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This third edition has been thoroughly revised to take
account of recent advances in knowledge, We have
made three changes in the arrangement of the chap-
ters. Chapter 1 now deals not only with symptoms and
signs (as in the last edition) but also with diagnosis
{previously in a separate chapter). There are two new
chapters: one brings together somatoform and dis-
sociative disorders, which were previously separated;
the other is concerned with disorders of eating and
sleeping, which were previously within the chapter on
psychiatry and medicine. Otherwise the layout resem-
bles that of the second edition though with a rather
greater use of lists and tables.

This book is one of a family of Oxford textbooks on
psychiatry. The information and approach in this book
has been chosen to meet the needs of students, primary

Preface

care physicians, and others who need a general know-
ledge of psychiatry. The other two books are written for
specialists but will be of use to readers of this book
when they require more information, or who seek ref-
erences to the literature {which we do not provide).
They will find a fuller account of all the topics in this
book in The Shorter Oxford Textbook of Psychialry and more
extensive information in the rwo-volume New Oxford
Textbook of Psychiatry, which is a comprehensive work of
reference. Some additional sources of information on
the internet are considered in Chapter 3.

We are grateful to Drs Gillian Forrest, Karen Kearley,
and Timothy Andrews [or their most helpful advice;
and to Wendy Swilt and Philly White for secretarial
assistance.

Oxford, September 2004 MG, JG, RM
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CHAPTER 1

Signs, symptoms, and
diagnosis

Chapter.contents All doctors need to be able to detect and treat psychi-

atric problems because such problems are common in

Description of signs and symptoms 2 all kinds of medical practice. In primary care a quarter

Abnormalities of mood 2 of the patients seen have a psychiatric problem, either
Drepersonalization and derealization 3 alone or accompanying a physical illness, and in some
Abnormalities of perception 3 branches of hospital practice, psychiatric problems are

Abnormalities of thinking 5
Maotor signs and symproms [0
Abnormalities of memory 10
Abnormalities of consciousness 11

even more frequent. This chapter is concerned with the
description of the symptoms and signs of psychiatric
disorders and with making a diagnosis. Chapter 2 deals
A dlides uf atértion and with the ways of eliciting these symptoms and signs as
b e part of the assessment of patients. e

Insight 11 The clinical skills required to elicit symptoms and
signs and to make a diagnosis are similar to those used

Diagnosis and classification 11 in other branches of medicine—careful history taking,

Syndrame, illness, disease, and disorder 11 systematic clinical examination, and sound clinical rea-
Psychiatric disorder or deviant soning. The only substantial difference is that the clini-
behaviour? 12 cal examination includes the mental as well as the

Psychosis and neurosis 12
Some criticisms of the diagnostic
approach 12

physical state of the patient. As explained below, clini-
cal examination and diagnosis are only part of the

e assessment of patients. They have to be accompanied
:Ei[;?l;ﬂ?:;:::::;:r; ;3 by an understanding of each patient as a unigue human
Eaan ou';dil‘;' ik being. This understanding cannot be acquired solely
Mi ksl clsdficstion: 4 from books—it is learnt though listening to patients as
they describe their lives. Some students are reluctant to
do this, fearing that psychiatric patients may behave in
odd, unpredictable, or alarming ways. In fact this is
uncommon, Students should therefore take every
opportunity of talking with patients because no text-
book can replace this experience. (These and other

aspects of the assessment of patients are described in
Chapter 2.)
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1 SIGNS, SYMPTOMS, ARD DIAGNOSIS

Form and content of symptoms

Many psychiatric symptoms have two aspects: form
and content. The distinction can be explained with an
example. A patient may say that. when alone and out of
hearing distance of other people. he hears voices
telling him that he is changing sex. The form of his
experience is an auditory hallucination (a sensory per-
ception in the absence of an external stimulus, see
p. 4). and the content is the idea that he is changing
sex. A second patient may hear voices saying that he is
about to be killed by persecutors. The form of this
symptom is again an auditory hallucination, but the
content is different. A third person may experience
repeated intrusive thoughts that he is changing sex but
realizes that these thoughts are untrue. The content of
this symptom is the same as that of the first patient,
but the form is different—it is an obsessional thought
(see p. &) In making a diagnosis. the form of the symp-
tom is important: delusions and obsessional symptoms
have a different diagnostic significance. In helping
patients, the content is important as a guide 1o how
they may respond (for example, attack a supposed
persecutor) and in understanding their experience of
the illness.

Signs, symptoms, and the person

Although it is important to elicit the signs and symp-
toms of mental disorder, interviewers should never lose
sight of their patients as unique individuals. They need
o understand how the disorder affects how their
patients feel about life, for example, making them feel
hopeless, and how it affects their social roles, for exam-
ple as the mother of small children. The more that
interviewers gain insight into such personal experi-
ences, the more they can help their patients. Because
such understanding is equally important when caring
for patients with physical illnesses, the experience gained
during training in psychiatry is of value in every kind of
clinical work.

