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30 years ago may be recreated to some extent in
community homes run by untrained staff, in seaside
areas where perhaps insufficient resources have
been devoted to a comprehensive re-provision
programme.

The opportunity may exist for mental health
professionals to train the lay staff, to enable them
to further improve the quality of care given in their
homes.

It would be interesting to read of the experience of
clinicians in other districts.

JOHNBARNES
The London & Runwell Hospitals
Runwell Hospital
Wickford Essex
SS 11 7QE
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schizophrenia when patients were taking cannabis
and other drugs as common there as here. As far as
nosological status of 'cannabis psychosis' is con

cerned there are commonly organic, schizophreni-
form and manic pictures. The important thing is not
what you call it but what you do, i.e. stop cannabis.

A national research study on patients attending
depot injection clinics to ascertain the extent of
drinking or cannabis abuse might pay enormous
dividends by removing the schizophrenic label from
many patients. This question is of particular import
ance with the issue of the legalisation of cannabis
being raised again.

SAMUELI. COHEN
Emeritus Professor of Psychiatry
University of London
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"Black" issues in Mental Health
Practice (Dr Azuonye) "Cannabis
psychosis" (Dr Eva)

DEARSIRS
I agree with Professor Sims' comment on Dr
Azuonye's letter (Psychiatric Bulletin, May 1992,16,
310-311). I have treated large numbers of white
patients with exactly the same problem, also in the
Royal London Hospital, for the past 30 years. It is
not a "black" issue, it is a drug abuse issue. I would

like to know how Dr Azuonye makes the diagnosis of
schizophrenia and drug abuse. One cannot repeat
too often that no diagnosis is possible in anyone
taking drugs until after they have stopped taking
them. When they do the symptoms usually disappear
rapidly and the diagnosis becomes obvious. Schizo
phrenia is often strongly diagnosed in these circum
stances and neurolcptic drugs arc given with all the
accompanying disability to the patient and cost to
the service and to the community. Indeed this error
perpetuates the problem since it purports to offer a
"treatment" other than the only one that will help,

namely stopping the poison that is affecting the
brain. As I recently wrote: "If cannabis continues to

be used then major tranquillizers are not effective and
if it ceases they are not necessary".

Dr Eva's letter in the same issue touches on this

subject too. Last year I visited Australia and
New Zealand and found the misdiagnosis of
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Primary care psychiatry
DEARSIRS
Dr Strathdee et al described a six stage plan in
establishing psychiatric attachments to general prac
tice (Psychiatric Bulletin, May 1992, 16, 284-286)
and expressed interest in other approaches used in
strategic planning in this field. While Strathdee et a/'s

stages focused on formal organisational arrange
ments of objectives, location and response, in
West Lancashire, we phased our project (GPs, CPNs
and psychiatrists) into two phases of service delivery.
Phase one comprises out-patient, joint consultation
model and regular meetings (modified Balint) to
discuss management of selected patients. This is
to be followed by phase two of team case conferences
and the tripartite community assessment at the
patient's location, home/hostel or elsewhere. Both

approaches, the Maudsley and ours, aspire to a
good working alliance with the clients being the
beneficiaries.

G. K. GAD
Ormskirk and District General Hospital
Ormskirk, Lanes. L392AZ

Relatives who refuse to give consent
DEARSIRS
Regarding Dr Jane O'Dwyer's letter concerning rela

tives who refuse to give consent (Psychiatric Bulletin,
April 1992, 16, 232) I feel I must object. I believe it
wrong to dismiss the rights of the next of kin under
the act as merely a complicating factor whatever the
circumstances. Further, if the treating psychiatrist
has done all he/she possibly can why then should
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he/she be made helpless? If, Social Services are loathe
to displace relatives as the next of kin, we as clinicians
ought to highlight this reluctance in joint meetings
with Social Services. I would also disagree that once
initiated, the process is long and complicated. Given
its seriousness it is of necessity time-consuming
involving submission of a report and possible
court appearances, but our primary concern must
remain the patients, whether or not we perceive the
relatives as awkward or difficult. One of the strengths
of the current Mental Health Act is that the rights
of individuals and of the nearest relative are
protected.

