Buchanan, A. (2002) Psychiatric detention and
treatment: a suggested criterion. Journal of Mental
Health Law, 6, 35—41.

Buchanan, A. (2005) Descriptive diagnosis, personality
disorder and detention. Journal of Forensic Psychiatry and
Psychology, 16, 538-551.

Gunn, }. & Taylor, P. (1993) Ethics in forensic psychiatry.
In Forensic Psychiatry, Clinical, Legal and Ethical Issues (eds
J.Gunn & P. Taylor), pp. 857-884. Butterworth
Heinemann.

Mullen, P, Briggs, S., Dalton, T, et al (2000) Forensic
mental health services in Australia. International Journal
of Law and Psychiatry, 23, 433—452.

A. Buchanan Department of Psychiatry, Yale
University, 34 Park Street, New Haven, CT 06519,
USA. Email: alec.buchanan@yale.edu

doi: 10.1192/bjp.190.2.176a

Authors’ reply: Dr Buchanan notes that
we allow an exception to ‘pure’ incapacity
principles where a serious offence has been
committed by a person with a mental disor-
der. We would allow the involuntary treat-
ment of this narrowly defined subgroup of
forensic patients under certain conditions,
even if they regained capacity, to prevent
harm to others. Buchanan believes this
would discriminate unfairly between these
patients and non-forensic patients. We are
not convinced, however, that this would in-
volve unjustified discrimination, because
the commission of a serious offence consti-
tutes a significant difference between their
positions.

Nevertheless, Dr Buchanan’s suggestion
that convicted offenders might be given a
choice, on disposition from the court, of
accepting imprisonment or consenting to
treatment in hospital deserves serious con-
sideration. However, we think a time limit
should still be placed on the period during
which a patient could be treated in hospital
on this basis. That time would be propor-
tionate to the seriousness of their offence.
Otherwise, the patient who accepts hospita-
lisation and treatment initially, but later re-
fuses treatment when they regain capacity,
would face return to court for resentencing
for an indeterminate period. Or, if the pa-
tient were to make a rapid recovery with
treatment, would discharge very soon after
a serious offence be politically acceptable?

Professor Maden, as we understand it,
fears that the legislation we propose would
not reduce homicides by people with men-
tal illness, but we have little knowledge of
the effect of mental health laws on rates
of serious offending. What is most likely
to reduce rates of violence is early access

to effective treatment. Our proposal would
allow involuntary treatment for the right
reasons at the right time, and it may permit
intervention sooner than under the 1983
Act. Some people with personality dis-
orders who pose a risk of harm to others
may not meet our incapacity test, and the
transitional position of such persons who
are already detained in our mental health
facilities would have to be addressed. How-
ever, on balance, we think our proposals
are likely to reduce violence overall, by al-
lowing earlier access to effective treatment
for persons who are incapacitated, regard-
less of the cause.
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Violence and psychiatric morbidity

Coid et al (2006) reported an important
cross-sectional survey of 8397 persons in
UK households and found that psychosis
was independently associated with a sixfold
increase in the reporting of five or more
violent incidents. Given the controversy
and sensitivity over the stigma associated
with psychiatric illness, particularly con-
cerning public perceptions of links between
psychosis and violence, this kind of result is
prone to generate misleading impressions.
In a recent comprehensive review Hiday
(2006) points out that surveys of this type
are prone to exaggerate the contribution
of mental illness and other diagnostic labels
to violence as a result of several method-
ological weaknesses. The first is associated
with the issue of comorbidity. It was not
clear from the presentation of their data
whether Coid et al were able to investigate
the comorbidity of psychosis and other
diagnostic categories and violence. It is
possible that once comorbid substance mis-
use, personality disorder or other issues
were taken into account, the unique contri-
bution of psychosis to violence might have
diminished dramatically (Hiday, 2006).
There is an even more fundamental pro-
blem that underpins violence surveys of this
type: a neglect of the confounding factor
that those with mental illness are more
likely to reside in violent neighbourhoods
and this could be the key predictive vari-
able, not the illness itself. The term now
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used to describe the places where most
people with severe mental illness live is
‘socially disorganised communities’, and
these combine a multiplicity of factors that
promote violence completely independently
of psychiatric dysfunction (Silver et al,
2001). Features of these environments
include chronic disabling poverty, few
prospects  or
opportunities, decaying buildings and few
amenities. In these neighbourhoods families

employment educational

and similar social institutions have broken
down, leaving most individuals devoid of
traditional social guidance and control
(Swanson et al, 2002).