Description of signs and symptoms

Abnormalities of mood (Table 1.1)

Changes in mood are the most common symptoms of
psychiatric disorder. They are the prominent symptoms
of depressive and anxiety disorders but they may occur
in every kind of psychiatric disorder, during physical ill-
ness, and in healthy people encountering stressful
events. (The term affect is sometimes used instead of
mnod, and the term affective disorder is an alternative
name for mood disorder.)

WLEENAN Abnormalities of mood

Abnormalities in the nature of mood
* depression
* glation

* anxiery
* anger

Abnormalities in the variability of mood

* blunting, fAattening

*+ |abulicy

+ ‘incontinence’

Inconsistency between mood and thinking

# incongruity of affect

As a technical term, mood includes depression, ela-
tion, anxiety, anger, and irritability (the state in which
anger occurs more readily than is normal). Mood states
are accompanied by characteristic facial expressions
and postures (Box 1.1) and these can help to identify
the mood of a patient who is denying emaotion, for
example that he is angry.

Abnormalities of the nature of mood

Pathological depression is a pervasive lowering of
mood accompanied by feelings of sadness and a loss of
the ability to experience pleasure (anhedonia).

BO X! 'J-‘-_ASS-DCIATIEIN BETWE EN ME"EID

Depression The corners of the mouth are turned
down and the centre of the brow has vertical fur-
rows. The head is inclined forward with the gaze
directed downwards, and shoulders are bent. The
patient's gestures are reduced.

Elation A lively. cheerful expression. Posture and
expressive movements are normal.

Anxiety The brow is furrowed horizontally, the
posture is rense., and the person is restless and
sometimes tremulous. Often there are accompany-
' ing signs of autonomic overactivity, such as pale
skin and increased sweating of the hands, feet, and
axillae.

Anger The eyebrows are drawn down, with widen-
ing of the palpebral fissure, and a squaring of the
corners of the mouth that may reveal the teeth. The
shoulders are square and the body tense as if ready
for action.




Pathological elation is a pervasive clevation of moaod
accompanied by excessive cheerfulness. which in ex-
treme cases may be experienced as ecstasy.

Pathological anxiety is a feeling of apprehension that
is out of proportion to the actual situation.

Autonomic changes accompany these mood states.
The changes are especially evident in pathological anx-
iety in which they include pale skin and increased
sweating of the hands. feet, and axillae (see p. 75 and
Table 6.2).

The term phobia (or phobic anxiety) denotes anxiety
that arises in relation to a specific stimulus. Phobia has
two other characteristic features:

1. It is accompanied by a tendency to aveid the stimuli
that evoke anxiety.

2.1t is experienced when thinking abourt the stimulus
as well as when in its presence—that is anticipatory
anxiety.

The core symptoms are the same as those of other
kinds of pathological anxiety; it is their occurrence
in response to a particular object, event, or situation
that defines phobia as a separate symptom. Phobias
are common in healthy people; including phobias of
spiders, snakes, thunderstorms, and high places.
Phobias are the prominent symptoms of phobic dis-
orders (see pp. 79-83) and they occur sometimes as
a minor feature of other anxiety disorders and of
depressive disorders,

(The reader may encounter the term obsessional
phobia. It refers not to a phobia but to a special kind of
obsessional symptom, see p. 9.)

Abnormalities in the variability of mood

In healthy people mood varies from day to day and
hour to hour. In illness these normal fluctuations of
mood may become abnormal in two ways. Normal
emotional responsiveness may be: (i} reduced (a state
called blunting or flattening of mood); or (i) may be
increased (a state called lability of mood). When the
latter change is extreme it is sometimes called emo-
tional incontinence—a symptom that may occur after
a stroke or in dementia.

Abnarmalities in the relation between mood and
thinking

In healthy people, mood and thinking arve related con-
sistently: for example a person who recalls an unhappy
event feels sad. In some psychiatric disorders, mood
and thinking do not correspond, instead, for example, a
patient may feel happy when thinking about a sad
event. This symptom. which occurs mainly in schizo-

DESCRIFTION OF SIGNS AND SYMPTOMS

phrenia, is called incongruity of affect. It has to be
distinguished from apparent cheerfulness that hides
embarrassment. and from the lack of outward show of
emotion in people who feel it inwardly—a condition
that occurs in some depressed patients.

Depersonalization and derealization

These symptoms are less easy to comprehend than
are anxiety and depression because they are less often
expericnced by healthy people.

Depersonalization is the experience of being unre-
al, detached, and unable to feel emotion. Paradoxically,
this lack of emotional responsiveness can be extremely
distressing. People who experience depersonalization
often have difficulty in describing it and use similes
such as ‘it feels as if [ were cut off by a wall of glass’. An
‘as i[" description of this kind must not be confused
with a delusion (see p. 6).

Derealization is a similar experience but occurs in
relation to the environment rather than the self: for
example the fecling that ather people seem “as if made
of cardboard” or that things no longer evoke any emo-
tional response.

