
THE BRITISH JOURNAL
Library and Information Service
Royal College of Psychiatrists

17 Belgrave Square
London SW1X8PG

S0171-235-2351-X138

JANUARY 1998 VOL. 172

EDITORIALS

Cost-effective or profligate community

psychiatry?
P. T.

(j( Contracting in mental health
C. J. Simpson

REVIEW ARTICLE

TJ Analysis of longitudinal data. Beyond

MANOVA
B.S.Eve

PAPERS

S.3 Outcome of common mental disorders in
Harare, Zimbabwe
V. Patel. C. Todd. M.Winston. F.Gwanzura, E. Simunyu.
W. Acuda and A. Mann

\Xl Health of the Nation Outcome Scales

(HoNOS). Research and development
J.K.Wmg, A. S. Beevor. R. H.Curtis. S. B.G. Park. S. Hadden
and A.Burns

Intensive case management for the

severely mentally ill. Controlled trial
F. Holloway and J.Carson

Recurrence in affective disorder:

I. Case register study
L. V. Kessmg, P. K. Andersen, P. B. Mortensen and
T. G. Bolwig

Recurrence in affective disorder:

II. Effect of age and gender
L. V. Kessmg

Lifetime risk of suicide for affective

disorder, alcoholism and schizophrenia
H. M. Inskip, E. C. Harns and B Barraclough

Prospective study into factors associated

with aggressive incidents in psychiatric

acute admission wards
and C. Coreos

Cost and benefit in the choice of ECT

schedule. Twice versus three times weekly

ECT
M. Tubi. H.

B. Li-

Brain 5-HT neurotransmission during

paroxetine treatment
P. A. Sargent. D. J.Williamson and P.j.Co."

Effects of postnatal depression on
children's adjustment to school.

Teacher's reports

D. Sinclair and L. Murray

Psychiatric staff as attachment figures.

Understanding management problems in

psychiatric services in the light of

attachment theory
G. Adshead

Placebo-controlled trial of moclobemide

in social phobia
F. R. Schneier. D. Goetz. R. Campeas, B. FallÃ³n. R. Marshall
and M. R. Liebowitz

Informing patients about tardive

dyskinesia. Controlled trial of patient

education
R. Chaplin and A. Kent

Treatment of severe clozapine-induced

neutropenia with granulocyte colony-

stimulating factor (G-CSF). Remission

despite continuous treatment with

clozapine
B. Sperner-Unt' .>ek, S. Gaggi. D. Geis

G. Spiel and W.W. Fleischhacker

Behaviour phenotype for Down's

syndrome
R. A.Collacott, S.-A. Cooper, D. Branford and

C. McGrother

JfO Psychological sequelae of torture and

organised violence suffered by refugees
from Iraq. Trauma-related factors

compared with social factors in exile
C. Gorst-Unsworth and E. Goldenberg

COLUMNS

^S Correspondence

97 One hundred years ago

97 Erratum

98 Book reviews

102 Contents of The American Journal

of Psychiatry

https://doi.org/10.1192/S0007125000149438 Published online by Cambridge University Press

https://doi.org/10.1192/S0007125000149438


Debbie doesn't know that Cipramil

is now indicated for disorder

... she just knows her doctor

made a logical choice

As a patient with Panic Disorder, Debbie is beginning to appreciate the

value of the Cipramil treatment that her doctor has newly prescribed.

Of course, Debbie would no more talk of the recently extended indication

for Cipramil than its high selectivity12, good tolerability3, and low risk of

drug interactions06. She just recognises the difference that Cipramil

makes to the stability and quality of her life.

Presentation: 'Cipramil' tablets 10 mg: PL 0*58/0057, each containing 10 mg of citalopram as the hydrobromide.
28 (OP) 10 mg tablets Â£12.77. 'Cipramil' tablets 20 mg: PL 0458/0058, each containing 20 mg of otalopram as the

hydrobromide. 28 (OP) 20 mg tablets Â£21.26. Indications: Treatment of depressive illness in the initial phase and as
maintenance against relapse/recurrence. Treatment of panic disorder, with or without agoraphobia. Dosage: Treating
depression: Adults: 20 mg a day. Depending upon individual patient response, this may be increased in 20 mg incre
ments to a maximum of 60 mg. Tablets should not be chewed, and should be taken as a single oral daily dose, in the
morning or evening without regard for food. Treatment fot at least 6 months is usually necessary to provide adequate
maintenance against the potential for relapse. Treating panic disorder: 10 mg daily for the first week, increasing to 20 mg

daily. Depending upon individual patient response, dosage may be further increased to a maximum of 60 mg daily.
Depending upon individual patient response, it may be necessary to continue treatment for several months. Elderly: 20 mg
a day increasing to a maximum of 40 mq dependent upon individual patient response. Children: Not recommended.
Reduced hepatic/renal function: Restnct dosage to lower end of range in hepatic impairment. Dosage adjustment not

necessary in cases of mild/moderate renal impairment. No information available in severe renal impairment (creatinine
clearance <20ml/mm). Contra-indications: Combined use of 5-HT agonists. Hype rsensitivity to citalopram. Pregnancy

and Lactation: Safety during human pregnancy and lactation has not been established. Use only if potential benefit
outweighs possible nsk. Precautions: Driving and operating machinery. History of mania. Caution in patients at nsk of

Cipramil'
citalopram

now indicated for panic disorder

cardiac arrhythmias. Do not use with or within 14 days of MAO inhibitors: leave a seven day gap before starting MAO
inhibitor treatment. Use a low starting dose for panic disorder, to reduce the likelihood of an initial anxiogenic effect
(experienced by some patients) when starting pharmacotherapy. Drug Interactions: MAO inhibitors (see Precautions)
Use lithium and tryptophan with caution. Routine monitoring of lithium levels need not be adjusted. Adverse Events:
Most commonly nausea, sweating, tremor, somnolence and dry mouth. With citalopram, adverse effects are in general

mild and transient. When they occur, they aie most prominent dunng the first two weeks of treatment and usually
attenuate as the depressive state improves. Overdosage: Symptoms have included somnolence, coma, sinus tachycardia,
occasional nodal rhythm, episode of grand mal convulsion, nausea, vomiting, sweating and hyperventilation. No specific

antidote. Treatment is symptomatic and supportive. Early gastric lavage suggested. Legal Category: POM 24.1.95.
Further information available upon request. Product licence holder; Lundbeck Ltd., Sunmngdale House, Caldecotte Lake
Business Park, Caldecotte, Milton Keynes, MK7 8LF. '" 'Cipramil' is a Registered Trade Mark. <tÂ»1997 Lundbeck Ltd. Date

of preparation: April 1997. 0897/CIP/501/044

1. Hyttel .1. XXII Nordiske Psykiater Kongres. Reykjavic. 11 August 1988:11-21. 2. Eison AS et al Psychoprwmacology Bull
1990; 26 (3): 311-315. 3. Wade AG et al. ÃŸrJ Psychiatry 1997; 170: 549-553. 4. Sindrup SH et al. Ther Drug Monit 1993; 15:
11-17. 5. Van Harten J. Clin Pharmacokinetics 1993; 24: 203-20. 6. Jeppesen U et al. Eur J Um Pharmacol 1996; 51: 73-78
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Instructions to authors

The British Journal of Psychiatry is published monrhly
by the Royal College of Psychiatrists. The B/P
publishes original work in all fields of psychiatry.
Manuscripts for publication should be sent to The
Editor, The British Journal of Psychiatry, 17 Belgrave
Square, London SW1X 8PG.

All published articles are peer reviewed. A
decision will be made on a paper within three
months of its receipt.

Contributions are accepted for publication on the
condition that their substance has not been published
or submitted for publication elsewhere. The BJP does
not hold itself responsible for statements made by
contributors. Unless so stated, material in the B/P
does not necessarily reflect the views of the Editor or
the Royal College of Psychiatrists.

Published articles become the property of the B/P
and can be published elsewhere, in full or in part, only
with the Editor's written permission.

Manuscripts accepted for publication are copy-
edited to improve readability and to ensure con
formity with house style.

We regret that manuscripts and figures unsuitable
for publication will not normally be returned.

MANUSCRIPTS

Three high-quality copies should be submitted and
authors should keep one copy for reference. Articles
should be 3000-5000 words long, must be typed on
one side of the paper only, double-spaced throughout
(including tables and references) and with wide
margins (at least 4 cm); all the pages, including the
title page, must be numbered.

TITLE AND AUTHORS

The title should be brief and relevant. If necessary, a
subtitle may be used to amplify the main title.

All authors must sign the covering letter; one of
the authors should be designated to receive corre
spondence and proofs, and the appropriate address
indicated. This author must take responsibility for
keeping all other named authors informed of the
paper's progress.

All authors should clearly state their involvement
in the work presented, and any conflict of interest
arising, in the accompanying letter.