My colleagues from Social Services and I have
recently been involved in a case where it became
necessary to ask the court to displace a young lady's

mother as next of kin on the grounds that she un
reasonably objected to making an application for
treatment. The court agreed with our views and
the nearest relative was displaced. Since then the
relationship between the displaced relative and the
clinicians has improved dramatically!

SEANSCANLON
Core)' Mental Health Team
Central Clinic
Corby, Northants. NNÃŒ71RJ

Mental state at discharge
DEARSIRS
We are in complete agreement with Akerman &
McCarthy (Psychiatric Bulletin, April 1992, 16,
216-217) that mental state at discharge should be
included in all discharge communications from
hospital. The authors highlight the contribution such
a record could make to formal audit. A record of
mental state at discharge has several other important
benefits: it focuses the mind of the clinician on the
therapeutic process which has just occurred, thus,
encouraging him(her) to audit the care he(she) has
delivered; it helps other health care workers assess
future changes in the patient's mental state; it helps

future clinicians plan more effective treatments by
giving an explicit indication of therapeutic response
(rather than the usual implicit assumption that the
patient probably improved if he/she was discharged);
and it isvery useful in retrospective case note research.
We believe that recording mental state at discharge
should be part of routine psychiatric practice and
we hope that if we repeated our audit of discharge
summaries (Craddock & Craddock, 1990) in five
years' time that we would find this item recorded in

significantly more than one quarter of summaries.
NICKCRADDOCK

BRIDGETCRADDOCK
Queen Elizabeth Psychiatric Hospital
Birmingham BIS 2QZ

Correspondence

Reference

CRADDOCK,N. & CRADDOCK,B. (1990) Audit of psychiatric
discharge summaries. Psychiatric Bulletin 14,618-620.

Violence andjunior psychiatrists
DEARSIRS
Drs Kidd and Stark (Psychiatric Bulletin, March
1992, 16, 144-145) have addressed a potentially
important area of concern to us all, particularly in
the wake of the CTC working party recommen
dations with respect to violent incidents (1991). My
concern is that they have perhaps not gone far
enough.

The Health Services Advisory Committee report
(1987) stated that although defining violence is
difficult, it is an essential task for anyone involved in
the management and prevention of violent incidents.
I believe the same applies to those engaged in re
search in this field. Drs Kidd and Stark fail to define
what they mean by "physical assault" or "imminent
danger". Assault in law means reasonable fear or

apprehension of the unjustified use of force. Any
unwanted contact is a battery. These definitions are
themselves limited in their usefulness but what is
urgently required, if we are to represent the problem
accurately and reach a sensible conclusion, are
specific and detailed data. The circumstances of each
incident, the physical environment in which it took
place and the state of mind of the assailant, are vital
pieces of information if any meaningful attempt at
prevention is to be made. This is not to confuse the
issue with that of the prediction of dangerousness,
but merely to recognise that assaultive behaviour is
complex and depends upon many factors, and if we
choose not to acknowledge this then we run the
risk of misrepresenting the facts, and doing both
ourselves and our patients a grave disservice. For
instance, major mental disorder leads to violence far
less frequently than intoxication with alcohol or
other substances. The relationship between mental
illness and violence is far from clear and forms
the basis of much current research. Psychiatrists
should be aware of the possibility of fuelling public
misconceptions about the "dangerous madman".

The authors make the point that following 20 out
of a total of 28 incidents, no support was offered.
This is hardly surprising in light of the fact that only
five were reported. The reasons for failure to report
the other 23 episodes would have been of interest for
as Barczak & Gohari (1988) pointed out, there are
wide-ranging implications from this, for staff and
patients alike, and even when an efficient system of
care for victims exists, problems arise as staff are
reluctant to use it.

The opening statement of the article that "aggres

sion directed towards health care workers has been
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