Depersonalization and derealization are experiened
occasionally by healthy people, sometimes when they
are very tired. They occur as symptoms of many kinds
of psychiatric disorder, especially anxiety disorders,
depressive disorders, and schizophrenia. They occur
also in temporal lobe epilepsy.

Abnormalities of perception

Before considering abnormalities of perception, it is
necessary to explain two terms.

+ Perception is the process of becoming aware of what
is presented through the sense organs.

e Imagery is an experience originating within the
mind that usually lacks the sense of reality that is
part of perception.

We experience imagery when a face is remembered
or when we think in pictures. Imagery differs from per-
ception in that it can be called up and terminated at
will. Almost always. imagery is obliterated when some-
thing is perceived in the same modality. A few people
experience idetic imagery. that is imagery as vivid and
detailed as perception.

Abnormalities of perception are of four kinds:
(i) changes in intensity: (i) changes in quality; (iii) illu-
sions: and (iv) hallucinations. Each kind of abnormality
will be described, but particular attention is paid
to hallucinations as they are of most significance in
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diagnosis. (Sometimes. perception is normal in intensi-
ty and quality but has a changed meaning for the per-
son who experiences it. This phenomenon is called
delusional perception. Despite this name this is not a
disorder of perception: rather. it is a disorder of think-
ing and is described with other disorders of thinking on
p. 7.}

Changes in the intensity of perception
In mania perception seems more intense. and in de-
pressive disorder less intense.

Changes in the quality of perception

In some disorders, especially schizophrenia, percep-
tions may seem distorted or unpleasant; for example,
food tastes unpleasant or flowers smell acrid.

lusions
An illusion is a misperception of an external stimulus.
Ilusions may occur in four circumstances:

1. When the level of sersory stimulation s reduced (e.g, at
dusk the outline of a bush may be misperceived as a
man).

2. When attention s nof focused on the sensory modality
{e.g. when a person whose attention is focused on a
book may mistakenly identify a sound as a voice).

3. When the level of conscousness s reduced (see delirium,
p. 138).

4. When there is a state of intense emotion, usually fear,

Healthy people sometimes experience illusions, par-
ticularly when more than one of the above circum-
stances occur together; for example, when a frightened
person is in a badly lit street.

Hallucinations

A hallucination is a perception experienced in the absence
of an external stimulus to the corresponding sense organ; for
example, hearing a voice when no one is speaking within
hearing distance. A hallucination has two gualities
which distinguish it from imagery:

1. It is experienced as a true perception.
2. It seems to come from outside the head.

Unless the experience has these two qualities it is not a
hallucination. (Experiences that possess one of these
qualities, but not the other. are sometimes called
pseudohallucinations.)

Although hallucinations are generally regarded as
the hallmark of mental disorder, healthy people experi-
ence them occasionally, especially when falling asleep
thypnagogic hallucinations) or when waking (hypn-

opompic hallucinations). These two kinds of hallu-
cinations are brief and usually of a simple kind, such as
4 bell ringing or a name being called. Usually the per-
son wakes suddenly and immediately recognizes the
nature of the experience. These two kinds of hallucina-
tion do not point to mental disorder,

Types of hallucination
Hallucinations can occur in all sensory modalities
(Table 1.2) but those of hearing and seeing are the most

frequent.

Auditory hallucinations may be experienced as voices,
notses, or music. Hallucinatory voices may seem to
speak words, phrases, or sentences. Some address the
patient as “you' (secomd person hallucinations). Others talk
about the patient as “he’ or “she” {third person hallucina-
tions), and these latter are characteristic of schizophre-
nia (see p. 121). Sometimes. a voice seems to say what
the patient is about to say, sometimes it seems 1o
repeat what he has just been thinking (thought echo).

Visual hallucinations may be experienced as flashes of
light or as complex images such as the figure of a man.
Usually they are experienced as normal in size. but
sometimes may seem unusually small or large. Visual
hallucinations are associated particularly with organic
mental disorders but can occur in other conditions.

Hallucinations of smell and taste are uncommon.
The taste or smell may seem to be recognizable, but
mere often it is unlike any smell or flavour that has been
experienced before, and have an unpleasant quality.

Tactile hallucinations are also uncommon. They
may be experienced as superficial sensations of being
touched, pricked. or strangled, or as sensations just
below the skin, which may be attributed to insects or
other small creatures burrowing through the tissues.

AELESRY Classification of hallucination

According to sensony modality

* auditory

& visual

* smell or tasee

& ractile sensations

¢ deep sensations

Special kinds of audwory hallucination

+ second person
& third person
+ echoing or repeating thoughts




Hallucinations of deep sensation are also uncommeon.
They may be experienced as feelings of the viscera
being pulled or distended, or as sexual stimulation.

Diagnostic associations of hallucinations

Hallucinations occur in severe affective disorders, schizo-
phrenia, and organic disorders. Visual hallucinations
occur particilarly in organic psychiatric disorders, but
also in severe mood disorders and schizophrenia.
Although not specific to organic disorder, they should
always prompt a thorough search for other symptoms
of an organic disorder {see Chapter 10). Hallucinations
of taste, smell. and deep sensation occur mainly in
schizophrenia. Other associations between particular
kinds of hallucination and individual disorders are
descrited in the chapters on clinical syndromes.