If authors wish to have their work peer reviewed
anonymously, they must submit their work without
persona] identification; names and addresses of all
authors should be given in the covering letter.
Otherwise, the names of the authors should appear
on the title page in the form that is wished for
publication, and the names, degrees, affiliations and
full addresses at the time the work described in the
paper was carried out given at the end of the paper.

STRUCTURE OF MANUSCRIPTS

A structured summary' should be given at the
beginning of the article, incorporating the following
headings: Background; Method; Results; Conclu
sions. This should be up to 150 words long. Review
articles do require summaries, although comments,
annotations, lectures and points of view do not.

Introductions should be no more than one
paragraph (up to 150 words). Use of subheadings is
encouraged, particularly in Discussion sections. Three
clinical implications and three limitations of the study
should be provided. A separate "Conclusions' section

is not required.

REFERENCES

References should be listed alphabetically at the end
of the paper, the titles of journals being given in full.

STATISTICS

Reference lists not in B/P style will be returned to the
author for correction.

Authors should check that the text references and
list are in agreement as regards dates and spelling of
names. The text reference should be in the form'(Smith, 1971)' or 'Smith (1971) showed that . . .'.
The reference list should follow the style example
below (note that et al is used after three authors have
been listed for a work by four or more).

Alderson, M. R. (1974) Self poisoning: what is the future?

Lancet, i, I04-II3

American Psychimtrk Association (1980) Diagnostic and

Statistico/ Manual of Menial Disorders (3rd cdn) (DSM-III).

Washington. DC: APA.

Aylard, P. R., Gooding, J. H.. McKc-nna, P. S.. et al (1987) A

validation study of three anxiety and depression self

assessment sealÂ«- Psychosomot/c Research. I, 261-268.

De Rouge mon t, D. (1950) Passion and Society (trans. M.

Belgion). London: Faber and Faber

Fisher. M. (1990) Personal Love. London: Duckworth.

Flynn, c. H. (1987) Defoe's Â»deaof conduct: ideological

fictions and fictional reality In Ideology of Conduct (eds N.

Armstrong & L. Tennehouse). pp. 73-95. London: Methuen.

Jones, E. (1937) Jealousy. In Popers on Psychoanalysis, pp. 469-

485 London: Bailliere. Tindali.

Mullen, P. E. (1990o) Morbid jealousy and the delusion of

infidelity. In Principles and Practice of Forensic Psychiatry (eds R.

Bluglass & P. Bowden). pp. 823-834. London: Churchill

Livingstone

(19906) A phenomenotogy of jealousy. Australian and New

Zealand journal of Psychiatry, 24. 17-28.

Personal communications need written authorisation;
they should not be included in the reference list. No
other citation of unpublished work, including; unpub
lished conference presentations, is permissible.

TABLES

Each table should be submitted on a separate sheet.
They should be numbered and have an appropriate
heading. The tables should be mentioned in the text
but must not duplicate information in the text. The
heading of the table, together with any footnotes or
comments, should be self-explanatory. The desired
position of the table in the manuscript should be
indicated. Do not tabulate lists, â€¢whichshould be
incorporated into the text, where, if necessary, they
may be displayed.

Authors must obtain permission if they intend to
use tables from other sources, and due acknowl
edgement should be made in a footnote to the table.

FIGURES

Figures should be individual glossy photographs, or
other camera-ready prints, or good-quality output
from a computer, not photocopies, clearly numbered
and captioned below. Avoid cluttering figures with
explanatory text which is better incorporated
succinctly in the caption. Lettering should be parallel
to the axes. Units must be clearly indicated and
should be presented in the form quantity:unit (note:
'litre* should be spelled out in full unless modified to

ml, dl, etc.).
Authors must obtain permission if they intend to

use figures from other sources, and due acknowl
edgement should be made in the legend.

Colour figures may be reproduced if authors are
able to cover the costs.

Noi all papers require statistical analysis. Case
histories and studies with very small numbers are
examples. In larger studies where statistical analyses
are included it is necessary to describe these in
language that is comprehensible to the numerate
psychiatrist as well as the medical statistician.
Particular attention should be paid to clear descrip
tion of study designs and objectives, and evidence that
the statistical procedures used were both appropriate
for the hypotheses tested and correctly interpreted.
The statistical analyses should be planned before data
are collected and full explanations given for any post-
hoc analyses carried out. The value of test statistics
used (e.g. /\ f, F-ratio) should be given as well as
their significance levels so that their derivation can be
understood. Standard deviations and errors should
not be reported as Â±,but should be specified and
referred to in parentheses.

Trends should not be reported unless they have
been supported by appropriate statistical analyses for
trends.

The use of percentages to report results from
small samples is discouraged, other than where this
facilitates comparisons. The number of decimal places
to which numbers are given should reflect the
accuracy of the determination, and estimates of
error should be given for statistics.

A brief and useful introduction to the place of
confidence intervals is given by Gardner 6c Altman
(1990, British Journal of Psychiatry, 156, 472-474).
Use of these is encouraged but not mandatory.

Authors are encouraged to include estimates of
statistical power where appropriate. To report a
difference as being statistically significant is generally
insufficient, and comment should be made about the
magnitude and direction of change.

GENERAL

All abbreviations must be spelt out on first usage.
The generic names of drugs should be used, and

the source of any compounds not yet available on
general prescription should be indicated.

Generally, SI units should be used; where they are
not, the SI equivalent should be included in
parentheses. Units should not use indices: i.e. reportg/ml, not g ml'1.

The use of notes separate to the text should be
avoided, whether they be footnotes or a separate
section at the end of a paper. A footnote to the first
page may, however, be included to give some general
information concerning the paper.

If an individual patient is described, his or her
consent should be obtained. The patient should read
the report before submission. Where the patient is not
able to give informed consent, it should be obtained
from an authorised person. Where the patient refuses
to give consent, then the case study can only be written
up if personal details and dates and other information
which identify the patient are omitted to ensure that
there is no breach of confidentiality. Contributors
should be aware of the risk of complaint by patients in
respect of defamation and breach of confidentiality,
and where concerned should seek advice.

PROOFS

A proof will be sent to the corresponding author of an
article. Offprints, which are prepared at the same time
as the B/P, should be ordered when the proof is
returned to the Editor. Offprints are despatched up to
six weeks after publication. The form assigning
copyright to the College must be returned with the
proof.

LETTERS TO THE EDITOR

Letters should not exceed 350 words. They will be
edited for clarity and conformity with B/P style and
may be shortened. There should be no more than five
references. Proofs will not be sent to authors.
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British Journal of Hospital Medicine in association with British Journal of Nursing

is proud to announce

RECENT ADVANCES IN THE UNDERSTANDING AND
MANAGEMENT OF ALZHEIMER'S DISEASE

This major two-day national conference will take place in London on 2.8th & 2.9th January 1998. The
aim of the conference is to inform participants of up to date practice in this developing field. The
programme will combine plenary lectures with concurrent sessions to allow as much interaction as
possible. It will be of particular interest to old age psychiatrists, geriatricians, nurses, general practitioners
with an interest in this field.

For further details please complete the following in CAPITALS and return to:

Conference Manager, Alzheimer's Disease

Mark Allen International Conferences Ltd
Croxted Mews, 2.86A-2.88 Croxted Road
London $Â£2.49BY

Tel: 0181 671 752.1
Fax: 0181 674 4550

Name
Address

Postcode
Tel:
Date

Fax:

Order by phone 01865 314627 or by fax 01865 314091 quoting rÃ©f.M711 MMXAAD1

Drug Treatment in Psychiatry EKTreifla| Visibly Different

TREATMENT
Â«PSYCHIATRY

â€¢AttllJ ! Â»

the CommunityMentalHealthWorker
PeterfyrerMDFKCPFKPsythMFPHMProfessorofCommunity
Psychiatry,ImperialCollegeSchoolof Medicineat StMary's,St
CharlesHopsital,London.PhilipHarrison-ReadPhDMRCPsychCon
sultantPsychiatristandHonorarySeniorLecturer,ParkRoyalCen
trefor MentalHealth,CentralMiddlesexHospital,London.Eliza
bethVanHornBMMRCPsychClinicalResearchFellow,Imperial
CollegeofMedicineatStMary's,StCharlesHospital,London.

p>Coverswhatto prescribe,thespeedof responseandthe
adverseaffectsofdrugs.

