CORRESPONDENCE

The poor clinical results with the use of antagonist
may be due to the continuation of ‘craving’; modifi-
cation of this could improve compliance and reduce
the risk of relapse.

Fluoxetine has been demonstrated to act as an
‘anti-craving’ drug substitute for amphetamines in
animals and man, and for alcohol in man (Murphy ez
al, 1988). There have also been positive results in the
reduction of cocaine used by Methadone Mainten-
ance Treatment Program (MMTP) patients (Pollack
& Rosenbaum, 1991).

Our observation regarding nine consecutive
patients (seven males and two females: mean age 26
years, s.d. 3 years), all attenders at the Treatment
Centre of Drug Addiction of the Psychiatric Clinic
at Pisa University, corroborates these data. The
patients have been treated with naltrexone plus
fluoxetine, and their response to the treatment has
been compared with the first nine consecutive
patients, attending at the same out-patient unit
who were treated only with naltrexone. Only one
patient treated with naltrexone combined with fluox-
etine relapsed, compared with five patients treated
only with naltrexone (x>=4.00; P=0.045).

All patients met DSM-III-R criteria for heroin
dependence; the severity of the illness was rated from
mild to moderate. Patients were considered satisfac-
tory responders if they remained off heroin and if
they were well-adjusted socially three months after
the start of the treatment. Medical examinations
were performed every month. Case histories of drug
addiction and social adjustment were evaluated by
means of rating scales; they showed no significant
differences between the two groups at the initiation
of the treatment.

Only the MMTP patients usually achieve a
program retention rate, after three months follow-
up, comparable with our results. Fluoxetine may
therefore reduce the craving which is the Achilles’
heel of this condition.

Our criteria for selecting patients for treatment
with antagonists are very strict. Nevertheless, com-
bining this with fluoxetine in these patients appears
to improve outcome. The efficacy of the naltrexone-
fluoxetine combination needs to be confirmed by
double-blind controlled trials.
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Violence on an acute ward

SIR: Violence is a serious problem for those working
in the health service (DHSS, 1988) and is commonly
encountered in caring for the mentally ill, particu-
larly in the hospital setting (James ez a/, 1990). This
investigation was prompted by an apparent increase
in the number of violent incidents on an acute
admission ward.

This study was carried out in a 30-bed acute
admission ward in the psychiatric wing of a district
general hospital. The following data were examined
retrospectively for the 48 months from January 1986
to December 1989, using a validated methodology
described by James er a/ (1990). The number of
incidents of physical violence was recorded by
the nurses (categorised according to whether the
violence was directed at staff, patients, or property).

Over the four-year study period, 456 violent
incidents were recorded. Violence against staff
(n=270, 59%) and against other patients (n=119,
28.4%) ranged from biting to punching. Those
against property (n= 256, 12%) consisted of destruc-
tion of furniture, fabric, and fittings; 11 incidents did
not fit into any of the three subgroups. The level of
violence increased ten-fold over the study period
from 24 to 224 violent incidents per year (=220,
d.f.=3, P<0.001). Similarly, the three subgroups of
violence also increased: violence against patients
(x*=61.9, d.f.=3, P<0.001), violence against staff
(x*=143.4, d.f.=3, P<0.001) and violence against
property (2= 16, d.f. =3, P<0.005).

The level of violence, with 456 incidents, is very
high. Furthermore, there was an alarming increase in
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the total level of violence over the four-year period,
and its three subgroups. This is consistent with
several recent studies (DHSS, 1988; Haller & Deluty,
1988; Noble & Roger, 1989; James et al, 1990). There
may be several explanations for this. Firstly, the
levels of violence may be genuinely increasing.
Secondly, the perception and awareness of violence
may be increasing, and the observed increase may
simply be a reflection of the reporting bias. Thirdly,
with modern emphasis on community psychiatry,
the non-violent and less violent patients are likely
to be discharged, leaving a concentration of
violent in-patients. It is well recognised that in-
patient violent behaviour is accounted for by a small
number of patients and often occurs in clusters
(Singh, 1988). Also, the closure of large hospitals and
the establishment of wards on space-efficient district
general units may result in loss of space, and
overcrowding has been associated with increased
violence (Edwards & Reid, 1983). Violent crime
in society may be increasing in any case (HMSO,
1985).

As the levels of violence and the rate of increase
was alarming and appears to reflect a consistent
trend in the recent British literature, each of the
above hypotheses needs rigorous testing.
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Continuation ECT

SIR: Scott et al (Journal, December 1991, 159,
867-870) describe a 67-year-old woman treated with
continuation ECT for recurrent unipolar depressive
illness. They distinguish between continuation treat-
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ment designed to minimise the re-emergence of
symptoms of the index illness and prophylactic
(or maintenance) treatment (M-ECT) designed to
minimise the likelihood of further episodes of illness.

In a recent survey, old age psychiatrists were asked
whether they used M-ECT (Benbow, 1991). The term
was not defined, and respondents probably did not
distinguish between continuation and prophylactic
treatment. The proportion replying that they used
M-ECT was 21%; 79% replied that they did not,
although some appended comments indicating that
they would consider its use as an option for appro-
priate individuals. These figures are similar to those
reported by Pippard & Ellam (1981). I would agree
with Dr Scott et al that M-ECT is used more often
than standard teaching would suggest. I am not sure,
however, that our present state of knowledge allows
for guidelines to be proposed.

The American Psychiatric Association Task Force
Report (1990) states that patients referred for con-
tinuation ECT should fulfil three criteria. They
should firstly have a history of recurrent ECT-
responsive illness. Secondly, the illness should be
refractory or intolerant of pharmacotherapy, or the
patient should prefer ECT. Thirdly, the patient
should be willing to consent to and comply with
treatment. The report encourages facilities to offer
M-ECT as a treatment option. M-ECT is ‘empiri-
cally defined’ as the prophylactic use of ECT for
more than six months beyond the date of remission
of the index episode, and is indicated when cessation
of continuation treatment is followed by recurrent
symptoms, when continuation treatment is not com-
pletely effective, or when there is a strong history of
recurrent illnesses.

Duncan et al (1990) pointed out that until con-
trolled prospective trials of M-ECT are carried out,
we must rely on a flexible approach, tailored to each
individual. They suggested that two independent
psychiatrists should be involved in the decision to
use the treatment for an individual. This might
be unnecessarily restrictive, but is worth further
discussion in the debate on continuation uses of
ECT.

We must thank Dr Scott et al for highlighting an
area which needs further exploration and which has
been much neglected in the past.
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