Abnormalities of thinking
Disorders of thinking can be of several kinds:

I. An abnormality of the amount and speed of thought
(the stream of thought).

2. An abnormality of the ways in which thoughts are
linked together (the form of thought),

3. Delusions.

4, Overvalued ideas.

5. Obsessional and compulsive symptoms.
6. Intrusive thoughts.

Abnormalities of the stream of thought

In disorders of the stream of thought both the amount
and the speed of thoughts are changed. There are three
main abnormalities:

1. Pressure of thought. Thoughts are unusually rapid.
abundant, and varied. The disorder is characteristic
of mania but also occurs in schizophrenia.

2. Poverty of thought. Thoughts are unusually slow,
few, and unvaried. The disorder is characteristic of
severe depressive disorder but also occurs in schizo-
phrenia.

3. Thought blocking refers to an experience in which
the mind is suddenly empty of thoughts. The symp-
tom of thought blocking should not be confused with
the normal experiences of sudden distraction, the
intrusion of a different line of thinking, or the expe-
rience of losing a particular word or train of thought
while other thoughts continue. Thought blocking is
the experience of an abrupt and complete emptying
of the mind. It occurs especially in schizophrenic
patients, who may interpret the experience in odd

DESCRIPTION OF SIGMS AND SYMPTOMS

ways—saying, for example, that their thoughts have
been removed by another person.

Abnormalities of the form of thought
There are three main abnormalities of the ways in
which thoughts are linked together:

1. Flight of ideas. In this abnormal state, thoughts and
any accompanying spoken words move quickly from
one topic to another, so that one train of thought is
not completed before the next begins, Because topics
change so rapidly, the links between one topic and
the next may be difficalt to follow. Nevertheless.
understandable links arve present, though not always
in the form of logical connections. Instead the link
may be through:

e rhyme, for example when an idea about chairs is
followed by an idea about pears (rhyming links are
sometimes called clang associations);

+ puns, that is two words that have the same sound
(e.z. malefmail);

& istraction, for example a new topic suggested by
something in the interview room.

Flight of ideas is characteristic of mania.

2. Leosening of associations is a lack of logical con-
nection between a sequence of thoughts, not explica-
ble by the processes described under flight of ideas.
This lack of logical association is sometimes called
knight's move thinking (referring to the indirect move
of the knight in chess), WUsually, the interviewer is
alerted to the presence of loosening of associartions
because the patient's replies are hard to follow. This
difficulty in understanding differs from that ex-
perienced when interviewing people who are very
anxious or are of low intelligence. Anxious people
become more coherent when put at ease, and people
of low intelligence <o so when questions are sim-
plified. When there is loosening of associations, the
links between ideas cannot be made more under-
standable in either of these ways. Instead, the inter-
viewer has the experience that the more he tries to
clarify the patient’s thinking. the less he understands
it. Loosening of associations occurs most often in
schizophrenia. It is often difficult to distinguish
loosening of associations from flight of ideas, and
when this happens it is often helpful to tape-record a
sample of speech and listen to it repeatedly,

3. Perseveration is the persistent and inappropriate
repetition of the same sequence of thought, as shown
either in speech or actions. It can be demonstrated by
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asking a series of simple questions: the patent repeats
his answer to the first question as his response to all
subsequent questions even though these require dif-
ferent answers. Perseveration occurs most often in
dementia but may occur in other disorders.

Delusions

A delusion is a belief that is held firmly but on inadequate
grounds, is not affected by rational arsument or evidence to the
contrary, and is not a conventional belief that the person might
be expected to hold given his cultural background and level of
education. This rather lengthy definition is required to
distinguish delusions. which are indicators of mental
disorder, from other kinds of strongly held belief found
ameong healthy people. A delusion is nearly always a
false belief but not always so (see below). There are sev-
eral problems surrounding the definition of delusions
and these are considered briefly in Box 1.2.

Delusions and behaviour

Conviction in the truth of a delusion does not necess-
arily influence all the person's feelings and actions,
especially when the delusion has been present for a
long time, as in chronic schizophrenia. For example,
such a patient may have the delusion that he is a mem-

BOX ]2/ SOME PROBLEMS SURROUNDING THE!DEFINITION/OF DELUSIONS

ber of the Royal Family and yet live contentedly in a
hostel for discharged psychiatric patients.

Primary and secondary delusions

A primary delusion is one that occurs suddenly without
any other abnormal mental event leading to it. For example,
a patient may suddenly develop the unshakable convic-
tion that he is changing sex, without ever having
thought of this before and without any reason to do
50 at the time. Primary delusions are rare; when they
occur they strongly suggest schizophrenia. However,
the point is not very useful in practice because few
patients can give a reliable account of the way in which
they first had a delusional idea.