^ Writtenbypsychiatristswhohavefirsthandexperienceofmulti-disciplinaryteamwork

Drugtreatmentisoneofthemajorissuesincommunitymentalhealthcare.Thisbookcovers
themaindifficultiesthatcanariseinpractice,suchasnon-compliance,togetherwithwaysof
overcomingthem.Thebookwillhelpto integratedrugtreatmentwithinthemulti-discipli
naryteamin linewithcurrentthinking.
ISBN0 750622512:5J2pp:234x Ã•56mm:Hardback:September1997;Â£27.50

Anorexia, Murder and Suicide

DavidMa)anDMffiCPsydiFormerlyConsultantPsychotherapist
attheTavistockClinical,London,UK.
p>Casesareexploredfromthepatient'spointofview

P>Highlyreadablebutclinicallyfocused

Thisbookpresentsfreshinsightonthreemajorareasofclinicalcon
cernanddrawsonspecificcasehistories.Theyinvolveself-harmand
self-destructionanddemonstratetheopposingverystrong-tensions
betweenlifeanddeath.Theimplicationsfor themanagementof
thesepatientsisdiscussedindetailandsomesurprisingfindingsarel^â€”"^^^"
presented.
ISBN0 750630035:256pp.234x 156mm:Paperfudr:October1997:Â£25.00

Vjsibly
Different

Copingwith
disfigurement

Copingwith Disfigurement
editedbyRichardLansdownPhDFBPsSCPsycholHonorary
SeniorLecturer,InstituteofChildHealth,UniversityofLondon,
UK.NichelaRumseyBA(Hons)MScPhDCPsycholPrincipal
LecturerinPsychology,UniversityoftheWestof England,UK.
EileenBradburyBSocFcPGCEDipCOTPhDClinicalCounsellorin
PlasticSurgery,LecturerinHealthPsychology,Universityof
Manchester,UK.TonyCarrBScPhDDCIinPsycholCPsychol
AFBPsSHeadofClinicalTeachingUnit,UniversityofPlymouth,
UK.JamesPartridgeMA(Oxon)MScDirectorofChangingFaces,
London.VisitingResearchFellow,UniversityoftheWestof
England,UK
^ Includescontributionsfrompeoplewhoarethemselvesvisiblydifferent
^ Opensuptheexperiencesof,andoffersguidanceto,professionalsfromarangeof

disciplines
Thereareover400,000peopleinGreatBritainwithascar,blemishordeformitywhich
mayseverelyaffecttheirabilityto leadanormallife.Thispracticalandsensitivebookexploresthecomplexandoftendistressingproblemsthatresultfromlooking'visibly
different',highlightingarangeofapproacheswhichcanenhancethecareandsupport

offeredbyallmembersoftheprofessionalteam.
ISBN0 750634243:272pp: 234x 156mm: Paperback:August 1997:Â£19.99

HeinemannCustomerServices
DirectMailDepartmentPOBox840,Oxford0X28YW
Tel:01865314627,Fax:01865314091
E-mail:bhuk.orders6bhein.rel.co.ukWebsiteat http://www.bh.com

Pleasepaybycreditcardorchequemadepayableto:HeinemannPublishersOxford
PleaseaddÂ£3.00P&Pandsupplyfulldeliveryaddressandphonenumber
withyourorder.

Buttervrorth-Heinemann,ADivisionofReedEducationalandProfessionalPublishingLimited,RegisteredOffice:25victoriaStreet,LondonSWIHOEX.RegisteredinEnglandNumber3099304.VATnumber663347230
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UNIVERSITY COLLEGE LONDON

ONE DAY CONFERENCE

Putting theories of mind to work:
Clinical applications of new research into theory

of mind

This conference is intended to bring together clinicians and researchers, and
will explore how the concept of "theory of mind" can be applied in clinical

practice. It will relate recent theoretical developments to applications across
a range of clinical presentations â€”for people with autism, personality
disorders and schizophrenia. Presentations will outline ongoing research
programmes with these clinical groups, present recent findings and show the
relevance of research for clinical work. Presenters will include:
Dr Patricia Howlin (St George's Hospital Medical School)

Dr Tony Charman (University College London)
Prof. Peter Fonagy and Dr Mary Target (University College London)
Dr James Blair (University College London)
Dr Klii.inIHni Corcoran and Prof. Chris Frith (Institute of Cognitive

Neuroscience)
Dr Simon Baron (Cambridge University)

Date: Wednesday 2.5th March 1998
Venue: University College London, London WCi
Cost: Â£55(incl. coffee/tea and lunch)

Details and booking: For further information, programme and booking form
please contact Ms Adelaide Twumasi, Subdepartment of Clinical Health
Psychology, University College London, Gower Street, London WCiE 6BT.
Tel.: 0171 391 1158; Fax: 0171 916 1989; e-mail: a.rwumasi@ucl.ac.uk

Psychological Trauma
AND ITS EFFECTON

The Body
- Depersonalisation

- Psychosomatic Symptoms
4th Annual ISSD*(UK)Conference

1-3 April 1998
CHESTER

â€¢Tor Boe Norway
â€¢Ellcrt Nijenhuis Netherlands

â€¢Babette Rothschild Denmark
Experttrainerin Body-Psychotherapy

â€¢Trysh Ashby-Rolls Canada
â€¢Dr Elizabeth Morgan USA

Imprisonedfor protectingher child from CSA
â€¢Jean Goodwin, M.D. MPH

â€¢Prof. Stephen Braude
Author "firstPersonPlural",Universityof Maryland

Registration Forms/Programmes available from:
ISSD(UK)

20 Walpole Street
Chester, CHI 4HG

phone: 01244 390 121 fax: 01244 390 374
e-mail: jracintee@ctlierapy.u-net.com.

Book by 1st Feb. for the Best Savings
â€¢INTERNATIONAL SOCIETY FOR THE STUDY OF DISSOCIATION

LONDON : DUBLIN

MRCPsych PART I

Intensive exam-oriented weekend courses

Covering: Theory for new syllabus
Technique Ã”Ctactics
Over 2.OOOrelevant MCQs
Practice MCQ exams

London: 7, 8 & 14, 15 March 1998 (4 days)
Dublin: zi, zz March 1998 (z days)

The Secretary
NB Medical Education
PO Box 767
Oxford
OXiiXD

Full details: 01865 842.106
HM 67 (z7> approval for study leave

i â€¢â€¢. . i â€¢â€¢â€¢;IN I . ' '/i i

LOCUM
PSYCHIATRISTS

All Grades.
We would be pleased to discuss the

assignments currently available in
major cities throughout the UK.

Please contact Liz Goodwin
or her team on:-

Telephone01816263117
Fax01816263101

email: Igoodwin6ssrgroupservices.cix.co.uk

We are confident you will enjoy
dealing with our professional,

knowledgeable and
caring consultants.

NOA
ISO 9002

SSRMedicalServicesis a divisionof SSRGroup ServicesLtd
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UNIVERSITY OF LEEDS-LEEDS CMH TRUST

DIALECTICAL BEHAVIOUR THERAPY:
Â¡Illlllll A Cognitive Behavioural Treatment for Borderline Personality Disorder

TWO-DAY INTRODUCTORY WORKSHOP
Thursday 30 April and Friday 1 May 1998

Heidi Heard and Michaela Swales
(members of Marsha Linehan's Training Team)

Hilton National, Leeds
Â£165non-residential, including coffee, lunch and tea both days

This workshop will be of interest to all mental health professionals and managers involved in the provision
of care to 'hard-to-help' clients presenting with deliberate self-harm, parasuicidal behaviour and other

difficulties associated with a diagnosis of borderline personality disorder.

(Dependent on interest, this workshop may be followed by a UK intensive training seminar consisting of two 5-day
events, and intervening development work. This will be offered to teams wishing to establish their own DBT
services.)

For booking form and further information please contact:
Susan Alexander, PTRC, University of Leeds, 17 Blenheim Terrace, Leeds LS2 9JT Tel: 0113 233 5699

Fax: 0113 233 6685

NewBriefPulseECTwith Computer-Assisted
EasySeizureMonitoring

SomalÃ­esThymalronâ„¢DGx
â€¢Automatically monitors your choiceof EEG-EEG,

EEG-ECG,or EEG-EMGand determines EEC and
motor seizure lengths.

â€¢Computer-measured seizure quality, including
postictal EEC suppression, seizure energy index.

â€¢Up to 8 seconds stimulus duration; pulsewidth as short as 0.5ms.

â€¢Single dial sets stimulus charge by age; high-dose option available.

â€¢FlexDial adjusts pulsewidth and frequency without altering dose.

Distributed in the U.K. by:

DANTEC Electronics, ltd.

GaronorWay

Royal Portbury

Bristol BS209XE
TEL (44) 1275-375333

FAX (44) 1275-375336

Distributed in Ireland by;

BRENN AN & CO.

Dublin
TEI (353) 1-295-2501

FAX (353) 1-295-2333

Distributed in Australia by:

MEECO Holdings Fry. Ltd.

10 Seville St.

North Parramatta NSW 2151

Australia
TEL (61) 2650-7755

FAX (61) 2630-7365

Distributed in India by:

DIAGNO.SYS

New Delhi
TEL 191111-644-0546

FAX (91111-622-9229

Distributed in New Zealand by:

WATSON VICTOR, Ltd.

4 Adelaide Rd.

Wellington, New Zealand
TEL (64) 4-385-7699

FAX (64)4-384^651

Distributed in South Africa by:

DELTA SURGICAL

Craighall
TEL (27) 11-792-6120

FAX (27) 11-792-6926

Distributed in U.SA and Canada by:

|^S5| SOMATICS,INC.,910SherwoodDrive* 17,LakeBluÂ«.IL,60044,U.S.A.
I Â«TI Fax:(847)234-6763;Tel:(847)234-6761

CONSULTANTS

Choose your quality locum positions now!!!

