CORRESPONDENCE

as a first-line treatment is one of efficacy.
They found 23% of patients with severe or
very severe social phobia treated with
moclobemide for eight weeks were rated
as much or very much improved (v. 0% in
the placebo group), although numbers
were too small to reach statistical signifi-
cance. This finding of greater efficacy in
more severe social phobia is also supported
by the International Multicenter Clinical
Trial Group on Moclobemide in Social
Phobia (1997) who found patients with
severe social phobia treated with 600 mg
moclobemide had a 52% response rate (v.
32% on placebo).
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Liaison between adolescent and
adult services in early-onset
schizophrenia

Sir: Pelkonen et al’s (1998) follow-up study
of occupational functioning of adolescent
in-patients emphasises the importance of
active intervention in early adulthood in
those with psychotic disorders. However,
they do not highlight the importance of
close liaison between adolescent and adult
services in order to achieve this. In clinical
practice there is lack of clarity about which
service should serve those aged 16-18
years. Traditionally, this had depended on
the young person’s educational status at the
time of presentation. However, some 16 to
18-year-olds may have left school as a
result of developing psychosis. Their needs
in terms of re-integration into educational
services and addressing family issues (such
as expressed emotion interventions) may be
better met by the resources of adolescent
services.

Poor psychosocial outcome in adult-
hood in those with adolescent psychotic
disorders is a robust finding (Gillberg et al,
1993). Although early-onset schizophrenia

is more likely to be associated with a poor
prognosis than adult-onset schizophrenia is
(Jacobsen & Rapoport, 1998) this could be
partly ameliorated by commencing treat-
ment early (Turetz et al, 1997) and the
potentially greater compliance with atypi-
cal antipsychotics. Familiarity with, and
experience of, use of atypical antipsychotics
by adolescent psychiatrists can be enhanced
by liaison with colleagues in adult services.

Close liaison between services at an
early stage, therefore, has potential benefits
for both services and, particularly, for the
young person in terms of addressing all
aspects of care and providing continuity of
follow-up into early adulthood. The per-
sonal and economic implications of years of
functional impairment and disability are
too great to ignore.
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Somatoform dissociation is unlikely
to be a result of indoctrination by
therapists

Sir: In a previous letter (Nijenhuis et al,
1997) we reported that high scores on
instruments measuring dissociation were
typical of patients with dissociative dis-
order and not of those with bipolar
disorder. We argued that these data show
that dissociative disorders are highly un-
likely to be a result of misinterpretation of
bipolar disorder. Merskey (1997) commen-
ted that our comparison is worthless.
Assuming that dissociative disorders results
from indoctrination by therapists, he main-
tained that we have compared un-indoctri-
nated bipolar patients and indoctrinated
‘dissociative’ patients.
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This assumption is incorrect. For the
patients with dissociative disorders we had
two groups: one received the Somatoform
Dissociation Questionnaire (SDQ-20; Ni-
jenhuis et al, 1996) prior to, and the other
after, the administration of the Structured
Clinical Interview for Dissociative Disor-
ders (SCID-D) and diagnosis of ‘dissocia-
tive identity disorder’ or ‘dissociative
disorder not otherwise specified’. The for-
mer group cannot possibly have been
indoctrinated. Interestingly, patients from
the first group who were unaware of their
diagnosis tended to obtain higher SDQ-20
scores than those who were aware of their
psychiatric status and who were exposed to
therapy (further details available from the
author upon request).

The a priori assumption that the
diagnosis of dissociative disorders must
follow from indoctrination seems to be
based on prejudice instead of research
findings.
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Can transsexualism remit?

Sir: The subject of the paper by Marks &
Mataix-Cols (1987) is a current patient of
ours; Professor Marks was aware of this
and discussed this before writing his report,
though this is not acknowledged in the
paper.

Since the paper contains statements at
variance with our understanding of the
case, we showed the paper to the patient,
who told us of cross-dressing since age 7,
self-view as female age 12, and active
search for gender reassignment since age
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