precipitated by non-specific stimuli, and
crying or tearfulness observed in emotional-
ism may not be associated with alterations
in mood (Poeck, 1969). No attempt was
made to examine whether the symptoms
assumed to be stress-related, in stroke
patients with major depression, were corre-
lated with the severity of functional impair-
ment or with subjective perception of
stressful situations.

It would be of interest to investigate the
differences in prevalence of endogenous or
melancholic symptoms between post-stroke
major depression and major depressive
disorder. Moreover, using the same classifi-
catory procedure in sub-typing post-stroke
depression and depressive disorders may
cause limitations and constraints when phe-
nomenological comparisons are made be-
tween these two disorders. To overcome
this problem, classification of post-stroke
depressive disorders could be approached
from the bottom up, with the identification
of depressive symptoms in stroke patients.
By applying multivariate analysis, these
symptoms can be grouped into clusters or
syndromes, which can then be validated.
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S. Ramasubbu Royal Ottawa Hospital, 1145
Carling Avenue, Ottawa, KIZ 7K4, Canada

Author’s reply: Dr Ramasubbu argues
against our suggestion that psychological
rather than neurological factors mostly ac-
count for post-stroke depression (PSD).
His/her main argument is that our results
could be due to a bias in selecting a control
group of patients with endogenous depres-
sion. He/she remarks that it is not surpris-
ing that endogenous symptoms were more
frequent in this control group, whereas af-
fective symptoms related to brain damage
prevailed in patients with major PSD. This
argument could certainly be appropriate if
the aim of our study consisted in matching
the main symptoms of patients with major

PSD and with major endogenous depres-
sion, but this was clearly not the scope of
our paper. Patients with major endogenous
depression were, in fact, the group against
which we matched various subgroups of
patients with major PSD observed at var-
ious time intervals from stroke. The scope
of these comparisons consisted in assessing
whether patients with endogenous depres-
sion are more similar to patients with major
PSD observed immediately after the stroke
than to those observed in more chronic
post-stroke periods. A similar strategy had
been used in previous studies of this field
conducted by our research group, since
the distinction between various forms of
PSD plays a critical role in the model of
PSD proposed by Robinson et al (see Stark-
stein & Robinson, 1989, for review). This
model is, in fact, substantially based on
the distinction between two forms of PSD:
(a) the major form, due to a lesion en-
croaching upon the left frontal lobes and
indistinguishable from the clinical and
pathophysiological points of view from
the major forms of endogenous depression;
and (b) the minor form, considered as a
form of reactive (dysthymic) depression
and having no specific anatomical sub-
strate. In a previous paper (Gainotti et al,
1997) aiming to test this original version
of the Robinson et al model, the symptoma-
tological profiles of patients affected by en-
dogenous depression were matched with
those in three groups of stroke patients,
on the basis of DSM-III-R criteria, as hav-
ing no depression, minor PSD, or major
PSD. The following predictions were made:
(a) if major PSD is indistinguishable from
endogenous depression, whereas minor
PSD is a reactive form of depression, then
the symptomatological profile of patients
with a major form of PSD should be more
similar to that of patients with endogenous
depression than to that of patients with a
form of minor PSD; (b) if, on the contrary,
no qualitative difference exists between
major and minor forms of PSD, then pa-
tients with major PSD should be more simi-
lar to those with a minor form of PSD than
to those with a form of endogenous depres-
sion. Our results clearly supported the sec-
ond prediction showing that a continuum
exists between major and minor forms of
PSD.

To account for these and other data
also inconsistent with the Robinson et al
model, Herrmann & Wallesch (1993) pro-
posed a restricted version of the model
which assumes that only the forms of major
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PSD observed in the acute post-stroke peri-
ods are very similar to endogenous depres-
sion, whereas those observed in more
chronic stages must be considered as re-
active forms, mainly due to psychosocial
factors.