Short or long term
Competitive rates

All areas of the U.K.
Excellent 'on call' posts

1:7 or better
Documentation/visas arranged

Permanent positions also available

Call DIRECT MEDICAL APPOINTMENTS

THE CONSULTANTS CHOICE

for a professional and prompt service

Tel: +44 (0)1792 472525
Fax: +44 (0)1792 472535

Email: medical.appointments@cyberstop.net
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INSTITUTE OF
PSYCHIATRY

UNIVERSITY
OP LONDON

Diploma in Child and
Adolescent Psychiatry 1999
An InternationalCourse
A one-year course leading to a Diploma in Child and
Adolescent Psychiatry will start in lanuary 1999

The course is designed for psychiatrists, paediatricians
and psychologists from overseas The Course is
suitable for clinicians from developing countries.

CourseContent
Covers assessment, diagnosis and management of
children and adolescents with psychiatric disorders,
including those with physical illness and chronic
handicap; issues relating to planning or implementing
services for child mental health with particular
referenceto the needsof the participants' own countries;

research methodology.

Further details available from: Dr Anula Nikapota.
Course Organiser and Tutor. Department of Child
and Adolescent Psychiatry. Institute of Psychiatry.
16 De Crespigny Park. Denmark Hill. London SE5 8AR
Great Britain. Tel: UK +44 (0) 171-919-3467.
Fax: UK +44 (0) 171-708-5800

Applications should be returned by I fune 1998.

An Institute of King's College London

PSYCHIATRISTS AT WAR

Channel Four is making a major series on
the history of military psychiatry, from the
First World War to today.

We would like to speak to psychiatrists
who have worked for the Armed Forces.

You may have seen active service in a
conflict overseas, or worked in a military
psychiatric hospital in the U.K.

We would also be keen to speak to rela
tives, or to students of leading psychiatrists
of the day.

We are also interested in speaking to any
one researching this area, or anyone who
has relevant photographs or archive.

Please contact Rob, Sally or Julia on
0181 784 3113

The Royal College of Psychiatrists'

Journal of Continuing Professional
Development

Advances in
Psychiatric Treatment
Editor: Andrew Sims, Professor of Psychiatry,

St James's University Hospital, Leeds

Subscription rate for Volume 4,1998 (6 issues):
Europe, including UK Â£73.00
USA US$120.00 Elsewhere Â£73.00
Full airmail Â£6/$10extra
APT with CPD registration Â£85.00

To enter your subscription or to obtain a sample copy of
APT, contact: Publications Subscription Department,
Royal Society of Medicine Press Limited, PO Box
9002, London W1M OZA, UK. Tel: +44(0)171 290
2927/8; Fax: +44( 0)171 290 2929

Please note: College members wishing to receiveAPT and
register for CPD should contact the Registration
Department, Tel:+44(0)171 235 2351

The ECT
Handbook
The Second Report of the

Royal College of Psychiatrists'

Special Committee on ECT

Â£14.99, 168pp., 1995, ISBN 0902241 83 4

Available from good bookshops and from the
Publications Department, Royal College of Psychiatrists,

17 BelgraveSquare,LondonSW1X 8PG
(Tel. +44(0)171 235 2351, extension 146)
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ConsultantPsychiatrist
Australia
â€¢Makealifestyledecision
â€¢Teachinghospitalenvironment
â€¢Relocationpackageoffered

Adelaide offers arguably the best lifestyle in Australia. Fringed by
the ocean and surrounded by greens hills, decked with vineyards,
the city is the jewel in the crown of South Australia. Known for its
"laid back" attitude and commitment to the arts, this spacious city

has a cosmopolitan feel complimented by easy access to dramatic
and beautiful countryside.

Our client is part of a healthcare network based in Adelaide with a
commitment to the pursuit of excellence in clinical care, teaching
and research. Covering two major teaching hospitals totalling 600
beds and affiliated with the University of Adelaide Medical School,
the service provides a broad range of community and hospital
based psychiatric services to a population of 500,000.

Due to expansion of the service a new opportunity now exists for a
consultant psychiatrist who is registrable with the Medical Board of
South Australia. Overseas applicants with suitable post-graduate

qualifications (equivalent to RANZCP) will be well received and
assistance will be offered with relocation.

You have at least three years experience as a specialist and your
commitment to teaching and research activities will help you
fulfil this diverse role. Your adventurous spirit will help you
settle into the Australian way of life and you will find yourself warmly
welcomed.

For more information call Dr John Bethell in Sydney on
+61 2 9256 0333 or fax your CV to +61 2 9251 3975.
For Internet users email direct on
j.bethell@morganbanks.com.au or browse our
website http://www.morganbanks.com.au
Alternatively leave your details with our London
office +44 171 240 1040 (ask for
LuÃ¡nSkelland).PIease quote Ref. No. SX2/7127.

HEALTHCARE

XXX
SPECIALISTS

HMAGP 22457BJP

sto:BrettenhamHouse,LancasterPI.,LondonWC2E7ENEngland.Fax:+441712401052.
Sydneyapplicationsto:POBoxN682,GrosvenorPlace,NSW1220AustraliaorFax:+61292513975Web:www.mofganbanks.com.auEmail:apptyemorgantanks.com.auMember RCSA

Lie. No. 688

ATTENTION ALL CONSULTANT PSYCHIATRISTS

* We have long/short term positions available to start IMMEDIATELY.
* General/Adult/Old Age/Child & Family/Drug & Substance Abuse and Learning Disabilities.
* All Areas.
* Excellent Rates.
* Cash Payment.

We have specialist staff waiting to hear from you in these areas:

SOUTHAMPTON MANCHESTER

DON'T DELAY

Telephone: 01703 393988
Mobile Numbers: 0585 32.68215,0589 2.442.15

Fax Number: 01703 393908
OR EMAIL US ON: DIRECT@INTERALPHA.CO.UK.

SWANSEA

https://doi.org/10.1192/S0007125000149438 Published online by Cambridge University Press

https://doi.org/10.1192/S0007125000149438


CLOZARICl
clozapine r

CLOZARIL ABBREVIATED PRESCRIBING INFORMATION
Tlie use of CLOZARIL is restricted to patients registered with the
CLOZARIL Patient Monitoring Service. Indication Treatment-
resistant schizophrenia (patients non-responsive to, or intolerant of,
conventional neuroleptics). Presentations 25mg and 100 mg clozapine
tablets. Dosage and Administration Initiation must be in hospital in-
patients and is restricted to patients with normal white blood cell and
differential counts. Initially, 12.5 mg once or twice on the first day,
followed by one or two 25 mg tablets on the second day. Increase dose
slowly, by increments to reach a therapeutic dose within the range of
200 - 450mg daily (see data sheet). The total daily dose should be
divided and a larger portion of the dose may be given at night. Once
control is achieved a maintenance dose of 150 to 300 mg daily may
suffice. At daily doses not exceeding 200mg, a single administration
in the evening may be appropriate. Exceptionally, doses up to 900 mg
daily may be used. Patients with a history of epilepsy should
be closely monitored during CLOZARIL therapy since dose-related
convulsions have been reported. Patients with a history of seizures, as
well as those suffering from cardiovascular, renal or hepatic disorders,
together with the elderly need lower doses (12.5 mg given once on
the first day) and more gradual titration. Contra-Indications
Allergy to any constituents of the formulation. History of drug-
induced neutropenia/agranulocytosis, myeloproliferative disorders,
uncontrolled epilepsy, alcoholic and toxic psychoses, drug intoxication,
comatose conditions, circulatory collapse and/or CNS depression of
any cause, severe renal or cardiac failure, active liver disease,
progressive liver disease or hepatic failure. Warning CLOZARIL can
cause agranulocytosis. A fatality rate of up to 1 in 300 has been
estimated when CLOZARIL was used prior to recognition of this risk.
Since that time strict haematological monitoring of patients has been
demonstrated to be effective in markedly reducing the risk of fatality.
Therefore, because of this risk its use is limited to treatment-resistant
schizophrenic patients:- 1. who have normal leucocyte findings and 2.
in whom regular leucocyte counts can be performed weekly during the
first 18 weeks and at least every two weeks thereafter for the first year
of therapy. After one year's treatment, monitoring may be changed to

four weekly intervals in patients with stable neutrophil counts.
Monitoring must continue throughout treatment and for four weeks
after complete discontinuation of CLOZARIL. Patients must be under
specialist supervision and CLOZARIL supply is restricted to
pharmacies registered with the CLOZARIL Patient Monitoring
Service. Prescribing physicians must register themselves, their patients
and a nominated pharmacist with the CLOZARIL Patient Monitoring
Service. This service provides for the required leucocyte counts as well
as a drug supply audit so that CLOZARIL treatment is promptly
withdrawn from any patient who develops abnormal leucocyte
findings. Each time CLOZARIL is prescribed, patients should be
reminded to contact the treating physician immediately if any kind of
infection begins to develop, especially any flu-like symptoms.
Precautions CLOZARIL can cause agranulocytosis. Perform pre
treatment white blood cell count and differential count to ensure only
patients with normal findings receive CLOZARIL. Monitor white
blood cell count weekly for the first 18 weeks and at least two-weekly
for the first year of therapy. After one year's treatment, monitoring

