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Chromosome 22qll deletion
and brain structure

Van Amelsvoort et al (2001) report charac-
teristic brain changes in 10 adults with
velo-cardio-facial syndrome (VCFS) and
13 matched controls. The study represents
an important contribution, as it is the first
quantitative structural neuroimaging inves-
tigation that focuses on affected adults. The
sample includes individuals with and with-
out schizophrenia, thereby allowing gener-
alisation to the larger population of adults
with deletion 22q11.

In common with other investigations of
subjects with neurogenetic disorders, the
small sample size limits statistical power
for detecting neuroanatomical differences.
Null results have been interpreted and have
been contrasted with a finding from our
study (Eliez et al, 2000), a finding that
may have been misunderstood. Specifically,
the authors state that their observation of
no volumetric changes in the frontal lobe
among adults with VCFS is in contrast to
our observation of frontal lobe abnormal-
ities in children and that this discrepancy
might indicate “delayed frontal lobe matur-
ation which is detectable as differences in
total frontal volume in childhood but sub-
sequently normalises somewhat in adult-
hood . . .”. This interpretation implies
that we found smaller frontal lobe volumes.
While absolute volumes of the frontal lobe
volumes were indeed smaller, adjusted
frontal lobe sizes were in fact larger after
statistically covarying for total brain vol-
ume, suggesting relative preservation of this
structure. Preservation of frontal regions
has been indicated in another recent study
(Kates et al, 2001) reporting larger adjusted
frontal lobe volumes and is potentially con-
sistent with the voxel-based comparisons in
the van Amelsvoort et al study, which
found increased grey matter density in this
region.

Two additional findings are of interest.
The reported reduction in cerebellar volume
is consistent with results of other recent
studies (Eliez et al, 2000, 20014), and the
observed decrease in temporal lobe grey
matter density among adults is in accor-
dance with our finding of an inverse correla-
tion between age and temporal lobe volume
among affected children (Eliez et al, 2001b).

Collectively, findings from the afore-
mentioned neuroimaging studies that rely
on samples of differing age groups create
an emerging picture of brain development
in deletion 22q11 and will contribute to an
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increased understanding of VCFS as a genet-
ically mediated subtype of schizophrenia.
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Light therapy for seasonal affective
disorder: a type Il error

Wileman et al (2001) evaluated bright
white v. dim red light therapy for seasonal
affective disorder in primary care and re-
ported no significant difference in the pro-
portions of responders in either group.
Working on the basis of small trials having
a large type Il error, the group size for each
group can be estimated. For most statistical
tests, tables are available that show the
power of the test to detect specified differ-
ences for a given o and sample size, as well
as tables that show the required sample size
to achieve selected power for specified dif-
ference and given a (Machin & Campbell,
1987; Cohen, 1988). In designing a clinical
trial, we should select the power 1—p to be
at least 0.80, so that there is a chance of
one in five or less of missing an important
difference between treatments.

The differences in response rates be-
tween the two groups even using the broad
remission criterion was 16.9%. To detect
this difference at a significance level
a=0.05, power 80%, 160 patients are
required in each group (Freeman & Tyrer,
1992). However, only 57 patients in total
were enrolled by Wileman et al. This
reduced the power of the tests to about
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20% and strongly suggests a type II error.
It would therefore be misleading to con-
clude that bright white light is not asso-
ciated with greater improvement.
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Pragmatic approach to the dangers
of cannabis use

I note the recent flurry of papers on the
dangers of cannabis use (Ashton, 2001;
Johns, 2001; MacCoun & Reuter, 2001;
Robson, 2001). As a clinician working with
alcohol and drug users for 18 years, I find
my mind strained by the disparity between
what I read and what I see. Cannabis is
almost universally used by my patients,
yet only rarely can significant problems be
attributed to its use. This is not to say that
squirrel monkeys locked in cages with
nothing to do but get stoned do not seem
addicted to A’-tetrahydrocannabinol (THC)
(Tanda et al, 2000; contrast with Peele,
1990). But what does that mean to humans
living in complex interconnected worlds?
We read that cannabis use “generally pro-
vokes relapse” in schizophrenia (Johns,
2001) but the commonest cause of relapse
is schizophrenia itself. Many people choose
to reduce symptoms, feel more in control
or stay numb through drug use, irrespective
of what we say or fear. Generally, as symp-
toms improve with more effective treat-
ments, subsides,
alcohol, tobacco and other drug use declines
or stops.

