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significant predictor of five out of the six measures
of course and outcome. However, we have shown
that this effect is independent of centre, since the log-
linear model used in this analysis removes the
interaction effect between centre and gender. We are
puzzled by Edgerton & Cohen’s inference (p. 227),
apparently based on their own interpretation of
Table 4.8 of our report, that ‘‘while a higher
percentage of female patients seem to have a mild
course in all of the centres, in Cali, Ibadan, and
North India the average difference between men and
women comes to + 16.2%"’, and that ‘‘among the
developed countries it is only + 5.1%”’. It seems to
us that they have simply averaged horizontally the
percentages in the top rows of Table 4.8 A and B
ignoring the fact that these percentages are based on
different numbers of subjects. Had they taken the
care to calculate from the data in the table the mean
female/male percentage difference for pattern of
course 1 (single psychotic episode, complete remission),
they would have come up with + 2.9% for Cali, Ibadan,
and Chandigarh, and with + 17.8% for the developed
countries, exactly the opposite of their claim.
Finally, we wish to correct Edgerton & Cohen’s
misinterpretation of the IPSS results. On page 223
of their article we read: '

‘“Reliability of diagnosis, too, was problematic.
Re-diagnosis at foillow-up found that substantial numbers
of patients originally diagnosed as schizophrenic in
developing centres had been misdiagnosed (28% in Agra,
18% in Ibadan and 28% in Cali), a phenomenon that
occurred with similar frequency in only one of the
‘developed’ centres (Moscow).”’

Although this statement is not referenced by the
authors, we identified the source for the above
percentages in Table 6.17 of the [PSS follow-up
report (World Health Organization, 1979). In fact,
Edgerton & Cohen quote out of context the
percentages of IPSS patients with an initial diagnosis
of schizophrenia who in the course of the two-year
follow-up developed affective or other psychotic
episodes. For completeness, they should have added
the percentage for Washington (20%), which is
higher than that for Ibadan. However, the point is
that none of these percentages actually refers to either
re-diagnosis or misdiagnosis but to an observed
change in symptoms with which the patients presented
on follow-up. It is a commonplace clinical observation

that, over time, the symptoms of a proportion of
patients can be expected to change. The authors seem
to confuse here the reliability of psychiatric diagnosis
with its capacity to predict symptoms.

Conclusion

We believe that ‘‘the DOSMD challenge’’ is real and
cannot be explained away as an artefact of data
collection and analysis. Without claiming that our
analysis and conclusions are either final or
unassailable, we think that the weight of the evidence
points to consistent differences in the course and
outcome of schizophrenia between developing and
developed countries. While no single variable has so
far been identified that would explain the course and
outcome variance across the two types of setting,
further analyses of the data, as well as the long-term
follow-up of the DOMSD patients currently in
progress, may reveal effects of multiple factors on
the observed differences in prognosis.

We agree that culture should not be used as a
synonym for unexplained variance and that
“cuiturally sensitive’’ research designs are needed.
It is doubtful, however, that either intracultural or
new cross-cultural studies will advance our
understanding of the effects of the environment on
schizophrenia unless we have testable hypotheses
about specific pathogenetic mechanisms that lead
from ‘culture’ to symptoms of schizophrenia.

Discussion of these issues is much needed, especially
as the enthusiastic embrace of new biological
techniques in psychiatry tends to obscure the importance
of the cultural context of psychiatric illness. However,

the debate about a complex interdisciplinary issue -

such as culture and schizophrenia can be discredited
in the eyes of readers unless we apply tc it standards:
of precision and rigour that should be custom and
practice in every scientific discourse.
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