A secondary delusion arises from some previous abmormual
idea or experience, which may be: (i} a hallucination: for
example, a person hears a voice and believes he is being
followed; (i) a mood: for example, a person with deep dep-
ression feels worthless and believes that other people
think the same about him: or (iii) another delusion. Secondary
delusions occur in a variety of severe psychiatric disorders.

When one delusion gives rise to another in a se-
quence, the resulting network of interrelated ideas is
known as a delusional system.

| Delusions are arrived at through abnormal thought processes  This is the fundamental point that characterizes delu-
| sions but it cannot be observed directly. The various clauses in the definition of a delusion are intended to pro-
vide indirect criteria to establish the point but there are some problems with each of them.

| Delusions are held firmly despite evidence to the contrary. This is the key to the definition and it is often
| revealed through the person's words and actions. For example, a person with the delusion that persecutors are
| in the next room will not alter his belief when shown that the room is empty: instead. he may say that the per-
secutors left before he arrived. However, not all beliefs that are impervious to contrary evidence are delusions:
some non-delusional beliefs are of this kind. For example, a convinced spiritualist hangs on to his belief in spir-
irualism when presented with contrary evidence thar would convince a non-believer. These strongly held non-
delusional beliefs are called overvolued ideas. When deluded patients recover, either with treatment or
spontaneously, they pass through a stage of increasing doubt in the truth of their delusions, This stage of par-
| tial conviction in a belief that was previously a full delusion is called a partial delusion.

| Delusions are false beliefs Some definitions of delusion include this point. It is not included in our definition
| because very occasionally a delusional belief is either true from the onset, or subsequently becomes true. For
example, a man may develop the delusional belief that his wife is unfaithful despite a complete lack of evid-
ence of infidelity or of any other rational reason for holding the belief. The belief has been arrived at in an
abnormal way and is delusional even if, unbeknown to him. the wife is unfaithful. The point is of mainly theo-
retical importance but it is sometimes brought up in discussions of delusion since it highlights the fact that the
essential criterion for delusion is that it was arrived at in an abnormal way.

Delusions are usually odd and improbable beliefs However not all odd and improbable beliefs are delu-
sional. Some people express seemingly improbable beliefs (e.g. that they are being poisoned by close relatives),
which are subsequently proved to be true. Apparently odd beliefs should be investigated most carefully before
they are accepted as delusional,




Delusional maood, delusional perception, and delusional
memaory

These terms describe three special kinds of experience,
none of which, despite their names, is a delusion
though all are closely related to delusions.

Delusional mood is an incxplicable feeling of appre-
hension that is followed before long by a delusion that
explainsg it, For example. the delusion that someone is
following the patient with the intent to harm him.

Delusional perception is the misinterpretation of the
significance of something perceived normally. For
example, a patient may suddenly be convinced that the
particular arrangement of objects on a desk indicates
that his life is threatened.

Delusional memaory is the retrospective delusional
misinterpretation of memories of actual events. For
example, the conviction that on a previous occasion
when the patient felt ill his food had been poisoned by
persecutors. though previously and at the time of the
illness he did not believe this.

Shared delusions

Usually, other people recognize delusional beliefs as
false and they argue with the deluded persons in an
attempt to correct them. Occasionally, a person who
lives with a deluded patient comes Lo share the delu-
sional beliefs. This person is then said to have shared
delusions or folie d deux [see p. 134). The affected per-
son's conviction may be unshakable while they remain
with the patient. but usually weakens quickly when
the two are separated.

Delusional themes

Delusions are usually grouped according to their main
themes (Table 1.3). Since there is some correspondence
between delusional theme and type of disorder, and

AEEEE Y Delusional themes

+ Persecutory (paranoid) themaes

+ Themes of reference

# Grandicse and expansive themes
4 Themes of guilt and worthlessness
+ Mituhstic themes

+ HMypochondriacal themes

+ Themes of jealousy

+ Sexual or amorous themes

+ Themes of control

¢ Religious themes

¢ Themes concerrung the possession of thoughts

e ————— A==
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since this is helpful in diagnosis, the main themes will
be described briefly and will be related to the disorders
in which they occur most often. The associations are
described more fully in the chapters concerned with
these disorders.

I. Persecutory delusions are often called paranoid
delusions. (Used strictly, "parancid’ refers not only
to persecutory but also to grandiose, jealous, and
amorous delusions; however this strict usage is sel-
dom adopted.) Paranoid delusions are ideas that
people or organizations are trying to inflict harm
on the patient, damage his reputation., or make him
insane. It is important to remember that it is nor-
mal in some cultures to ascribe misfortunes to the
malign activitics of other people, for example
through witchcraft. Such ideas are not delusions.
Persecutory delusions are common in schizephrenia,
and occur also in orgame states and severe depressive
disorders. When the delusions are part of a depres-
sive disorder, the patient characteristically accepts
that the supposed actions of his persecutors are
justified by his own wickedness; in schizophrenia,
however, he characteristically resents them.

