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Unity and Diversity in Schizophrenia
Schizophrenia can be recognized reliably in very different
parts of the world.' Recent cross-national, diagnostically blind
studies of schizophrenia in twins from London2 and similarly
blind assessments of interviews with the blood-relatives of
schizophrenics who had been adopted in Copenhagen have
helped both to validate the diagnosis and to confirm the
importance of genetic factors in its aetiology.3 As Kety3 says,
ifthe mental illness called schizophrenia is a myth,4 it is a myth
with a strong genetic component.
What is far from clear, however, is the extent to which

schizophrenia is homogeneous or heterogeneous genetically and
how the various forms of the disorder are related to conditions
clinically similar to it. The spectrum of schizophrenic dis-
orders ranges from the deteriorating chronic cases through
the well-preserved paranoid and the good-prognosis schizo-
affective to latent, borderline cases and socially well-function-
ing schizoid personalities; and it is reasonable to suggest that
there is a genetic unity in the sense that all parts of it act in the
same direction-increasing the likelihood of schizophrenic
disorder in the offspring, though not necessarily to the same
degree.5 Shields6 suggested that in moving from one end of
the spectrum to the other the aetiology of the disorders
becomes increasingly heterogeneous.
The opposite hypothesis is that different clinical classifica-

tions and subtypes to a large extent reflect different aetiologies,
some non-genetic, some more closely related to the group of
affective disorders than to schizophrenia, and others distinct
disease entities. Kleist and his pupil Leonhard proposed a
complex classification within the schizophrenias based on
end state. This has not so far received satisfactory genetic
validation,7 and with improved treatment such subtle clinical
distinctions become more difficult to draw.
At the end of the last century Kraepelin grouped within

the term dementia praecox three disorders which had pre-
viously been regarded as separate: hebephrenia, catatonia
(first described by Kahlbaum 100 years ago), and dementia
paranoides. Though presenting varied clinical pictures they
had certain characteristic psychological symptoms in common
and (compared with manic-depressive psychosis) a generally
unfavourable outcome. Kraepelin was reluctant to speculate
about the aetiology of what he observed. Bleuler's "group of
the schizophrenias," which he described in 1911, referred to
a class of patients only slightly wider than Kraepelin's-the
plural reflected his uncertainty about the aetiological unity of
the clinical group.8
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Early studies9 10 ofthe hebephrenic, catatonic, and paranoid
subtypes of schizophrenia within families tended to, show two
things: they did not breed true to type, though there was some
tendency towards familial resemblance, difficult to prove even
with large numbers of families; and there was a somewhat
higher risk for schizophrenia in the families of hebephrenics
and catatonics than there was in those of paranoid schizo-
phrenics. Later on classification by subtype fell into relative
disuse. Such classification lacked reliability, an individual
could change from one type to another, and with advances in
treatment typical catatonic schizophrenics became less
frequent. Interest focused more on the distinction between
poor- and good-prognosis schizophrenics, though with incon-
sistent results so far as genetic differences were concerned.1"-14

In the centenary issue of theJournal of Nervous and Mental
Disease Winokur et al.15 have turned yet again to possible
aetiological differences, and argue that there is a high prob-
ability that poor-prognosis schizophrenia is not a unitary
illness, as Kraepelin had supposed. They draw attention to a
higher proportion of hebephrenics than paranoid relatives in
the families of hebephrenics, which they claim would not be
expected if subtype were simply a reflection of a more severe
illness on a unitary, multifactorial model. Winokur et al.
believe there may be two types of schizophrenia genetically:
hebephrenia, which may occasionally manifest itself clinically
as paranoid; and poor-prognosis paranoid schizophrenia, in
which there is a lower schizophrenia risk to relatives but in
which an affected relative would suffer from paranoid schizo-
phrenia only.

This conclusion seems premature. The data consist of their
diagnosis according to stated criteria of the relatives (made in
ignorance of the subtype of the patient), based solely on infor-
mation contained in the Iowa State Psychopathic Hospital
records of 30 to 40 years ago. The schizophrenia risk they
found for relatives was only about a quarter of that found in
most genetic studies. Though 115 hebephrenics had 10
schizophrenic relatives and 62 paranoids only two, the
difference was not statistically significant; the age-corrected
number of the relatives of paranoids was calculated too high;
the subtype of relatives was not stated; and no mention was
made of their colleagues' work6 17 based on interviews with
relatives in a recent study which failed to show a significant
familial resemblance in schizophrenic subtype.

