CORRESPONDENCE

would appear premature to exclude them from
research into the prodromal period.

The second issue relates to their sampling interval
of one month, which they justify with reference to
the literature. Birchwood et al (1992) have reviewed
such studies, and more frequent measures have
often been used. They report that up to 50% of
schizophrenic subjects studied have been found to
progress through a prodromal period to psychotic
breakdown within four weeks. Many such pro-
dromes would have been missed had a sample
interval of one month been used.

Frequent prospective measures of a wide range of
phenomenological experience are required before
one is able to conclude that “a large proportion
of psychotic episodes appear to occur without
identifiable prior prodromal symptoms.”
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High-dose antipsychotic medication

SIr: As a rehabilitation psychiatrist, I am fre-
quently required to manage patients who are dis-
charged from acute wards on doses of neuro-
leptics which are multiples of those I have been
accustomed to use. I therefore initially welcomed
the consensus statement on the use of high-dose
antipsychotic medication (BJP, April 1994, 164,
448-458).

However, the consensus panel’s advocacy of
rapid dose reduction after acute treatment is based
on too simple a model of courses during the
recovery phase (Drury, 1992; Weiden et al, 1993)
and is supported by a mistaken reference to
Cookson (1987), who deals with relapses after a
50% reduction in high doses, and not on lower than
routine doses as stated.

My own experience is of relapses, during gradual
dose reductions in depot medication, at dose levels
much higher than those on which the same patients
were previously maintained well for long periods
before admissions caused by medication refusal. I
am puzzled by this pattern and wonder whether
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some form of rapidly developed drug tolerance may
be involved (Sramek et al, 1990) or whether there
are other so far unrecognised factors.

It is misleading and indeed potentially dangerous
to include recommendations in consensus state-
ments without either the clinical or the research
data on which to base them. I would suggest that
the consensus panel now systematically gathers and
collates information about the effects of different
strategies used by clinicians during this phase of
treatment, as an initial step which may need to be
followed by controlled trials.
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SIR: As psychiatrists in the adolescent subspecial-
ity, we question the basis on which two main
assertions are made in the consensus statement.
First, it is asserted that “‘the natural history of
early-onset psychosis is for the first few episodes to
remit spontaneously”. This corresponds neither
with our clinical experience, nor with recent re-
search studies (e.g. Werry et al, 1991; Gillberg et al,
1993). Typically, schizophrenia with an onset in
adolescence follows a course similar to that in
adults, and spontaneous remissions are rare.

Secondly, it is asserted that “High-dose anti-
psychotic medication should rarely be necessary
in children and adolescents”. Anecdotal clinical
experience does not bear this out. Psychotic dis-
orders in children and adolescents are not uncom-
monly refractive in their response to antipsychotic
medication at standard doses (Green et al, 1992),
and adolescents may tolerate adult doses with less
risk of adverse side-effects (Garralda & Ainsworth,
1987).

While we welcome the general spirit of the views
expressed — it is important not to overmedicate
children and adolescents, and expert treatment is
always important — the views appear to us to be
flawed in their details. Since no references are
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