2. Delusions of reference are concerned with the
idea that objects, events, or the actions of other
people have a special significance for the patient.
For example, a remark heard on television is be-
lieved to be directed specifically to the patient: or a
gestiire by a stranger is believed to convey some-
thing about the patient. Delusions of this kind are
associated with schizophrenia.

3. Grandiose and expansive delusions are beliefs of
exaggerated selfimportance. Patients may think
themselves wealthy, endowed with unusual abili-
tics, or in other ways special. Such ideas occur mainly
in mania and sometimes in schizophrenia,

4. Delusions of guilt and worthlessness are beliefs
that the person has done something shameful or
sinful. Usually the belief concerns an innocent
error that caused no guilt at the time, for example
a small error in an income tax return, which the
patient now fears will be discovered and lead to
prosecution. This kind of delusion occurs most
often in severe depressive disorders.

5. Nihilistic delusions include beliefs that the pa-
tient's carcer is finished, that he is about to die
or has no money, or that the world is doomed.
Mihilistic delusions occur most often in severe depres-
sive disorders.
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6. Hypochondriacal delusions are false beliefs about
disease. The patient believes, in the face of convine-
ing medical evidence to the contrary. that he has an
as yet undiscovered disease. Such delusions are more
common among the elderly, reflecting the increasing
concerns about ill health in later life. Related delu-
sions are concerned with the appearance of parts of
the body. for example the belief that the person’s {nor-
mally shaped) nose is seriously misshapen. Patients
with delusions about their appearance may seek the
help of plastic surgeons. Hypochondriacal delusions
occur in depressive disorders and schizophrenia. (Hypo-
chondriacal ideas are discussed further in Chapter 7).

7. Delusions of jealousy are more common among
men. They may lead to dangerously aggressive
behaviour towards the person who is believed 1o be
unfaithful (see pathological jealousy, p. 133).

8. Sexual or amorous delusions are more frequent
among women. Usually, the woman believes that
she is loved by a man who has never spoken to her
and who is inaccessible—for example, an eminent

public figure.

9. Delusions of control are beliefs that personal
actions. impulses. or thoughts are controlled by an
outside agency. This experience has o be distnguish-
ed from: (i) voluntary obedience to commands given
by hallucinatory voices; and (ii} culturally normal
beliefs that human actions are under divine control,
Delusions of contro) strongly suggest schizophrenia,

10. Religious delusions may be concerned with guilt
{for example, divine punishment for miner sins) or
with special powers. Before deciding that such
beliefs are delusional, it is important to determine
whether they held by other members of the
patient’s religious or cultural group.

11. Delusions concerning the possession of thoughts.
Healthy people have no doubt that their thoughts
are their own and that other people can know them
only if they are spoken aloud or revealed through
actions. Delusions concerning the possession of
thoughts are ideas that:

+« some of the person’s thoughts have been
implanted by an outside agency—the delusion
of thought insertion:

+ some of their thoughts have been taken away—
the delusion of thought withdrawal;

+ some of their their thoughts are known to other
people through telepathy, radio, or some other

unusual way—the delusion of thought broad-
casting.
All three symproms are found most often in schizo-
phrenia.

Overvalued ideas

An overvalued idea is an isolated, preoccupying, and strong-
Iy held belief that dominates a person’s life and may affect his or
her actions but which (unlike a delusion) has been derived
through normal mental processes. For example, someone
whaose parents developed cancer within a short time of
one another may be convinced that cancer is conta-
gious however many times he has been presented with
evidence to the contrary. It is sometimes difficulr to dis-
tinguish between overvalued ideas and delusions since
the two may be equally strongly held. and the differen-
tiation depends on a judgement of the way in which
the idea developed. In practice, this difficulty seldom
causes problems since diagnosis does not depend on a
single symptom.

Obsessional and compulsive symptoms

Obsessions are recurrent and persistent thoughts, impulses,
or images that enter the mind despite efforts ro exclude them,
The person recognizes that the ideas are senseless.
The obsessions usually concern matters that the per
son finds distressing or unpleasant, and often feels
ashamed to tell others about them. The person has no
doubt that the intruding thoughts are the product
of his own mind (contrast the deluded person who
may believe that ideas have been implanted from
outside,

A sense of struggling to resist the intrusions is part of
an obsessional symptom. Resistance distinguishes
obsessions (in which it is present) from delusions (in
which it is absent). However, when obsessions have
been present for a long time, resistance may decrease
so that this distinction becomes difficult to make. In
practice, this decrease seldom leads to diagnostic prob-
lems because it takes place late in the course of the dis-
order, when the diagnosis has already been made,

Obsessions have to be distinguished from:

1. Ordinary preoccupations of healthy people.

2. Intrusive concerns of anxious or depressed patients
[see p. 75 and 99).

3. Recurring thoughts and images associated with disor-
ders of sexual preference (see p. 211).

4. Recurring thoughts and images associated with drug
dependency.

5. Delusions.



Patients with these non-obsessional ideas do not
regard them as unreasonable, and do not resist them.
Obsessional symptoms are essential features of obses-
sive-compulsive disorder. They occur also in other
psychiatric disorders, especially anxiety and depressive
disorders.

