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secondary services. All clinicians will be
familiar with such individuals, who present
a therapeutic challenge where equipoise is
acknowledged. One benefit of this research,
therefore, is its potential to inform a non-
pharmacological protocol of treatment,
capitalising on the efficacy of cognitive—
therapy in psychosis and
emotional disorders.
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The International Early Psychosis Associa-
tion would like to contribute to the debate
on early intervention (Pelosi/Birchwood,
2003).

First, the international network pro-
moting reform in early psychosis is led by
clinicians and academics who have a record
of commitment to evidence-based medicine
and leadership in scientific research. The
attempt to discredit this network as mere
evangelism does not bear scrutiny. How-
ever, successful reform in health care is
always a blend of logic, evidence and advo-
cacy. The latter is not only a legitimate but
an essential element.

‘We should be active and loud advocates of the

mentally ill and be in the forefront of their battle

to realise their rights. This might require that we
relinquish some of our professional role and add

some political activism to our daily chores — a

sometimes difficult but now ever more neces-

sary reorientation for doctors in general and

psychiatrists in particular’ (Sartorius, 1998).

Second, Dr Pelosi seriously underesti-
mates the weakness of existing generic
models of care for early psychosis patients
and their families (Garety & Rigg, 2001).
Access to and quality of initial care for
first-episode psychosis is poor in the UK
setting, as it is in most affluent, developed
countries. This indicates a structural as well
as a funding problem. Services targeting
‘serious and enduring mental illness’ inevi-
tably focus on the needs of ‘prevalent’
rather than ‘incident’ cases. The early inter-
vention paradigm asserts that there is a
need to subspecialise in relation to the
needs of young early psychosis patients,
both in terms of structure of the service
and the content of interventions, according
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to a ‘staging’ model. This assertion has
tapped into resistance to subspecialisation
in general within psychiatry, which Dr
Pelosi passionately expresses. However,
excessive reliance on purely generic service
models is not defensible and is bound to
limit the quality of response in many areas
of psychiatry. A balance should be sought.

Third, implementing overdue reforms
inevitably creates secondary problems and
‘perverse effects’, which seem to lie at the
heart of Dr Pelosi’s concerns. Workforce
supply, quality and morale are crucial
issues. Without careful planning, there could
indeed be adverse effects on pre-existing
elements of the system. These second-order
issues need to be tackled but do not ser-
iously challenge the logic and urgent need
for reform in early psychosis, and should
not be allowed to delay or derail it. In the
longer term, greater specialisation within
an umbrella of integrated services is a path-
way to better morale and quality. The
successful emergence of other sub-specialty
areas (e.g. old age psychiatry) illustrates
this point. Looking further ahead, early
intervention could ultimately represent a
way station en route to a sub-specialty of
youth psychiatry (McGorry & Yung,
2003).

Fourth, the emerging early intervention
services are targeted from first-episode
psychosis onwards and do not specifically
include the prodromal phase, which remains
a research issue. There are genuine issues
involved in sub-threshold detection of a
low-incidence disorder and these remain
to be solved. However, the caution required
in extending intervention to potentially
prodromal patients cannot be used as an
argument for delaying intervention to peo-
ple with clearly diagnosable first-episode
psychosis.

Far from being wishful thinking, this
reform process is already leading to
improved short-term outcomes for young
people with psychotic illness in many
centres around the world (Edwards &
McGorry, 2002). The reform is delicately
poised in the UK and there may well be sec-
ondary effects on mainstream systems, but
these should not be seen as fatal flaws,
rather as problems to be solved. In the UK
setting, it is to be hoped that psychiatrists
will play a leadership role in this vital
endeavour, which should ultimately lead
to a strengthening of the specialist mental
health system. In other parts of the world
we are looking to you to make a success
of this important task and hope your
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pioneering reforms will help to guide our
own efforts.
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Author’s reply: The advocacy and political
activism of the International Early Psycho-
sis Association has clearly been successful
in the UK since teams for their narrow
sub-specialty have been introduced despite
widespread shortages of trained mental
health professionals. General psychiatrists
also consider themselves to be advocates
for people with mental illness. They may
not have the public relations skills of the
early intervention movement but they
believe that clinical experience and knowl-
edge of epidemiology and health economics
should be more important in determining
health policy.

The most ambitious aim of the early
intervention specialists has been to identify
and treat people during a pre-psychotic
phase of illness. There now seems to
be unanimous agreement that any such
attempts to prevent the onset of, for exam-
ple, schizophrenia could only lead to more
harm than good. The International Early
Psychosis Association should return to
users, carers, policy makers and members
of the public whom they have influenced
(Goode, 1999) and explain the epidemiolo-
gical and clinical errors behind their
previous dreams of primary prevention.

