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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; HaIler & Deluty,
1988; Noble & Roger, 1989; James et a!, 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 oflarge hospitals and
the establishment ofwards 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 a! (Journal, December 1991, 159,
867â€”870)describe a 67-year-old woman treated with
continuation ECT for recurrent unipolar depressive
illness. They distinguish between continuation treat

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 offurther 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 a! 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 â€˜¿�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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that reading disabilities have a significant genetic
aetiology. Zahalkova et a! (1972) concluded that
dyslexia exhibits autosomal dominant inheritance
with reduced penetrance. Smith et a/(l983) assigned
a gene for specific reading disabilities to chromosome
15.

Kendler et a! (1985) concluded that delusional dis
orders and schizophrenia were two separate dis
orders with different familial factors apparent. They
suggested an increase of schizotypal personality dis
orders in the first-degree relatives of patients with
schizophrenia, but not with delusional disorder.
Also, an increase of paranoid personality disorders
in the first-degree relatives of patients was found with
delusional disorder but not with schizophrenia.

This might be a family with a unique combination
of delusional disorders and dyslexia from which we
can explore the genetic factors involved in more
detail.
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Familial delusional disorder linked with dyslexia
SIR: We wish to report an interesting case ofa woman
presentingwith a 15-year history ofjealous delusions.
The family history reveals a remarkably high preva
lence of similar symptoms in first-degree relatives
which appear to be linked with dyslexic symptoms of
varying degree.
CaseReport:The 40-year-oldwomanliveswith hersecond
husband and two teenage sons from her first marriage. She
presented with a parasuicidal act in response to what she
saw as conclusive evidence of her husband's behaviour.
This, she believed, included him having regular sexual inter
course with her two children and him drugging her coffee so
as not to be disturbed. The evidence she has is that her
husband and sons often looked tired in the morning, and
that they stopped talking and appeared to blush when she
entered the room. She admitted that her evidence was weak,
but it convinced her fully.

Thorough investigations revealed that these beliefs are of
delusional intensity. Previous contact with the psychiatric
services was discontinued by her as soon as she was con
fronted with a diagnosis, and no therapeutic intervention
was made.

The family history reveals astonishingly similar beliefs
to be held by two out of three of the patient's siblings and
her paternal uncle and his son. All these family members
showed (unfounded) concern that their spouses or friends
were having homosexual affairs on a regular basis. Investi
gations, litigations, and divorces were common conse
quences. With the exception of the uncle and cousin,
on whom we do not have enough information, all those
affected by delusional jealousy seem to suffer from a form
of dyslexia as well, with varying degrees of difficulties in
spelling, reading or writing. The patient's sons are affected
by this.

The patient presented as a warm, intelligent and capable
woman, who showed no sign of suspiciousness in the rap
port she established with us. We diagnosed a reactive
depressionoccurringin responseto delusionalbeliefs.The
depressive symptoms lifted as soon as she had made up her
mind to leave the family. There was no evidence of any
other pathological perception, but her jealous beliefs were
unshakable. Her cognition was unaffected.

As far as we are aware, this is the only reported family
presenting with a combination of dyslexia and delu
sional disorder. Formal testing and evaluation of the
severity of both syndromes, as well as cytogenetic
analysis, are pending. De Fries et a!(l978) suggested
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Capgras' syndrome in association with lithium toxicity
SIR: I read with interest Canagasabey & Katona's
report (Journal, December 1991, 159, 879â€”881)of a
case of Capgras' syndrome which they attribute to
lithium toxicity. The causal role of lithium toxicity is
in doubt, however, because the lithium concentration
was only marginally outside the therapeutic range
at 1.12 mmol/l, and because another psychotropic
agent, the monoamine oxidase inhibitor tranyl
cypromine, was administered and withdrawn in
parallel with lithium. Monoamine oxidase inhibitors
have not so far been associated with misidentifica
tion syndromes as such, but they are known to cause
a variety of mental state disturbances (Reynolds,
1982); florid paranoid psychosis secondary to
another monoamine oxidase inhibitor, phenelzine,
has been reported (Sheehy & Maxmen, 1978).
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