Types of obsessional symptoms (Table 1.4)

Obsessional thoughts are repeated, intrusive words or
phrases, which take many forms including obscenities,
blasphemies; and thoughts about distressing occur-
rences (e.g. that the patient's hands are contaminated
with bacteria that will spread disease).

Obsessional ruminations are repeated sequences ol
such thoughts (e.g. about the ending of the world).

Obsessional doubts are recurrent uncertainties about
a previous action (e.g. whether or not the person has
switched off an electrical appliance that could cause a
fire}.

Obsessional impulses are urges to carry oul actions
that are usually aggressive. dangerous. or socially
embarrassing (e.g. using a knife to stab someone, jump-
ing in front of a moving train, or shouting obscenities
in church). Whatever the urge, the person recognizes
that it is irrational and does not wish to carry it out.
This is an important point of distinction from delu-
sions, which are regarded as rational by the patient and
which may lead o action, such as aggression against a
supposed persecutor,

Obsessional phobia is the term sometimes applied to
obsessional thoughts with a fearful content (e.g. 'l may
have cancer’) or to obsessional impulses that arguse
anxiety (e.g. the urge to stab another person), The term

Obsessional and compulsive symptoms

Obsessions

# thoughts

# FUMINATIONS
* doubrs

& impulses

#+ phobias

Compulsions (riouals)
+ checking

® cleaning
+ counting

* dressing

DESCRIPTION OF SIGNS AND SYMPTOMS

BOX 13 THEMES OF OBSESSIONAL
THOUGHTS

+ Dirt and contamination, for example the idea
that the hands are contaminated with bacteria

+ Aggressive actions, for example the idea thart the
person may harm another person, or shout angry
remarks

» Orderliness, for example the idea that objects
have to be arranged in a special way, or clothes
put on in a particular order

+ Disease, for example the idea that the person
may have cancer (some ideas of contamination
refer to illness, e.g. ideas of contamination with
harmful bacteria)

@ Sex, usually thoughts or images of practices that
the person finds disgusting

¢ Religion, for example blasphemous thoughts, or
doubts about the fundamentals of belief (e.g *does
God exist?') or about the adequacy or complete-
ness of a religious practice such as confession

is confusing and is best avoided by using one of the pre-
ceding four terms.

Themes of obsessional thoughts

Obsessional thoughts can be about any topic but, for
unknown reasons, most are centred around the six
themes shown in Box 1.3.

Compulsions

Although compulsions are actions not thoughts, it is
convenient to describe them here because most com-
pulsions are associated with obsessions. Compulsions
are repeated, stereotyped, and seemingly purposeful actions
that the person feels compelled to carry out but resists, recog-
nizing that they are irrational, Compulsions are also known
as compulsive rituals. Sometimes the association
between the action and the thought seems understand-
able, as when handwashing is associated with the idea
that the hands are contaminated. In other cases there is
no meaningful connection between the actions and the
thoughts, as when checking the position of objects is
associated with aggressive ideas. Most compulsions are
followed by an immediate lessening of the distress asso-
ciated with the corresponding obsessional thoughts.
However, the long-term consequence is that the thoughts
persist for longer (see p. 87). Compulsions are some-
times accompanied by obsessional thoughts concerned
with doubt that the compulsive behaviours have been
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executed correctly, and this can lead to further repeti-
tions. which may last for hours.

Compulsions can be of any kind but there are four
common themes (Table 1.4);

1. Checking rituals, which are often concerned with
safety (e.g. checking repearedly that a gas tap has
been turned off).

2. Cleaning rituals such as repeated handwashing or
domestic cleaning.

3. Counting rituals such as counting to a particular
number or counting in threes,

4. Dressing rituals in which the clothes are always set
out or put on in a particular way.

Intrusive thoughts

Intrusive thoughts appear spontaneously, and inter-
rupt the train of thought. According to their content
they may provoke anxiety, depression, anger, or sexual
arousal. The latter may be experienced as pleasurable
and encouraged but the rest are resisted. Intrusive
thoughts can usually be terminated by an effort of
will—though they may retumn later—and are not, there-
fore, associated with the sense of struggle and resist-
ance that characterizes obsessional thoughts. Intrusive
thoughts are an important feature of post-traumatic
stress disorder (see p. 65), and may occur in many other
disorders, including anxiety and depressive disorders,
and disorders of sexual preference.

Motor symptoms and signs

Abnormalities of facial expression, posture, and social
behaviour. which are common in mental disorders
of all kinds. are considered in subsequent chapters.
Motor abnormalities such as mannerisms. sterotypies.
and catatonic symptoms are briefly described in the
chapter on schizophrenia (see p. 122) and more exten-
sively in The Shorter Oxford Textbook of Psychiatry. Here we
define three movement disorders:

1. Tics are irregular repeated movements imvolving a group of
muscles (e.g, a sideways movement of the head).

2. Choreiform movements are brief involuntary move-
ments that are co-ordinated bur purposeless, such as
grimacing or movements of the arms.

