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This letter was shown to Dr Weller, who replies:

Sir,
I thank Dr Rigby for his kind comments on my paper. He
is right to point out some flaws in the bastion of
Kraeplinian nosology that schizophrenia and manic
depressive psychosis are separable disorders. The falsifica-
tion of the dichotomy contains methodological pitfalls,
amongst which is the fact that the early phases of
schizophrenia can present with affective disturbance and
there is, therefore, a drift from a diagnosis of manic
depressive psychosis to a schizophrenic diagnosis. This
was shown by Carol Sheldrick and her colleagues1 in their
follow-up of the patients who had been diagnosed in the
first stage of the International Pilot Study in Schizo-
phrenia. In seeking for pointers to such a transition it is
of interest that all the patients who changed their
diagnoses had paranoid symptoms and the issue of para-
noid symptoms is a knotty one, since it does not preclude
a diagnosis of manic depressive psychosis. Furthermore,
the status of paranoid disorder is in doubt in the absence
of mood disturbance. Some classify paranoid psychosis
under the same rubric as schizophrenia and others argue
for a separate disorder. The evidence for there being a
separate disorder for pure paranoid delusions or, as it is
sometimes called, delusional psychosis, has been recently
amplified by Kendler et al.2 The possibility of even a
small error in diagnosis can have a substantial impact on
genetic studies.3
The opportunity to establish a separation is further

confused by schizo-affective disorder. The category of
schizo-affective disorders implies that there are both
schizophrenic and affective symptoms. If patients with
these characteristics are included with affective and schizo-
phrenic patients, then it is almost inevitable that it will
not be possible to make a separation between schizophre-
nic and affective symptoms amongst the patients in the
three groups. If one excludes patients with schizo-affective
disorder, then one may be creating an artificial separation
between the two remaining disorders. On the other hand,
schizo-affective disorder may be a separate and distinct
nosological group that should be separated from the other
two. The original genetic studies have proved inconclusive
on this matter but the more recent, larger series of Angst
favours this division. In his initial epidemiological study,
Angst considered that schizo-affective disorder did not
breed true and that there were roughly an equal number
of schizophrenics and affectively ill relatives, as well as
schizo-affectives in the families of schizo-affective pro-
bands. When his data were further extended, the situation
had changed and he then felt the schizo-affective disorder
tended to breed true. Opinions have differed on this issue
but Weller and Kugler 4 showed that this group could be
differentiated from both affective and acute and chronic
schizophrenic patients on their inability to localize touch.

In his most recent presentation on this issue, Crow has
rather retracted from the position in his 1986 paper, cited
by Rigby, on the grounds that lithium is specifically
effective in manic depressive psychosis.5

In addition to Crow's own data, as emphasized by
Kendler, Sautter and Garver6 found that the relatives of
16 lithium responsive probands, of whom 13 met criteria
for schizophreniform disorder, had a significantly lower

morbid risk for schizophrenic spectrum disorders and a
non-significantly higher risk for affective illness than did
the relatives of 33 probands who were not responsive to
lithium, of whom 32 met criteria for schizophrenia.
Much earlier Vaillant7'8 had demonstrated that an

affective colouring to a schizophrenic illness, or a* family
history of affective illness were associated with a better
prognosis and Brockington had found his schizo-affective
patients had a better prognosis than his schizophrenic
patients.

All classificatory systems are bedevilled by intermediate
forms, as illustrated in the following quotation from The
Origin of Species:9 'I may here allude to a remarkable
memoir lately published by A. de Candolle, on the oaks
of the whole world. No one ever had more ample
materials for the discrimination of the species, or could
have worked on them with more zeal and sagacity. He
first gives in detail all the many points of structure which
vary in the several species, and estimates numerically the
relative frequency of the variations. He specifies above a
dozen characters which may be found varying even on the
same branch, sometimes according to age or development,
sometimes without any assignable reason. Such characters
are not of course of specific value, but they are, as Asa
Gray has remarked in commenting on this memoir, such
as generally enter into specific definitions ... They are
mistaken, who repeat that the greater part of our species
are clearly limited, and that the doubtful species are in a
feeble minority. This seemed to be true, so long as a
genus was imperfectly known, and its species were
founded upon a few specimens, that is to say, were
provisional. Just as we come to know them better,
intermediate forms flow in, and doubts as to specific
limits augment.' He also adds that it is the best-known
species which present the greatest number of spontaneous
varieties and sub-varieties. These points were very recently
reinforced by Sheldon in his paper on trilobites10 in which
he argued convincingly for intermediate forms between all
of the currently accepted types.

Malcolm P.I. Weller
Friern Hospital,

Friern Barnet Road,
London Nil 3BP.
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Angiodysplasia: current concepts

Sir,
Professor Hemingway should be congratulated on her
excellent review of angiodysplasia.1 Reference is made to
the possible aetiological role of aortic valvular stenosis in
this condition. The incidence of this association is said to
be between 15 and 25% in cases of angiodysplasia.2

In her review of the treatment options Professor Hem-
ingway fails to mention aortic valve replacement. This has
been shown to stem recurrent intestinal haemorrhage
which in the long term would otherwise have necessitated
segmental bowel resection. Colonoscopic evidence of
angiodysplasia regression has also been reported following
aortic valve replacement.2 Local electrocoagulation or
photocoagulation may be necessary prior to aortic surgery
since peroperative heparinization is essential. However,
since the introduction of biosynthetic valves long term
anticoagulation is not necessary.

I suggest that in patients with significant aortic stenosis
and associated angiodysplasia the primary treatment of

choice is valve replacement. Why perform two operations
when one may cure both problems?

T.J. Christmas
Department of Surgical Studies,

The Middlesex Hospital,
Mortimer Street,

London WIN 8AA, UK.
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