There should also be unanimous agree-
ment with your earlier correspondent that
provision of care to young people who have
recently developed a psychotic illness is not
‘rocket science’ (Owen, 2003). I have read
and re-read accounts of the clinical methods
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of the early intervention practitioners. They
describe straightforward psychosocial and
pharmacological therapies that should
be used by all multidisciplinary teams.
The only distinguishing feature is the sub-
specialists’ touching faith in the effective-
ness of antipsychotic medicines, which
presumably arises from lack of prolonged
experience with individual patients.

This inadequate experience of chronic
illness is certain to lead to tragedies in the
UK. The chosen remit of early intervention
practitioners is to assist patients during the
first 3 years of illness (Birchwood et al,
1998) — unless case-loads are high, when
the ‘critical period’ can be reduced to 18
months (McGorry et al, 1999). When
relapses occur, ordinary in-patient and com-
munity teams will, of course, have to pick
up the pieces and I am in no doubt that they
will be criticised for not being as attentive
and caring as previous keyworkers.

Community mental health teams do not
‘inevitably focus on the needs of “preva-
lent” rather than “incident” cases’. Those
definitely — or probably, or
possibly — in the early stages of psychosis
are high in their list of priorities. Unlike

who are

Manchanda et al, they do not require
‘controlled trials to assess the efficacy of
early intervention’. These patients are un-
well and they all require prompt and
appropriate treatment. One of the most
important tasks of consultant psychiatrists
is to prioritise according to clinical need
and it is frustrating when diversion of re-
sources to highly protected teams makes
difficult decisions even more painful. Your
correspondents are shirking their responsi-
bilities in depending on central planning
to protect their case-loads (Milner, 2003;
Owen, 2003). Valuable work has been
done in this area (Kennedy & Griffiths,
2001) and training would be available
for any sub-specialist who returns to
mainstream practice.

The introduction of early intervention
teams in the UK should now be halted. This
will provide an opportunity for proper
scientific evaluation by comparing the pro-
cesses and outcomes of care in areas where
these teams have and have not been estab-
lished. It will also free up some financial
and human resources for serious hospital
and community psychiatry.
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Testosterone and psychosis

Increased testosterone may be the cause of
the finding of Sundquist et al (2004) that
‘A high level of urbanisation is associated
with increased risk of psychosis and depres-
sion for both women and men’. Two
hypotheses are required to explain this.

It is my hypothesis (Howard, 2001a)
that human evolution is driven by testoster-
one. Based on this, I suggest the ‘secular
trend’, the increase in size and early puberty
of children, is actually an increase in the
percentage of individuals of higher testos-
terone. The trend may actually be a change
in percentage of individuals within our
populations and their ‘characteristics’ may
also be increasing. This phenomenon
occurs when a ‘feed and breed’ environ-
ment occurs. In these situations, individuals
of higher testosterone, both men and
women, will increase more rapidly than
those of lower testosterone over time. (Indi-
viduals of higher testosterone are more
aggressive and sexual.) Urban areas are
‘feed and breed’ centres; I suggest urban
centres are areas of higher testosterone.

I hypothesise that dehydroepiandroster-
one (DHEA) is directly involved in growth
and development, and subsequent mainte-
nance, of all tissues, especially the brain.
(The large brain of mammals may have
resulted from an evolutionary increase
in DHEA; Howard, 20015.) Numerous
reports of beneficial effects of DHEA on
neurons and tissue-level structures of the
brain exist in the literature. I have sug-
gested in the past that depression and
schizophrenia, among other mental disor-
ders, result from low DHEA during growth
and development, subsequently exposed by
adverse circumstances during maintenance.
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In depression and schizophrenia DHEA is
low. Two other hormones may adversely
affect the function or availability of DHEA:
cortisol and testosterone. Over the past
few years a connection with low DHEA,
along with increased cortisol, has been
demonstrated regarding depression. It is
known that schizophrenia is often charac-
terised as resulting from a non-causal, but
significant, stressful event (cortisol) usually
beginning in the late teens or early twenties
(testosterone of puberty, in men and
women, along with the natural decline of
DHEA which begins at around age 20).
In individuals of low DHEA, increased
cortisol
underlying, silent pathology.

Therefore, I suggest that increased rates
of psychoses and depression in urban areas

and testosterone may expose

may be the product of increased stress and
testosterone in both men and women. As
suggested above, the secular trend may be
due to increasing numbers of individuals
of higher testosterone. This increase in
these individuals of higher testosterone,
along with increasing stress of urbanisa-
tion, may account for the findings of
Sundquist et al, as well as reports of recent
increases in these mental disorders.
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Neurosurgery for mental disorder

Dr Persaud provides an ardent but ulti-
mately flawed argument in favour of allow-
ing neurosurgery for mental disorder
(NMD) to die out (Persaud/Crossley &
Freeman, 2003).

Patients who are considered for NMD
are among the most severely ill and disabled
who come into contact with any branch of
the medical profession, and such presenta-
tions merit conceptualisation as rather
more than having ‘psychological problems’.

It is also disingenuous to argue that
‘psychosurgery’ (sic) tries to locate complex
psychiatric disorders in ‘one so-called
“abnormal” brain region’. Such hangovers
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