in identifying patients at
risk of developing obesity (Silverstone et a!, Journal,
August 1988, 153, 214â€”217),which is a medium to
long-term complication.
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Parental bonding

SIR:Dr Birtchnell's inference (Journal, March 1993,
162,335â€”344)thata poor earlyrelationshipwith
parentsmay extendintoadultlifecannotbe sup
ported by the data presented. To use a single measure
from an already reductionistic and simple question
naire (Parker, 1990) does not allow a generalisation
to the total parental relationship. Greater support for
Bowlby's hypothesis may have been offered if both
dimensions of the Parental Bonding Instrument, that
is care and overprotection, were used and if subjects
were assigned quadrants of bonding (Parker, 1989).
A comparablethree-dimensionalmodel ofcurrent
relationships has already been well described in this
population(Birtchnell,Journal,May 1991,158,
648â€”657).
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The influence of ethnicity and family structure on
relapse in first-episode schizophrenia

SIR:We read with greatinterestthe articleby
Birchwood et a! (Journal, December 1992, 161,
783â€”790)on family support systems within different
ethnic populations. In a retrospective study, that we
are currently undertaking, on patients of Asian back
ground (i.e. immigrants from south-east Asia) we
found a lower recidivism rate of readmission in the
Asianpatients,comparedwitha matchedCaucasian
sample. This is similar to Birchwood et al's findings.

An interesting finding in our study was that 47%
oftheAsiansamplewereon depotantipsychotics.A
lower relapse rate was noted among Asian immi
grants who were on depot antipsychotics, who had
follow up from doctors and mental health workers of
the same or similar ethnic backgrounds, and who had
a strong family support system. These factors also
contributed to better patient compliance with oral
medications.

We concur with the conclusion by Birchwood et a!
JUSTIN HAY with regard to language factors and diagnostic

caution. Of the 30 patients in our sample, 15 had a
poor command, or no knowledge of English. The
frequencyofa diagnosisofschizophreniainthese15
patientswasover60%. We feelthatlanguagefactors
inassessingthesepatientscouldhaveaffecteddiag
nostic validity. We agree that prospective studies and
comparisons with samples from the country of origin
would contribute to a better understanding of mental
illness within an immigrant population.
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Tattooed female psychiatric patients
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Aumoits' REPLY:We read with interest the response
toour letter(Inch& Huws, Journal,January1993,
162,128â€”129).Sexualabuseinchildhoodhasbeen
shown to be positively correlated with symptoms
and diagnosisof borderlinepersonalitydisorder
(Sheldon, Journal, January 1988, 152, 107â€”111),and
there is a recognised association between tattoos and
borderlinepersonalitydisorder(Virkunen,1976).
This could suggest a correlation between childhood
sexualabuseand tattoos.

T.MORRIS We agreewiththecomment thaton thebasisof
ourfourcasesitisnotpossibleatpresenttosubstan
tiate this hypothesis, and further work with a larger
number of tattooed females with different psychiatric
diagnoses should be undertaken. We feel that if
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