It is always of interest to assess the family history of
psychotics in the hope ofbringing better order into our clinical
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classifications. But in the absence of a more clearcut relation-
ship than we have at present between schizophrenic subtype
and family history, in the absence of families in which schizo-
phrenic illness is distributed according to Mendelian ratios,
and in the absence of any established pathogenesis for the
disorder it seems a retrograde step to split schizophrenia into
pre-Kraepelinian disease entities corresponding to loosely
defined clinical classifications. The pathway from genotype to
psychiatric symptomatology is complex, and there are enough
difficulties in establishing heterogeneity within diseases such
as diabetes which are better understood than schizophrenia,18
so the odds must be stacked against the correctness of such a
hypothesis. For some time to come we may not know how far
we are confronted in the schizophrenias with clinical diversity
in genetic unity and how far with genetic diversity in clinical
unity.
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Brain Drain-the Pattern
Changes
Nearly 2,000 years ago the Greeks were complaining of the
drain of their best brains to Alexandria and ever since interna-
tional movement of scientists, doctors, and philosophers has
continued to provoke emotional reactions. The U.S.A. has been
aware for some time of the ill-feeling generated in developing
countries and in Europe by the migration ofso many graduates
across the Atlantic-when Mr. Kenneth Robinson was
Minister of Health in the mid '60s he protested that "he was
not prepared to invest thousands of pounds sterling in a
medical student only to increase the membership ofthe Ameri-
can Medical Association." With the characteristic capacity for
honest self-examination that is so welcome a feature of
American society, The Congress Committee on Foreign
Affairs has published the report' of its specialist subcommittee
on Brain Drain: A Study of the Persistent Issue of International
Scientific Mobility. Anyone tempted to make snap judgements
about scientific migration would be wiser and less inclined to
see an easy solution after reading this report.

Criticism of the U.S.A. and Canada as voracious recipients
of trained manpower has often ignored the pressures pushing
scientists and doctors out of their own countries. It is not
simply a matter of greedy bees being attracted to the largest

and deepest honey pot. Partly the pressures are intellectual.
The creative mathematician, nuclear physicist, cardiac surgeon,
or cancer research worker from a small developing country
seeks the contacts with stimulating colleagues and the research
facilities that generally exist only in a large, rich, advanced
nation. For many graduates, however, the explanation for
their leaving home is far simpler: they need work. In the
words of the American report, "pursuing illusions of prestige
and other false goals hanging over from the colonial past, the
less developed countries created educational systems largely
for the sake of education, essentially unplanned (at least in a
sufficiently rational way), and most important, unrelated to
the larger goals of national development." In the 1960's the
Indian census showed that 10A4% of all scientific and technical
personnel were unemployed and 18606% were employed outside
the occupations for which they were trained. India is now pro-
ducing 600,000 graduates a year-and current estimates
suggest that jobs can be found for only half that number.2
The most popular areas of study in many former colonial

countries remain law and medicine, despite the surplus of
unemployed graduates. Yet we constantly hear of the lack of
medical services in developing countries: how can they have
both a shortage and a surplus of doctors at the same time?
The answer lies in the disparity between the expectations of
the young graduate and the openings available to him.
Modern, technologically-oriented hospitals train doctors
who want to work in those hospitals, not tackle the 19th
century public health programmes required in the rural areas
which still contain 80% of the population of the third world.
Any young doctor there leaving the city faces a prospect of a
low salary, ill-equipped and understaffed hospitals and clinics,
and limited chances for professional advancement; and often
this prospect induces demoralization, discontent, and
frustration. For many doctors the only chance of practising
the sort of medicine they have been taught to esteem lies in
emigration to the west.
There are signs, however, that the pattern is beginning to

change. The U.S.A., Canada, Australia, and the other
established importers of medical graduates from both Europe
and the third world are re-examining their own policies, and
their intention seems to be to reduce their numbers of medical
immigrants. Developing countries are themselves realizing the
futility of training doctors for export and are changing
medical school curricula to give them more relevance to the
needs of their own communities. More interest is being shown
in the training of medical auxillaries-for if they are selected
from rural communities and given an essentially practical
education they are likely to return to work in the villages. The
rest of the world is beginning to learn the lessons of the
Chinese system of pyramidal medical care with barefoot
doctors as the lowest layer.3

This trend will take some time to have any real effect on
world-wide medical migration; but the British situation is
likely to change very quickly in the coming few months. Next
year the General Medical Council is to introduce tests of
professional competence and knowledge of English for
doctors wanting to enter Britain.4 This is likely to lead to a big
fall in the numbers of doctors coming here from Asia and the
Middle East; for Britain has recently been serving as a staging
post where would-be emigrants acquired experience, famili-
arity with Western behaviour, and finally visas and the
E.C.F.M.G. before setting off for North America. That era is
now coming to an end, and we are likely to notice the shortage
of overseas graduates in the less popular specialties.

Another change is also evident. The pace of emigration of
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