A crucial point many do not concede is
that people will and do use cannabis, at an
increasing frequency in most Western coun-
tries, and that dire warnings in the face of
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growing public acceptance will achieve
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only loss of credibility for medical bodies.
Driving a car, crossing a road, moving into
a new relationship, let alone taking aspirin
or a tricyclic antidepressant, are all danger-
ous, but we balance the risk with the bene-
fit. No doubt all the reported effects of
cannabis are correctly documented. But
only those who can see no benefit in canna-
bis seem to pounce on another piece of in-
formation to confirm what they already
know to be true, that cannabis really is a
deadly drug. The rest of us get along with
a pragmatic, balanced view.
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Future of mental health services
in Kosovo

Transformation of hospital-based mental
health care has been widely discussed in
post-communist countries. However, there
are still doubts about the efficiency of
community-based care, particularly because
of hospital- and drug-based traditions.

We worked between October 1999 and
July 2000 as medical doctors in community
shelters in Peje, Kosovo with a Czech
Republic non-governmental organisation,
‘People in Need’. We found that the conflict
in Kosovo brought an opportunity to re-
view the whole approach of the mental
health system.

During the 1990s many Albanian phy-
sicians had been fired from jobs at public
hospitals. Kosovo Albanians were often
forced to seek medical care in private in-
stitutions or turn to humanitarian agen-
cies. In May 1999, most of the Serbian
minority left Kosovo, including medical
staff. International institutions are now

working with local doctors to fill the
gap in the health care system. Kosovo,
with a population of 1.8 million, had only
approximately 25 psychiatrists (July 2000).
Medication and hospitalisation are the only
tools professionals use to deal with psy-
chiatric disorders. The same doctors usually
provide neurological and psychiatric care.

Despite this
mental health services in Kosovo will be
oriented towards a community-based ap-
proach. World Health Organization advi-

situation, the future

ser Liliana Urbina considers this model
not only more humane but also more
cost-effective and more affordable for local
conditions (L. Urbina, personal communi-
cation, 2001). Community-based mental
health centres are planned to organise day
hospital and out-patient care, individual
and group therapeutic activities, manage
sheltered accommodation and a psychiatric
ward for those with acute psychiatric disor-
ders (one bed per 16 000-18 000 popu-
lation). The team of 20 professionals will
respond to the mental health needs of
250 000-350 000 inhabitants.

Local doctors are now being offered
training in places where the concept of
community-oriented psychiatry is develop-
ing such as Trieste (Italy), Asturias (Spain)
and Birmingham (UK). Although local
staff, who had to deal with hundreds of in-
ternational organisations, often suffered
from “mission fatigue” (Black & Tosic,
1999), they seem to be attracted by this
concept.
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Suicide prevention: service
contacts and coordination between
primary and secondary care

Eagles et al (2001) emphasise the prob-
lems inherent in the psychiatrist’s role
with regard to suicide prevention. We
sympathise with their view that unrealistic
expectations may lead to psychiatrists
being unfairly criticised. Nevertheless, it
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would be a pity if we were to lose enthu-
siasm, without good reason, for engaging
in the challenge of suicide prevention.

In quoting our paper (Vassilas &
Morgan, 1993), Eagles et al refer to our
finding that younger suicides (aged <35
years) had a relatively low general practi-
tioner (GP) contact rate (20%) in the last
month before they died. However, it is
also important to realise that the contact
rate varied greatly between subgroups of
our sample. For instance, 52% of older
suicides made such contact, and more spe-
cifically 68% of those over 65 years of
age did so (Vassilas & Morgan, 1994).
In a later paper (Vassilas & Morgan,
1997) we showed that 39% of all males
and 76% of all females made contact
with any service within the last month
of their lives. This index concerned con-
tact with either primary or secondary
services rather than just with mental
health services, which is the criterion used
by Appleby et al (1999). Our wider index
of contact presents a more encouraging,
yet we believe realistic, view of our
potential role in suicide prevention.

It is clear that in practice it can be diffi-
cult to coordinate primary and secondary
care, but close collaboration between psy-
chiatrist and GP, with regard to the assess-
ment and management of suicide risk,
surely warrants special attention in our at-
tempts to become more effective in suicide
prevention. The acquisition of relevant clin-
ical skills is, as Eagles et al points out, as
crucial as the epidemiological approach in

this field.
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