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Co-consumption of alcohol and psychotropic
medications in episodes of non-fatal self-poisoning
attended by ambulance services in Victoria, Australia:
evidence of potential modification by medical
severity

Chitty and colleagues’ recent investigation' into the association
between psychotropic medication use and alcohol consumption
during emergency department presentations for self-poisoning
raises an interesting perspective on the putative role of psycho-
pharmacology in reducing risky alcohol use among those at risk
of self-harm and suicide.

Episodes of attempted suicide resulting in hospital presentation
may underestimate the true extent of psychotropic medication
and alcohol co-ingestion across the community, given recent
findings suggesting that just over half of patients treated by
ambulance paramedics following an episode of self-harm and/or
attempted suicide are transported to hospital.?

Using data from our ongoing study of psychiatric presentations
to ambulance services,> we extracted information on all episodes
of non-fatal self-poisoning in the state of Victoria, Australia, from
January 2012 to December 2016 (N=24726). In contrast to
Chitty and colleagues, we found that, overall, use of psychotropic
medications was associated with an increased, not decreased, risk
of alcohol co-consumption in the self-poisoning episode (odds
ratio (OR) =1.35, 95% CI 1.28-1.42).

While anticonvulsants (OR=0.74, 95% CI 0.65-0.84), anti-
psychotics (OR=0.81, 95% CI 0.75-0.86) and psychostimulants
(OR=0.52, 95% CI 0.32-0.85) were associated with a decreased
risk of alcohol co-consumption, in contrast to Chitty and
colleagues, we found that benzodiazepines (OR=1.60, 95% CI
1.52-1.69) were associated with an increased risk of alcohol
co-consumption. Additionally, we found no significant association
between antidepressant use and risk of alcohol co-consumption
for these presentations (OR =1.04, 95% CI 0.97-1.11).

Importantly, however, we found that medical severity may
modify these associations. Specifically, most associations were
reduced to non-significance when considering those not requiring
hospital treatment following the self-poisoning episode: all
psychotropic medication classes (OR=1.12, 95% CI 0.76-1.65),
anticonvulsants (OR=0.39, 95% CI 0.09-1.80), antidepressants
(OR=1.05, 95% CI 0.63-1.77), antipsychotics (OR=0.81, 95%
CI 0.48-1.36), benzodiazepines (OR=1.40, 95% CI 0.94-2.07)
and psychostimulants (OR=0.44, 95% CI 0.02-9.21).

This highlights the importance of considering the breadth of
services that people who engage in self-harm come into contact
with, so as to provide a fuller picture of the treatment needs of this
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population and how these may vary as a consequence of medical
severity.
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Authors’ reply:  We thank Chick et al, and Witt et al, for their
welcome responses to our article.' We agree that both improving
access and facilitating referral to alcohol services are essential
strategies with regard to reducing deliberate self-poisoning that
may be a product of harmful use of alcohol.

We share the concerns of Chick and colleagues — it is dangerous
to make causal assertions from cross-sectional data, especially if
preliminary analyses and author interpretations are introduced
into clinical practice from the abstract alone. We agree that people
prescribed tricyclic antidepressants and typical antipsychotics are
different from those on other drugs — that they are less likely to
co-ingest alcohol during intentional self-poisoning is one such
example. As highlighted by Chick et al, the underlying nature of
this relationship (whether it is causal or correlated because of
shared factors) has many possibilities, for which we presented
three interpretative and non-mutually exclusive speculations.
We agree with the further interpretation put forth in their
letter — individuals with increased access to higher-toxicity
medications may negate any perceived role of alcohol in the
poisoning. Of course, this is only relevant in cases when alcohol
is used as a tool to facilitate the self-harm (i.e. to ‘numb fears’)
as opposed to the person being intoxicated before the desire to
self-harm arises. It is noteworthy that a recent study found that
over 70% of people interviewed after a suicide attempt that
involved acute alcohol use reported they did not use alcohol to
facilitate the action.? However, we recognise that the methods of
suicide attempts in this aforementioned small sample size study
were heterogeneous and that self-poisoning is more likely to
involve alcohol as a substance perceived to increase the toxicity
of the poison or mask the taste of the co-ingested substances.
We are currently conducting a study to investigate patient self-
reported reasons for use of alcohol before and during deliberate
self-poisoning, which will further shed light on this.

We are pleased that our analysis prompted Witt and colleagues
to investigate a similar line of enquiry within their own cohort.
The similarities between the data analysis conducted by Witt et al
and our findings are notable — those prescribed antipsychotics,
anticonvulsants and stimulants were less likely to co-ingest alcohol
during a non-fatal self-poisoning.

Compared with the Japanese study cited by Witt et al, in
which nearly half of individuals are not transported to hospital
after suicide attempts or episodes of self-harm, our experience
specifically for deliberate self-poisoning (via toxicology services
and Poison Information Centres) tells us this is not the case in
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Australia. Indeed, the Australian study conducted by the authors
themselves shows that over 90% of the time individuals who have
taken overdoses with unknown intent attended by paramedics are
transported to hospital.> Thus, the rationale for adjusting for
medical severity is not clear to us in this context; however, we
do agree that engaging a breadth of services for a holistic response
to self-harm is essential, especially drug and alcohol services when
alcohol may be a driving factor.
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The Lunatic House, Guy’'s
Hospital, London, of 1797

Richard H. S. Mindham

Guy’'s Hospital was founded in 1721 and opened in
1725 close to Saint Thomas’ Hospital at the southern
approach to Old London Bridge. Thomas Guy had
specified that his hospital would admit the incurable
and the insane, both categories of patient for which
Saint Thomas' Hospital, of which Guy was a governor,
did not provide. Accommodation for the insane was
initially met by a temporary building erected in 1728.
Later the governors engaged the architect James
Bevans to design a permanent building. The Lunatic
House opened in 1797.

The Guy’s Lunatic House was the first hospital building
in the British Isles, and possibly in the world, to follow
the principle of the panopticon as proposed by the
philosopher Jeremy Bentham in 1787. He suggested
that buildings such as prisons, schools, factories and hospitals, where supervision of inmates and staff was desirable, be
designed in such a way that senior staff could observe the work of their institution without themselves being seen, making
supervision virtually continuous. Bentham believed that the good conduct of institutions would benefit the inmates.

The Old Clinical Wards (demolished in 1919)

The Guy's building consisted of a central block of two stories with wards for patients of each gender extending on each side at an
angle to the centre. There were day rooms for patients each gender, a central mixed day room, provision for patients with
physical illnesses, as well as rooms for catering, laundry and staff. The crucial feature of the design was the positioning of
matron’s day room between the angled wings. There were corner windows in her room which allowed uninterrupted views
of the two wards. This simple design fulfilled the requirements of the model proposed by Bentham.

Subsequently, a number of mental hospitals were built on the panopticon principle, the earliest being in Glasgow, Bodmin and
Wakefield. The structure of the buildings to allow observation allowed dirt, noise and infections to spread between the wards.
Furthermore, many staff were required for the wards to work as envisaged. These factors led to the concept losing favour.
The hospitals were soon too small to meet rising demand. Much larger hospitals were built on different models to provide
accommodation for patients more cheaply but less humanely.

In 1859 the governors of Guy's successfully applied for an Act of Parliament to allow them to deviate from the founder’s wishes
and cease to provide for the insane. The Lunatic House was used for other purposes until its demolition in 1919.

The photograph is taken from the Jubilee number of the Guy’s Hospital Gazette of 1936 and is used with permission of the Editor.
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