CORRESPONDENCE

higher rates of self-harm than hetero-
sexuals. Conversely, all studies of sexual
orientation and completed suicide have
concluded that gay men and lesbians do
not die by suicide at a higher rate than
heterosexuals.

Spencer (1959) followed 100 Oxford
undergraduates referred by their general
practitioners. Relative to 35% of controls
(n=100), a significantly greater proportion
of patients (51%) had homosexual behav-
iour, fantasies or desires. ‘No patient was
lost by suicide’ but 9 of 10 who attempted
suicide were ‘persistently homosexual’
(pp-402-403). Cohen (1961) found only
one same-sex couple (1.7%) among 58
completed suicide pacts. O’Hara (1963)
found only 4% lesbians and gay men in a
1-year incidence study of double suicides
in Japan. Rich et al (1986) reported that
13 (11%) of 119 males aged 21-42 who
died by suicide in Los Angeles had disclosed
a homosexual identity prior to death. In
New York City, Shaffer et al (1995) found
that in 3 (2.5%) of 120 completed youth
(aged <20 years) suicide cases the indivi-
dual was gay. However, they found no
gay or lesbian young people among 147
living controls matched for age, gender
and ethnicity.

Thus, contrary to King et al’s assertion,
at least five peer-reviewed studies of sexual
orientation and completed suicide have

been published.
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Occupational psychiatry

In their editorial on work and employ-
ment for people with psychiatric illness,
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Boardman et al (2003) overlook an impor-
tant group of patients with mental ill health
who are not ‘mental health service users’,
yet who experience difficulty coping in the
modern workplace. Occupational physi-
cians are seeing an increasing number of
patients with mental ill health, and a
national surveillance scheme recently re-
ported that, along with musculoskeletal
symptoms, mental ill health is among the
commonest reasons for consultation (see
http://www.coeh.man.ac.uk/thor/opra.htm).
Furthermore, mental ill health is responsi-
ble for a large proportion of early retire-
ments due to ill health (Poole, 1997)
and a large proportion of incapacity ben-
efits are currently being paid for medically
unexplained illnesses (Waddell, 2002).

Much of the burden of occupational ill
health is managed in primary care, but
overburdened general practitioners may
miss the psychological or workplace com-
ponents in these patients. To make matters
worse, current psychiatric practice is domi-
nated by ‘serious’ mental illness such as
schizophrenia and ‘dual diagnosis’ pa-
tients, to the exclusion of patients with
‘minor’ mental illnesses such as anxiety,
depression and the functional disorders.
Yet it is these latter conditions that are
commonly being seen in the workplace,
in primary care and in those on state ben-
efits by doctors who have little training in
mental illness. Unfortunately, some psy-
chiatrists do not receive adequate training
in the management of these disorders (Bass
et al, 2001), in part because they are pre-
senting in locations outside of psychiatric
services (Henderson et al, 2001). Good
evidence exists that these illnesses can be
treated effectively using, for example,
cognitive-behavioural therapy and inter-
personal therapy (Creed et al, 2003). A
key feature of these studies is that the best
results are usually achieved at the site
where the patient presents, which is likely
to be outside the province of the
community mental health team.

We believe that there is a lack of expertise
in the management of occupational mental ill
health at its site of presentation. Psychiatrists
need to engage with occupational physicians
to improve the diagnosis and management
of patients with psychiatric illnesses that are
preventing them from working. There is also
a need for more collaborative training in
occupational psychiatry for psychiatrists,
occupational physicians and general practi-
tioners. Such training should be integrated
into the syllabuses of all three professional
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groups. A diploma in occupational psychiatry
might be very popular.
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Globalisation and biculturalism

In their recent review article, Bhugra &
Mastrogianni (2004) describe the cultural
and mental health aspects of what is now
called globalisation, and its present and
future impact upon mental disorders, with
a special reference to depression. Among
the many unknowns in that matter, the
authors point towards the issue of whether
cultures will homogenise, which seems im-
probable, or whether the tendency for com-
munities to reassert their distinctive ethnic
identities will prevail. Eventually, it seems
reasonable to believe that different forms
of equilibrium will develop between these
apparently opposed forces, including what
anthropologists call ‘creolisation of cul-
tures’. In that perspective, the issue of
biculturalism deserves further elaboration.

Until recently, biculturalism was con-
sidered mainly in the perspective of partner-
ship for ethnic minorities in a mainstream
cultural environment. Different models of
second-culture acquisition have been recog-
nised and studied. In their classical work,
LaFromboise et al (1993) reviewed typical
patterns of biculturalism: the assimilation,
alternation,
and fusion models. In that acceptance of bi-
culturalism, the ideal goal for an individual

acculturation, multicultural
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