may change to four weekly intervals in patients with stable neutrophil
counts. Monitoring must continue throughout treatment and for four
weeks after complete discontinuation. If signs or symptoms of
infection develop an immediate differential count is necessary. If the
white blood count falls below 3.0 x lOVL and/or the absolute
neutrophil count drops below 1.5 x 1(P/U withdraw CLOZARIL
immediately and monitor the patient closely, paying particular
attention to symptoms suggestive of infection. Re-evaluate any patient
developing an infection, or when a routine white blood count is
between 3.0 and 3.5 x 10VL and/or a neutrophil count between 1.5
and 2.0 x 10VL, with a view to discontinuing CLOZARIL Any further
fall in white blood/neutrophil count below 1.0 x lOVL and/or 0.5 x
109/L respectively, after drug withdrawal requires immediate
specialised care, where protective isolation and administration of GM-
CSF or G-CSF and broad spectrum antibiotics may be indicated.
Colony stimulating factor therapy should be discontinued when the
neutrophil count returns above 1.0 x lO^/L. CLOZARIL lowers the

seizure threshold. Orthostatic hypotension can occur therefore close
medical supervision is required during initial dose titration. Patients
affected by the sedative action of CLOZARIL should not drive or

operate machinery, administer with caution to patients who participate
in activities requiring complete mental alertness. Monitor hepatic
function regularly in liver disease. Investigate any signs of liver disease
immediately with a view to drug discontinuation. Resume only if LFTs
return to normal, then closely monitor patient. Use with care in
prostatic enlargement, narrow-angle glaucoma and paralytic ileus.
Patients with fever should be carefully evaluated to rule out the
possibility of an underlying infection or the development of
agranulocytosis. Avoid immobilisation of patients due to increased risk
of thromboembolism. Do not give CLOZARIL with other drugs with
substantial potential to depress bone marrow function. CLOZARIL
may enhance the effects of alcohol, MAO inhibitors, CNS depressants
and drugs with anticholinergic, hypotensive or respiratory depressant
effects. Caution is advised when CLOZARIL therapy is initiated in
patients who are receiving (or have recently received) a benzodiazepine
or any other psychotropic drug as these patients may have an increased
risk of circulatory collapse, which, on rare occasions, can be profound
and may lead to cardiac and/or respiratory arrest. Caution is advised
with concomitant administration of therapeutic agents which are highly
bound to plasma proteins. Clozapine binds to and is partially
metabolised by the isoenzymes cytochrome P450 1A2 and P450 2D6.
Caution is advised with drugs which posses affinity for these
isoenzymes. Concomitant cimetidine and high dose CLOZARIL was
associated with increased plasma clozapine levels and the occurrence of
adverse effects. Concomitant fluoxetine and fluvoxamine have been
associated with elevated clozapine levels. Discontinuation of
concomitant carbamazepine resulted in increased clozapine levels.
Phenytoin decreases clozapine levels resulting in reduced effectiveness
of CLOZARIL. No clinically relevant interactions have been noted
with antidepressants, phenothiazines and type Ic antiarrhythmics, to
date. Concomitant use of lithium or other CNS-active agents may
increase the risk of neuroleptic malignant syndrome. The hypertensive
effect of adrenaline and its derivatives may be reversed by CLOZARIL.
Do not use in pregnant or nursing women. Use adequate contraceptive
measures in women of child bearing potential. Side-Effects
Neutropenia leading to agranulocytosis (See Warning and Precautions).
Rare reports of leucocytosis including eosinophilia. Isolated cases of
leukaemia and thrombocytopenia have been reported but there is no
evidence to suggest a causal relationship with the drug. Most
commonly fatigue, drowsiness, sedation. Dizziness or headache may
also occur. CLOZARIL lowers the seizure threshold and may cause
EEC changes and delirium. Myoclonic jerks or convulsions may be
precipitated in individuals who have epileptogenic potential but no
previous history of epilepsy. Rarely it may cause confusion, restlessness,
agitation and delirium. Extrapyramidal symptoms are limited mainly to
tremor, akathisia and rigidity Tardive dyskinesia reported very rarely.
Neuroleptic malignant syndrome has been reported. Transient
autonomie effects eg dry mouth, disturbances of accommodation and
disturbances in sweating and temperature regulation. Hypersalivation.
Tachycardia and postural hypotension, with or without syncope, and
less commonly hypertension may occur. In rare cases profound
circulatory collapse has occurred. ECG changes, arrhythmias,
pericarditis and myocarditis (with or without eosinophilia) have
been reported, some of which have been fatal. Rare reports of
thromboembolism. Isolated cases of respiratory depression or arrest,
with or without circulatory collapse. Rarely aspiration may occur in
patients presenting with dysphagia or as a consequence of acute
overdosage. Nausea, vomiting and usually mild constipation have been
reported. Occasionally obstipation and paralytic ileus have occurred.
Asymptomatic elevations in liver enzymes occur commonly and usually
resolve. Rarely hepatitis and cholestatic jaundice may occur. Very
rarely fulminant hepatic necrosis reported. Discontinue CLOZARIL if
jaundice develops. Rare cases of acute pancreatitis have been
reported. Both urinary incontinence and retention and priapism have
been reported. Isolated cases of interstitial nephritis have occurred.
Benign hyperthermia may occur and isolated reports of skin reactions
have been received. Rarely hyperglycaemia has been reported. Rarely
increases in CPK values have occurred. With prolonged treatment
considerable weight gain has been observed. Sudden unexplained
deaths have been reported in patients receiving CLOZARIL. Package
Quantities and Price Community pharmacies only 28 x 25mg tablets:
Â£12.52(Basic NHS) 28 x lOOmg tablets: Â£50.05(Basic NHS) Hospital
pharmacies only 84 x 25 mg tablets: Â£37.54(Basic NHS) 84 x 100 mg
tablets: Â£150.15 (Basic NHS) Supply of CLOZARIL is restricted to
pharmacies registered with the CLOZARIL Patient Monitoring Service.
Product Licence Numbers 25 mg tablets: PL0101/0228 100 mg tablets:
PL 0101/0229 Legal Category: POM. CLOZARIL is a registered
Trade Mark. Date of preparation, August 1997. Full prescribing
information, including Product Data Sheet is available from Novartis
Pharmaceuticals UK Ltd. Trading as: SANDOZ PHARMACEUTICALS,
Frimley Business Park, Frimley, Camberley, Surrey, GU16 5SG.
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As the list OA
antipsychotic
agents grows...

...isn't it time to

consider one in
a different class?

1

CLOZARIC
clozapine

Proven efficacy in treatment
resistant schizophrenia
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Tender loving care and SEROXAT
'Seroxat' helps get depressed patients back to normal,

liberating them from everyday stresses and anxiety.
For all those depressed patients who need a

helping hand to face life again, make 'Seroxat'
your first-choice prescription for depression.

/ PAROXETINE

Rebuilding the lives
of anxious depressed patientshttps://doi.org/10.1192/S0007125000149438 Published online by Cambridge University Press
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Prescribing information

Presentation 'Seroxat' Tablets, PL 10592/0001-2, each containing either 20 or 30 mg

paroxetine as the hydrochloride. 30 (OP) 20 mg tablets, Â£20.77;30 (OP) 30 mg tablets,

Â£31.16. 'Seroxat' Liquid, PL 10592/0092, containing 20 mg paroxetine as the

hydrochloride per 10 ml. 150 ml (OP), Â£20.77.Indications Treatment of symptoms of

depressive illness of all types including depression accompanied by anxiety. Treatment of

symptoms of obsessive compulsive disorder (OCD). Treatment of symptoms and

prevention of relapse of panic disorder with or without agoraphobia. Dosage Adults:

Depression: 20 mg a day. Review response within two to three weeks and if necessary

increase dose in 10 mg increments to a maximum of 50 mg according to response.

Obsessive compulsive disorder: 40 mg a day. Patients should be given 20 mg a day

initially and the dose increased weekly in 10 mg increments. Some patients may benefit

from a maximum dose of 60 mg a day. Panic disorder: 40 mg a day. Patients should be

given 10 mg a day initially and the dose increased weekly in 10 mg increments. Some

patients may benefit from a maximum dose of 50 mg a day. Give orally once a day in the

morning with food. The tablets should not be chewed. Continue treatment for a sufficient

period, which may be several months for depression or longer for OCD and panic disorder

As with many psychoactive medications abrupt discontinuation should be avoided - see

Adverse reactions. Elderly: Dosing should commence at the adult starting dose and may

be increased in weekly 10 mg increments up to a maximum of 40 mg a day according to

response. Children: Not recommended. Severe renal impairment (creatinine clearance

<30 ml/min) or severe hepatic impairment: 20 mg a day. Restrict incremental dosage if

required to lower end of range. Centra-indication Hypersensitivity to paroxetine.