Living and growing up in such environ-
ments is possibly the key variable that pre-
dicts violence, not the mental illness of the
(Hiday, 2006).
household surveys such as that reported
by Coid et al (2006) represent a unique op-
portunity to explicate the contribution of

individual Community

ecological factors when violence appears
to be linked to mental illness. It would
therefore be useful in terms of advancing
the debate over the link between violence
and mental illness if a wider theoretical
background to such analyses could be
encouraged in the future.
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Authors’ reply: We do not want our
finding of a sixfold increase in reporting
five or more violent incidents in persons
with psychosis to give a misleading impres-
sion regarding the association of violence
with mental illness. This was the only find-
ing suggesting increased risk and means
that there is a small subgroup of people
with psychosis who are repeatedly violent.
The real message of our paper should have
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been that the true risks of violence from
people with psychosis, at the population
level, are exceedingly small.

Professor Persaud’s impression might
be owing to the space in our paper devoted
to discussing the public health impact of al-
cohol misuse and antisocial personality dis-
order on violence. In an additional paper
published recently in the American Journal
of Epidemiology we make the point about
psychosis more strongly (Coid et al,
2006). Researchers with an interest in vio-
lence and psychosis often emphasise that
relative risks of violence are greater for
individuals with psychosis but they ignore
the fact that illnesses such as schizophrenia
are rare and that persons with psychosis ac-
count for an exceptionally small number of
violent incidents at the population level.
Detaining more persons with psychosis in
hospital would have a very small effect in
reducing violent crime (Fazel & Grann,
2006).

Misleading impressions based on rela-
tive risks are typical for homicides perpe-
trated by people with psychosis. These are
often based on Scandinavian countries
where the base rate is exceptionally low
(Hodgins & Janson, 2002). In locations
where the base rate is very high, for exam-
ple certain areas in the USA and South
American countries, people with psychosis
hardly feature in criminal statistics.

Careful reading of our paper will reveal
how we dealt with confounding from co-
morbid conditions. We agree with Profes-
sor Persaud’s point about residents in
violent neighbourhoods entirely, but the
sampling frame was intended to exclude
bias from factors such as socioeconomic de-
privation. We used two-level hierarchical
models throughout the analysis to take ac-
count of clustering from these areas. We
would concede, however, that our study
did not adequately explore the important
issue of neighbourhood effects.
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Assessment of manic symptoms
in different cultures

Mackin et al (2006) make a laudable at-
tempt to evaluate cultural differences in
the perception of psychiatric symptoms.
Unfortunately, aspects of their method-
ology make it difficult to draw definitive
conclusions. I will leave it for the statisti-
cians to decide whether the sample sizes
for the English and Indian groups (#=20
and 24 respectively) are large enough to al-
low the findings to be generalised. Given
the authors’ concerns about the influence
of confounding variables on the findings,
however, the disparity between the size of
these groups and that of the American clin-
icians (n=82) is striking. A demographic
breakdown of the various groups might
have been useful in allaying these concerns.

A further source of potential bias is in-
troduced by asking the participants to com-
plete rating scales for only two patients of a
single nationality. There is a risk that cul-
tural differences between nationalities
might influence attitudes as to what can
be considered ‘normal’ behaviour for peo-
ple of other nationalities. Certainly, an
English psychiatrist whose expectations of
a ‘typical’ American have been shaped by
stereotyped media images might not be ex-
pected to register certain aspects of the pa-
tients’ behaviour as pathological on the
Young Mania Rating Scale. The threshold
for recognition of manic symptoms might
well have been different had they been
asked to rate their own compatriots. More
revealing conclusions could perhaps have
been drawn had all participants been asked
to complete rating scales for patients of a
variety of nationalities, including their
own.

The authors make a compelling argu-
ment about the potential consequences of
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cultural differences in the recognition of
symptoms of mental illness, and have pro-
vided a useful starting point for future dis-
cussion and research. Unfortunately, they
fall short of proving these differences exist
with their preliminary data.
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The study of Mackin et al was interesting
but so much highly relevant information is
missing that it is hard to determine whether
the findings have validity. The clinicians are
effectively trial participants, yet we are not
told the method of selection for doctors in
each country. Training and employment
structures are so different in the three coun-
tries that the clinicians are likely to have
had very different degrees of experience
and specialisation (the American system in
particular favouring greater sub-specialisa-
tion). We are required to make the assump-
tion that the groups are similar in all
respects except the culture of the country
of practice, yet there is no way to tell this
without a socio-demographic profile of
the participants from each country. There
should be an attempt to make them repre-
sentative of the total population of psychia-
trists in their country in terms of ethnicity,
gender and other factors which have a
strong subcultural influence. There is no
unifying ‘culture’ for psychiatrists in the
UK, where at least one-third are trained
outside the UK, and in some areas of the
country the significant majority of doctors
are non-UK-trained. Sampling such a small
group from the UK (n=20) would be most
unlikely to give a representative picture of
British psychiatry as a whole. Similarly, In-
dia and the USA are also among the most
multicultural countries in the world, and
the same issues of systematic sampling bias
apply.

Furthermore, we do not actually know
the ethnic and cultural background of the
two videotaped individuals with mania.
They are described only as ‘American’ —
but can this be a meaningful term when de-
scribing an individual’s culture in such a
varied society? The authors minimise the
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