To test this new version of the Robin-
son et al model with a strategy similar to
that used in our previous paper, we
matched the symptomatological profiles of
patients with major PSD observed at var-
ious time intervals from stroke with those
of patients with endogenous depression.
Since the profiles of patients with major
PSD observed at various time intervals from
stroke were very similar, and were very dif-
ferent from those in patients with endogen-
ous depression, we concluded that even the
restricted version of the Robinson et al
model is inconsistent with our data.

We therefore think that no method-
ological defect exists in this or in our pre-
vious study and that our data allow us to
conclude that no qualitative difference ex-
ists either between minor and major forms
of PSD or between forms of major PSD
that arise at various time intervals from
stroke.

Let us pass now to our suggestion that
psychological factors, rather than neuro-
logical factors, mostly account for PSD.
This suggestion was mostly due to the dis-
tinction that we have more analytically
described in our previous study (Gainotti
et al, 1997) between motivated and unmo-
tivated affective patterns. The term ‘moti-
vated reactions’ refers not only to the
reactive symptoms of anxiety, emotional-
ism and catastrophic reactions, whose pre-
valence in patients with PSD could be due
(as Dr Ramasubbu suggests) to a bias in
the selection of the control group, but also
to a qualitative analysis of the responses
given by patients in sections of the Post-
Stroke Depression Rating Scale (PSDRS)
devised to evaluate ‘depressed mood’, ‘guilt
feelings’ and ‘thoughts of death and/or
suicide’. In these sections, patients were
requested to qualify their response by say-
ing whether their bad mood, guilt feelings
and thoughts of death were related to their
actual condition or were independent from
it. Patients with major or minor forms of
PSD usually attributed depression to the
consequences of stroke, felt guilty because
they considered their previous lifestyle as
partly responsible for their actual disease,
and had stroke-related death worries,
whereas patients with endogenous depres-
sion attributed guilt feelings to their moral
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worthlessness and had active suicidal ten-
dencies, rather than death worries. Further-
more, in both of our studies, diurnal mood
variations were motivated (i.e. linked to
situations stressing handicaps and disabil-
ities) in patients with major PSD, but
unmotivated (with a prevalence of depres-
sion in the early morning) in patients with
endogenous depression.

In conclusion, even if we share with
Dr Ramasubbu some doubts about the va-
lidity of dichotomous endogenous/reactive
classifications, we would stress two points:
(a) our criticism was addressed to an influ-
ential model based on such dichotomy: and
(b) our tentative hypothesis that psycholo-
gical factors play an important role in
PSD seems, at least in part, justified.

Gainotti, G., Azzoni, A., Razzano, C,, et al (1997)
The Post-Stroke Depression Rating Scale: a test
specifically devised to investigate affective disorders of
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G. Gainotti Catholic University of Rome, Largo
Agostino Gemelli 8, 00168 Rome, Italy

Psychiatry and civil unrest
in Northern Ireland

In his editorial, Daly (1999) is critical of the
research that has been done on the psycho-
logical impact of the civil unrest in North-
ern Ireland, both in terms of its quality
and quantity. He states that opportunities
for valuable research have probably been
missed, and those studies that have been
carried out, he weighs in the balance and
finds wanting. I consider his article a poten-
tially misleading reflection on psychiatry in
Northern Ireland over the past 30 years.
Much of the research he reviews emerges
as speculative and inconclusive. He is criti-
cal of Lyons’ (1971) concept of “normal
anxiety”. The work of Cairns & Wilson
(1984) is, Daly believes, of limited useful-
ness as the populations studied were rural,
whereas violence is largely an urban phe-
nomenon. Curran (1988) is exposed as mis-
taken in his view that individuals habituate
to trauma. These authors published their
findings 29, 16 and 12 years ago, respec-
tively. It is all too easy to find fault today.
Daly concludes that lack of trust in
the authorities and a fear of breaches of
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confidentiality have resulted in treatment
avoidance and exacerbation of symptoms.
He gives no evidence for these conclusions.
Psychiatrists in Northern Ireland have stri-
ven to avoid opportunism and prejudice,
and to maintain impartiality. It would be
a matter of concern if this was not the
public perception.