Precautions History of mania. Cardiac conditions: caution. Caution in patients with

epilepsy; stop treatment if seizures develop. Driving and operating machinery. Drug

interactions Do not use with or within two weeks after MAO inhibitors; leave a two-week

gap before starting MAO inhibitor treatment. Possibility of interaction with tryptophan.

Great caution with warfarin and other oral anticoagulants. Use lower doses if given with

drug metabolising enzyme inhibitors; adjust dosage if necessary with drug metabolising

enzyme inducers. Alcohol is not advised. Use lithium with caution and monitor lithium

levels. Increased adverse effects with phenytoin; similar possibility with other

anticonvulsants. Pregnancy and lactation Use only if potential benefit outweighs

possible risk. Adverse reactions In controlled trials most commonly nausea, somnolence,

sweating, tremor, asthenia, dry mouth, insomnia, sexual dysfunction (including impotence

and ejaculation disorders), dizziness, constipation and decreased appetite. Also

spontaneous reports of dizziness, vomiting, diarrhoea, restlessness, hallucinations,

hypomania, rash including urticaria with pruritus or angioedema, and symptoms

suggestive of postural hypotension. Extrapyramidal reactions reported infrequently;

usually reversible abnormalities of liver function tests and hyponatraemia described

rarely. Symptoms including dizziness, sensory disturbance, anxiety, sleep disturbances,

agitation, tremor, nausea, sweating and confusion have been reported following abrupt

discontinuation of 'Seroxat'. It is recommended that when antidepressant treatment is no

longer required, gradual discontinuation by dose-tapering or alternate day dosing be

considered. Overdosage Margin of safety from available data is wide. Symptoms include

nausea, vomiting, tremor, dilated pupils, dry mouth, irritability, sweating and somnolence.

No specific antidote. General treatment as for overdosage with any antidepressant. Early

use of activated charcoal suggested. Legal category POM. 3.3.97

C^Tfe SmithKlme Beecham
iJU Pharmaceuticals

Welwyn Garden City, Hertfordshire AL7 1EY 'Seroxat' is a registered trade mark.

Â©1997 SmithKline Beecham Pharmaceuticals

GASKELL

Bereavement
Information

Pack
For those bereaved

through suicide or other
sudden death

Kaie Hill, Keith Hawton,
AslÃ¶gMalmberg and Sue Simkin

It is often difficult for relatives and friends
of people who die by suicide or other sudden
death to get help. This pack is specifically
designed for such people. It highlights the
areas of greatest difficulty for the bereaved
person and offers advice on how to get
support from friends and family and
bereavement support and counselling
organisations, as well as providing a list of
recommended reading. A substantial
number of bereaved individuals have
already found it helpful. This pack is fully
supported by The Samaritans and The Royal
College of Psychiatrists.
â€¢Â£5.00â€¢1997 â€¢ISBN 1 901242 08 0

Gaskell is the imprint of the Royal College of
Psychiatrists. Gaskell books are availablefrom good
bookshops and from Book Sales, Publications
Department, Royal College of Psychiatrists, 17
Belgrave Square, London SW1X 8PG (Tel.
+44(0)171 235 2351, extension 146). The latest
information on Collegepublications is available on
the INTERNET at: www.rcpsych.ac.uk
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armacyuroup

Open11.00amto5.00pm.Weekdaysonly.

ThishelplineisstaffedbyexperiencedpharnL
Patientsandcarersmaytelephone

U.K.P.P.G.
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Seminars in NEW!

General Adult Psychiatry
Edited by George Stein & Greg Wilkinson

A major new textbook of adult general psychiatry by leading experts in the field and the
centrepiece of the Seminars series. This multi-authored textbook places its greatest emphasis

on detailed clinical descriptions of the common psychiatric disorders and their place within
the ICD-10 and DSM-IV schemes. Psychological and biological treatments are covered in

depth giving the reader an insight into the issues involved in modern patient care. Although
primarily intended for doctors preparing for their MRCPsych, the text provides a comprehensive
well-referenced review of the whole of modern clinical psychiatry and will be of use to consultant
psychiatrists and other health professionals in the mental health field. As with other titles in
the series, frequent use of boxes, tables and figures is made to set out important points and
key information. The book is presented in two volumes as a boxed set.

â€¢Â£55.00Â»Vol1:810ppVol2: 698ppÂ»Published January 1998 Â«ISBN0902241 91 5

CONTENTS
Volume 1 Foreword â€¢Preface â€¢Clinical features of
depressive disorders â€¢Mania, bipolar disorder and treatment
â€¢The causes of depression â€¢Drug treatment of depression
â€¢ Electroconvulsive therapy and other treatments â€¢
Psychological treatment of depression â€¢Schizophrenia -
the clinical picture â€¢The aetiology of schizophrenia â€¢

The psychological and social management of schizophrenia
â€¢Schizoaffective, paranoid and other psychoses â€¢Suicide
and deliberate self-harm â€¢Anxiety disorders â€¢Phobic
disorders â€¢Obsessive-compulsive disorder â€¢Hysteria â€¢
Hypochondriasis and other somatoform disorders â€¢Index

Volume 2 Foreword â€¢Preface â€¢Personality disorders
â€¢Treatment and outcome of the personality disorders â€¢
Anorexia nervosa and bulimia nervosa â€¢Postpartum and
related disorders â€¢ Organic psychiatric disorders â€¢
Psychiatric aspects of neurological disorders â€¢ Toxic,
metabolic and endocrine disorders â€¢ Sleep disorders â€¢
Diagnosis, classification and measurement â€¢Mental health
services â€¢Psychiatry in general practice â€¢Index

How to order
The books in this series and other College publications
are available from good bookshops andfrom Book Sales,
Publications Department, Royal College ofPsychiatrists,
17 Belgrave Square, London SW1X 8PG. Credit card
orders can taken over the telephone (+44(0)171 235 2351,
extension 146). The latest information on Gaskell
publications is available on the College website at:
www.rcpsych.ac.uk

Other titles in the series
Seminars in the Psychiatry of Learning Disabilities
Edited by Oliver Russell
Â£15.00,282pp, 1997,ISBN0 90124202 1
Seminars in Psychiatric Genetics
By P. McGuffin, M.J. Owen, M.C. O'Donovan,

A. Thapar & I.I. Gotlesman
Â£10.00.240pp. 1994, ISBN 0 902241 65 6
Seminars in Alcohol and Drug Misuse
Edited by Jonathan Chick & Koch Cantwell
Â£13.50.246pp. 1994, ISBN 0 902241 70 2
Seminars in Practical Forensic Psychiatry
Edited by Derek Chiswick & Rosemary Cope
Â£17.50,359pp. Â¡995,ISBN 0 902241 78 8
Seminars in Clinical Psychopharmacology
Edited by David J. King
Â£20.00.544pp. 1995, ISBN 0902241 73 7
Seminars in Liaison Psychiatry
Edited by Elspeth Guthrie & Francis Creed
Â£15.00.312pp, 1996, ISBN O 90224I 95 8
Seminars in Basic Neurosciences
Edited by Gethin Morgan & Stuart Butler
Â£15.00,336pp,1993,ISBNO90224I 61 3
Seminars in Psychology and the Social Sciences
Edited by Digby Tantam & Max BirchwoodÂ£17.50.358pp.' 1994. ISBN 0902241 62 1

Seminars in Child and Adolescent Psychiatry
Edited by Dora Black & David Cottrell
Â£15.00,298pp, 1993, ISBN 0 902241 55 9

Titles in preparation

Seminars in the Psychiatry for the Elderly
Edited by Rob Butler & Brice Pitt
Seminars in Psychotherapy
Edited by Sandra Grant & Jane Naismith
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'SEROQUEL' (quetiapine)

Prescribing Notes.
Consult Summary of Product.

Characteristics before prescribing
Special reporting to the CSM required.

Use: Treatment of schizophrenia.
Presentation: Tablets loiitjimng 2S mg. 1"" MIL;and
2<Â»onig of quetuipine.
Dosage and Administration: 'Seroquel' should be

administered t\\uc daily.Adults:The roul daily dose lifor the
tirsi 4 d.iys of therapy is SO nig (Day 1), )in> mg (pay 2i.
2(H)nig (Day 3) and 300 : i rom d.Â¡\i onwards.
tirr.uc in usual etieimr i.n , 4So nig/day. Dose

Elderly patients:Use with caution, starting with 25 ing/day
and increasing d.nk bs 2S r*iSil nig io .in etici-1ive dose.
Children and adolescents: Safety and efficacy not evaluated.
Rcn.il and hepatic impairment: Start with 25 ing/day
increasing daily by 25 to 50 mg to an effective dose.
Use with Â«..unionin patients with hepatic impairment.

Centra-indications: Hypenemitivity to any component of
the product.

Precautions: Caution in patients with cardiovasculardisease,
ccrebrov.ix.cular disease or other conditions predispming to
hypotension and patients with a history ot seizures. Caution
in combination \\ith drugs known to prolong the QTc
interval, rspeci.illy in the elderly. Caution in combination
with other centrally acting drugs and alcohol, and on co-

systemic Icetoconazolc or erytlnomyun. If signs and
symptoms of tardive dyskinesi.i appear,consider dosage
reduction or discontinuation of 'Seroquel'. In cases of
neurolepnc malignant syndrome, discontinue 'Seroquel' and
give appropriate medical rre.itmeiit. 'Serocjiiel' should oiik
be used during pregnancy it"benefits justify the porcuna)
risks.Avoid breastfeeding whilst raking 'Serotjuel'. I'anrnts

should be cautioned about operating hazardous machines,
UKhiding motor vehicles

Undesirable events: Somnolence, di/ziness, constipation,
postural hypotension, dry mouth, asthenia, rhinitis, dyspepsia.
limited weight gain, orthost.uic hypotension (associated with
dizziness), tachycardia and m some patients syncope.
Occasional seizures and rarely possible neuroleptic malignant
svndrome. Transient leucopenia and/or neutroDcnia and
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ili
quetiapine

f Effective in positive and
negative symptoms1'4
and improving mood*5 in

patients with schizophrenia

Â§ Incidence of EPS no
different from placebo
across the full dose range14

Â§ Rate of withdrawals due
to adverse events no
different from placebo6

Â§ No requirement for routineblood, BP or EGG monitoring"

Changing thinking in schizophrenia.

Defined as the BPRS item scores of depressive mood, anxiety, guilt feelings and tension
Small elev.nions in non-fasting serum triglycÃ©ridelevels ,m.1
total cholesterol. Decreases in thyroid hormone levels,
particularly total T-i and freeT4 usually reversible on

â€¢ionof the QTc interval (in clinical trials
tins \\.is not assM.-iau-dwith a persistent mi â€¢

Legal category: I'OM

Product licence numbers:
25 nig tablet: 12M'.Â»/ttn2
UK)nig e.iWet. 12M"
200 ing tablet: 12619/0114

Basic NHS cost:

Starter pack />.59: 611x 25 mg tablets Â£2X.2<Ã¯;
60x 100 mg tablets Â¿113.10; 90 x 1"0 mg tablets Â£I<â€¢
60 x 200 me tablets fi 1.1.1(1:'JO x 200 mo rahlns rii,') i,=,

Further information is available from:

ZENECA Pharma on 'Mid :nn 123 please ask for
Medical Information, or write to King's Court.

Water Lane. Wilmsl.m. Cheshire SK9 5AZ.

References
1. Fahre LF,Arvanitis L, Pultz ) ci ,il. fini 1 her 1995;

17 (No.3): 366-378.
2. Arv.itmis 1A ,/ .il. Biol Psychiatry 1997; 42: 233-246.
3. Small JG. Hirsch SR. Arvanitis LA el al. Arch ( leu

Psychiatry 1997: 54: 549-557.
4. Boriscm RL, Arvanitis LA. Miller MS el ,il.

J Clin Psychopharrnacol 1996; 16 (2):158-169.
Ã±.l).n.i on I lie. /en.u.i Pharmaceuticals.
6. Data on F:ile.Zeneca PharmaceutÃ¬cali.
T.'SeroqueT Siiiiimary of Product Characteristics.
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There'sadepressedpatientsittinginfrontofyou.

Askthemifitsgoodtotalk.
Communicating confidently, whether it's at work or

with friends and family, is just one sign of how well
a depressed patient is re-adapting socially. And social

interaction is an extremely valuable measure of
successful treatment.

Edronax is a new selective NorAdrenaline Re-uptake
Inhibitor (NARI). It not only lifts depressed mood,1 but
also significantly improves social interaction.2

These improvements in social functioning have been
trial-proven by using the innovative SASS questionnaire
(Social Adaptation Self-evaluation Scale).3

Edronax improves mood one week earlier than
fluoxetine.' Additionally, when compared to fluoxetine,

Edronax shows a significantly better outcome in terms
of social functioning.2

Edronax helps restore patients' appreciation of friends,

family, work and hobbies, and improves their self-perception.

Prescribe 4mg b.d. then make your usual
assessments, to see the Edronax difference. The SASS
questionnaire, which patients can complete in their own
time, may also help.

For free copies of the SASS questionnaire, please
telephone 01908 603083.

A NEW SELECTIVE NARI. LlRS DEPRESSION.

HELPS RESTORESOCIAL INTERACTION.

EDRONAXÂ®
ABBREVIATEDPRESCRIBINGINFORMATION
Presentation:Tabletscontaining4mgreboxetine.Indications:
Use in the acutetreatmentof depressiveillness,and
maintenanceof clinicalbenefitin patientsresponsiveto
treatment.Posologyandmethodofadministration:Milts 4
mgb.i.d.(8mg/day)administeredorally.After3-4weeks,can
increaseto 10mg/day.SderfyandchildrenElderlypatients
havebeenstudiedincomparativeclinicaltrialsatdosesof2
mgb.i.d.,althoughnotinplacebocontrolledconditions.There
isnoexperienceinchildrenandthereforereboxetinecannot
be recommendedin eitherof thesegroups.Renal/Hepatic
Insufficiency2 mgb.i.d.whrii canbeincreasedbasedon

Specialwarningsand precautionsfor use: Close
supervisionisrequiredforsubjectswithahistoryofconvulsive
dBordersandmustbediscontinuedif thepatientdevelops
seizures.AvoidconcomitantusewithMAOinhibitors.Close
supervisionof bipolarpatientsis recommended.Close
supervisionshouldbe appledin patientswith current
evklenceofurinaryretention,glaucoma,prostatehypertrophy
andcardiacdisease.At doseshigherthanthe maximum
recommended,orthostatichypotensionhasbeenobserved
withgreaterfrequency.Particularattentionshouldbe paid
whenadministeringreboxetinewithotherdrugsknownto
lowerbloodpressure.InteractionswithothermÃ©dicaments
andotherformsof interaction:Reboxetineshouldnotbe

thathaveanarrowtherapeuticmarginandaremetabolisedby
CYP3A4or CYP2D6e.g.anti-arrhythmics(flecainide),anti-
psychoticdrugs and tricydic anti-depressants.No
pharmacokineticinteractionwithlorazepam.Reboxetinedoes
notappeartopotentiatetheeffectofalcohol.Pregnancyand
lactation:Reboxetineis contraindraiÂ«!in pregnancyand
lactation.Effectson abilityto driveandusemachines:
Reboxetineis not sedativeperse. However,as withall
psychoactivedrugs, cautionpatientsabout operating
machineryanddriving.Undesirableeffects:Adverseevents
occurringmorefrequentlythanplaceboare:dry mouth,
constipation,insomnia,paraesthesia,increasedsweating,
tachycardia,vertigo,urinaryhesitancy/retention,impotence.

required.PackageandNHSPrice:Packof 60tabletsin
blisters ei9.80. Legal Category: POM Marketing
AuthorisationHolderPharmacia& UpjohnLimited.Davy
Avenue,Milton Keynes.MK5 6PM, UK. Marketing
AuthorisationNumberPL0032/0216.DateofPreparation:
October1997.References:1. MontgomerySA.Journal
of Psycnopharmacotogy1997(in press).2. DubiniA. et
al. EuropeanNeunpsychophamaeol.1997;7 (Suppl1):
S57-S70.3. Bosc M. et al. EuropeanNeuropsycho-
phamacol.1997;7 (Suppl1):S57-S70.Furtherinformation
is available from Pharmacia& Upjohn Limited,
DavyAvenue,Knowlhill,Milton
Keynes, MK58PH, UK.
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Because
community

re-integration

is not that
simple.