Daly widens the concept of victim to in-
clude “terrorists incarcerated for paramili-
tary crimes”. If offenders are to be viewed
thus, there is a risk of widening the concept
of victim to the point where it becomes
meaningless. The research to which he re-
fers in his next sentence (Lyons & Harbin-
son, 1986) related to one crime only, that
of murder. Political murderers were found
to be a more stable group than non-political
murderers. That paper had no comment to
make on the victim status of prisoners or on
political crimes in general, contrary to the
impression conveyed by Daly. His subse-
quent reference to a report in a local news-
paper (Belfast Telegraph, 26 September
1998), in the context of psychological
problems consequent on imprisonment, is
speculative.

Finally, Daly has overlooked a crucial
consideration in his editorial. It is no exag-
geration to say that the political situation in
Northern Ireland has made it difficult, if
not at times hazardous, to carry out re-
search on offenders and victims. On occa-
sions where research has been done, it has
not been feasible to publish it. Psychiatrists
practising in Northern Ireland over the past
30 years have laboured under difficulties
not experienced by colleagues elsewhere in
the UK. Daly should not victimise them.
Cairns, E. & Wilson, R. (1984) The impact of political

violence on mild psychiatric morbidity in Northern
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H. Harbinson Ulster Community & Hospitals
Trust, Ards Community Hospital, Church Street,
Newtownards, Co. Down, BT23 4AS

Author’s reply: Dr Harbinson criticises my
recent editorial in a rather defensive man-
ner but does not provide any evidence to
refute my opinion that opportunities for

https://doi.org/10.1192/50007125000264490 Published online by Cambridge University Press

valuable research have been missed over
the past 30 years or so.

He/she seems unhappy with my review
of some of the research carried out, com-
menting that “it is all too easy to find fault
today”. In my editorial I commented that
“at the time Lyons (1971) was carrying
out his research the field of traumatology
was in its infancy” and, in relation to Cur-
ran (1988), that “more recent research in
the field suggests” a different view to that
of Curran regarding habituation to trauma.
The whole purpose of a literature review is
to examine previous research critically in
the light of further developments.

In the Social Services Inspectorate docu-
ment referred to in my paper (Department
of Health and Social Services, 1998), the
issue of confidentiality was addressed; for
example, “Another G.P. noted that ‘the in-
dividuals that are most affected in our area
are of a predominantly nationalist view-
point. There is a fundamental distrust of
Government agencies [and] distrust and
fear of leakage of sensitive information
Information received from the project lea-
der in the Social Services Inspectorate has
confirmed a minority, but consistent, view-

EREE]

point, mainly from those of a nationalist
background, that the authorities, including
those working in health and social services,
are not to be trusted (J. Park, personal com-
munication, 1999). As Dr
writes, this indeed should be a matter of
concern.

Harbinson

Dr Harbinson is critical of me for com-
menting that “some people would consider
terrorists incarcerated for paramilitary
crimes to be victims”. It has been reported
that a number of people who subsequently
become involved in terrorist crime have
themselves previously been victimised
(Smyth, 1998). A study looking at 80 per-
petrators of homicide found that 52% met
criteria for current post-traumatic stress
disorder (Pollock, 1999). It would seem un-
ethical to exclude anyone from being con-
sidered a victim, and therefore a potential
candidate for treatment, on the basis of
having been involved in criminal activity.
Dr Harbinson has commented that on occa-
sions it has not been feasible to publish re-
search carried out. I find it difficult to
understand why properly structured and
anonymised research could not have been
published. In order to ensure that psychia-
trists maintain impartiality, it is important
that such research should be published
whatever the results, provided the findings
are clinically relevant.
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