ABBREVIATED PRESCRIBING INFORMATION:
Presentation: Coated tablets containing 5mg, 7.5mg or
10mg of olanzapine. The tablets also contain lactose.
Uses: Schizophrenia, both as initial therapy and for
maintenance of response. Further Information: In studies
of patients with schizophrenia and associated depressive
symptoms, mood score improved significantly more with
olanzapine than with haloperidol. Pharmacodynamics:
Olanzapine was associated with significantly greater
improvements in both negative and positive schizophrenic
symptoms than placebo or comparator in most studies.
Dosage and Administration: 10mg/day orally,as a single
dose without regard to meals. Dosage may subsequently be adjusted within the range
of 5-20mg daily. An increase to a dose greater than the routine therapeutic dose of
10mg/day is recommended only after clinical assessment. Children: Not recommended
under 18 years of age. The elderly: A lower starting dose (5mg/day) is not routinely
indicated but should be considered when clinical factors warrant. Hepatic and/or renal
impairment: A lower starting dose (5mg) may be considered. When more than one
factor is present which might result in slower metabolism (female gender, elderly age,
non-smoking status), consideration should be given to decreasing the starting dose.
Dose escalation should be conservative in such patients. Centra-indications: Known
hypersensitivity to any ingredient of the product. Known risk for narrow-angle glaucoma.
Warnings and Special Precautions: Caution in patients with prostatic hypertrophy,
or paralytic ileus and related conditions. Caution in patients with elevated ALT and/or
AST, signs and symptoms of hepatic impairment, pre-existing conditions associated
with limited hepatic functional reserve, and in patients who are being treated with
potentially hepatotoxic drugs. As with other neuroleptic drugs, caution in patients with
low leucocyte and/or neutrophil counts for any reason, a history of drug-induced bone
marrow depression/toxicity, bone marrow depression caused by concomitant illness,
radiation therapy or chemotherapy and in patients with hypereosinophilic conditions or
with myeloproliferative disease. Thirty-two patients with clozapine-related neutropenia
or agranulocytosis histories received olanzapine without decreases in baseline
neutrophil counts. Although, in clinical trials, there were no reported cases of NMS in
patients receiving olanzapine, if such an event occurs, or if there is unexplained high
fever, all antipsychotic drugs, including olanzapine, must be discontinued. Caution in
patients who have a history of seizures or have conditions associated with seizures. If
signs or symptoms of tardive dyskinesia appear a dose reduction or drug
discontinuation should be considered. Caution when taken in combination with other
centrally acting drugs and alcohol. Olanzapine may antagonise the effects of direct and

Antipsychotic Efficacy for First-line Use

Olanzapine
Making Community Re-integration the Goal

elderly. However, blood pressure should be
measured periodically in patients over 65
years, as with other antipsychotics. As with
other antipsychotics, caution when
prescribed with drugs known to increase QTc
interval, especially in the elderly. In clinical
trials, olanzapine was not associated with a
persistent increase in absolute QT intervals.
Interactions: Metabolism may be induced
by concomitant smoking or carbamazepine
therapy. Pregnancy and Lactation:
Olanzapine had no teratogenic effects in

animals. Because human experience is limited, olanzapine should be used in pregnancy
only if the potential benefit justifies the potential risk to the foetus. Olanzapine was
excreted in the milk of treated rats but it is not known if it is excreted in human milk.
Patients should be advised not to breast feed an infant if they are taking olanzapine.
Driving, etc: Because olanzapine may cause somnolence, patients should be
cautioned about operating hazardous machinery, including motor vehicles.
Undesirable Effects: The only frequent (>10%) undesirable effects associated with the
use of olanzapine in clinical trials were somnolence and weight gain. Occasional
undesirable effects included dizziness, increased appetite, peripheral oedema,
orthostatic hypotension, and mild, transient anticholinergic effects, including
constipation and dry mouth. Transient, asymptomatic elevations of hepatic
transaminases, ALT, AST have been seen occasionally. Olanzapine-treated patients had
a lower incidence of parkinsonism, akathisia and dystonia in trials compared with
titrated doses of haloperidol. Photosensitivity reaction or high creatinine phosphokinase
were reported rarely. Plasma prolactin levels were sometimes elevated, but associated
clinical manifestations were rare. Asymptomatic haematological variations were
occasionally seen in trials. For further information see summary of product
characteristics. Legal Category: POM. Marketing Authorisation Numbers:
EU/1/96/022/004 EU/1 /96/022/006 EU/1/96/022/008 EU/1/96/022/009
EU/1/96/022/010. Basic NHS Cost: Â£52.73per pack of 28 x 5mg tablets. C105.47
per pack of 28 x 10mg tablets. Â£158.20 perpack of 56 x 7.5mg tablets. Â£210.93per
pack of 56 x 10mg tablets. Date of Preparation or Last Review: April 1997. Full
Prescribing Information is Available From: Eli Lillyand Company Limited, Dextra
Court, Chapel Hill, Basingstoke,
Hampshire RG21 5SY. Telephone:
Basingstoke (01256) 315000.https://doi.org/10.1192/S0007125000149438 Published online by Cambridge University Press
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Elexor* XL venlafaxine - Prescribing information Presentation:

Capsules containing 75mg or 150mg venlafaxine (as

hydrochloride) in an extended release formulation. Use:

Treatment of depressive illness. Dosage: Adults (including

the elderly): Usually 75mg, given once daily with food,

increasing to 150mg once daily if necessary. The dose can be

increased further to 225mg once a day. Dose increments

should be made at intervals of approximately 2 weeks or

more, but not less than 4 days. Discontinue gradually to avoid

possibility of discontinuation effects. Children: Contra-

indicated below 18 years of age. Moderate renal or moderate

hepatic impairment: Doses should be reduced by 50%. Not

recommended in severe renal or severe hepatic impairment.
Contra-indications: Pregnancy, lactation, concomitant use with

MAOIs, hypersensitivity to venlafaxine or other components,

patients aged below 18 years. Precautions: Use with caution

in patients with myocardial infarction, unstable heart disease,

renal or hepatic impairment, or a history of epilepsy

(discontinue in event of seizure). Patients should not drive

or operate machinery if their ability to do so is impaired.

Possibility of postural hypotension (especially in the elderlyl.
Women of child-bearing potential should use contraception.

Prescribe smallest quantity of tablets according to good

patient management. Monitor blood pressure with doses

>200mg/day. Advise patients to notify their doctor should an

allergy develop or if they become or intend to become

pregnant. Patients with a history of drug abuse should be

monitored carefully. Interactions: MAOIs: do not use Efexor

XL in combination with MAOIs or within 14 days of stopping

MAOI treatment. Allow 7 days after stopping Efexor XL

before starting an MAOI. Use with caution in elderly or
hepatically-impaired patients taking cimetidine, in patients

taking other CNS-active drugs, and in patients taking drugs

which inhibit both CYP2D6 and CYP3A4 hepatic enzymes.
Side-effects: Nausea, insomnia, dry mouth, somnolence,

dizziness, constipation, sweating, nervousness, asthenia,

abnormal ejaculation/orgasm, anorexia, abnormal vision/

accommodation, impotence, vomiting, tremor, abnormal

dreams, vasodilatation, hypertension, rash, agitation,

hypertonia, paraesthesia, postural hypotension, reversible

increases in liver enzymes, slight increase in serum

cholesterol, weight gain or loss, hyponatraemia. Basic NHS
price: 75mg capsule (PL 00011/0223) â€¢blister pack of 28

capsules: Â£23.97150 mg capsule (PL 00011/0224) - blister pack

of 28 capsules: Â£39.97.Legal category: POM. Further information

is available upon request from the Product Licence holder:

Wyeth Laboratories, Taplow, Maidenhead, Berkshire,
SL6 OPH. Date of preparation: August 1997. 'trade mark

Code no Z777440/0897. WEFX3-UK-JA. References: 1. Muth

EA et al. Biochem Pharmacol 1986; 35(24): 4493-4497.

2. Muth EA et al. Drug Development Research 1991; 23: 191-

199. 3. Rudolph R et al. Poster presented at the New Clinical

Drug Evaluation Unit (National Institute of Mental Health).

Boca Raton, Florida 1997.4. McPartlin GM ef al. Poster at the

10th European College of Neuropsychopharmacology
meeting. Vienna, September 13th-17th, 1997. 5. Salinas E.

Biol Psychiatry 1997; 42ISuppl. 1): 244S.

0
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â€¢PROVEN EFFICACY VS LEADING SSRIs3

Â«TOLERABILITY345 AND CONVENIENCE YOU EXPECT FROM A FIRST-LINE THERAPY

NEW ONCE D

ORXI:
VENLAFAXINE 75 mg o.d.
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0//Â£Â¿/Â¿zjconference -

Monday 16 February1998

Venue:TheCommonwealthInstitute

KensingtonHighStreet,LondonW8

Howdo Clinicianskeep up-to-date

with the rapidlydevelopingfield
of mentalhealth?

Theconferencewill be
of interest to:

Psychiatristsand
Psychologists

Clinicians

â€¢ Clinicalteams,
bothin hospitaland
generalpractice

Managers

Purchasers

Socialscientists
and researchers

TheEvidenceBusedMentalHealthconferencewillintroduceCliniciansto

thestrategiesofevidence-basedpracticeandassistpractitionersin

developingskillsin teachingevidence-basedmentalhealth.

Theformatof theday
Duringthedayplenarysessionswilllookat thequalityofevidencein

mentalhealthcareandtheimplementationofevidence-basedpracticein

mentalhealthsendees.Youwillthenbe giventheopportunityto attendone

oftheworkshops,consistingofsmallgroupsto reflectyourspeciality

andexperience.

k commercialexhibitionwilltakeplaceduringtheconference.

Companiesor organisationswishingforfurtherinformationshouldcontact

SteveMcAuleyat theaddressbelow.

Fora programmebrochureandregistrationformpleasecontact:JaneLewis,

BMAConferenceUnit,BMAHouse.

TavistockSquare,LondonWC1H9JP. BOOKNOW!

Tel0171383 6605,Fax0171383 6663,
EmailJane.Lewis@bma.org.uk
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