3. Dystonia is a muscle spasm, which is often painful and
may lead 1o contortions,

Abnormalities of memory
Several kinds of memory abnormality oceur in psychi-
atric disorders and it is usual 1o describe them in terms

of the following three stages of memory (which though
useful in practice. do not correspond exactly with the
stages of memory identified through research);

1. Immediate memory is retention over a few minutes.
It is tested by asking the patient to remember a name
and address [which they did not know before the
test) and to recall it after 5 minutes.

2. Recent memory concerns events in the last few
days. It is tested by asking about recent events in the
patient’s daily life that are known—directly or via an
informant—to interviewer, for example what the
patient ate yesterday. or by asking about items of
recent news.

3. Long-term memory concerns events over much
longer periods of time. It is tested by asking about
events that took place before the onset of any poss-
ible memory disorder,

In testing for memory, a distinction is made between
spontaneous recall and the recognition of information.
Some patients cannot recall information but can recog-
nize it as correct. indicating that their problem is, at
least in part, with retrieval.

Memory less caused by organic conditions usually
affects recent memory more than remote memory. Total
loss of memory, including memeory for personal identity,
occurs very rarely in erganic conditions and strongly
suggests psychogenic causes (see p. 94) or malingering.
Some organic causes lead to an amnesic syndrome in which
short-term memory is severely impaired but longer term
memory is retained (see p. 143).

The following terms describe other abnormalities of
memory:

« Anterograde amnesia occurs after a peried of
unconsciousness. It is the impairment of memory for
events between the ending of complete unconscious-
ness and the restoration of full consciousness,

+ Retrograde amnesia is the loss of memory for
events before the onset of unconsciousness., It occurs
after head injury or electroconvulsive therapy (ECT).

« Jamais vu is a failure 1o recognize events that have
been encountered before, and déjd vu is the recog-
nition of events as familiar when they have never
been encountered. Both abnormalities may occur in
neurplogical disorders.

« Confabulation is the reporting as ‘memories” of
events that did not take place at the time in question.
It eccurs in some patients with severe disorders of
recent memory (see amnesic syndrome, p. 143).



Memory is affected in several kinds of psychiatric dis-
order. In organic disorder all aspects of long-term memo-
ry are usually affected, although the memory of earlier
events is impaired less than that of more recent memo-
ry. In depressive disorder memory is not impaired in any
of the ways described so far, but unhappy memories arc
recalled more readily than other kinds of memory.

False memory syndrome

The recall of highly unpleasant events are sometimes
blocked by the psychological mechanism of repression
{see Box 5.1, p. 63). After a time, this repression usually
decreases and recall becomes possible. It is uncertain
how complete repression can be and for long it can last.
These two uncertainties are important in relation Lo
reported recalls during psychotherapy or counselling.
carried out many years after the events, of memories of
sexual abuse of which the person previously had no
recollection. Often the reported abuse is strongly
denied, not only by the supposed abuser but also by
others present at the time. The possibility then arises
that these experiences are not memories but ideas sug-
gested during overzealous questioning or discussion
during therapy. Although the matter is still undecided,
it seems that it is, at the least, very uncommon for
memories 1o be repressed completely for years and
then appear suddenly. If this conclusion is correct, it
follows that only a minority of ‘recovered memories’
are likely to be true memories and that great care should
be taken. when enquiring about past abuse, te avoid
suggesting that it has taken place.

Abnormalities of consciousness

Consciousness is awareness of self and the environ-
ment. Its level varies between the extremes of coma
and alertness. Several terms are used for the interven-
ing states of consciousness:

1. Clouding of consciousness refers to a state of drow-
siness with incomplete reaction to stimuli: impaired
attention, concentration, and memory; and slow,
muddled thinking.

2. Stupor refers to a state in which the person is mute.
immobile, and unresponsive, but appears to be con-
scious because the eyes are open and follow external
objects. (This is the usage in psychiatry: in neurclogy
the same term is often used when there is some
impairment of consciousness.)

3. Confusion refers to muddled thinking. The term
confusional state is sometimes applied to the
state in which muddled thinking is associated with

DIAGNOSIS AND CLASSIFICATION

impairment of consciousness, illusions, hallucinations,
delusions, and anxiety (see p. 128). Delirium is a
better term for this state.

Abnormalities of attention and concentration

Attention is the ability to focus on the matter in hand.
Concentration is the ability to maintain that focus.
Attention and concentration can be impaired in many
kinds of psychiatric disorder but especially in anxiety
disorder, depressive disorder, mania, schizophrenia, anel
organic disorder. Detection of impaired attention or
concentration does not help in diagnosis but is impor-
tant in assessing the patient's disability; for example,
poor concentration may prevent a person from work-
ing effectively in an office.

Insight

As a technical term insight means a correct awareness of
one's own mental condition. Insight is not simply present
or absent. but is a matter of degree. It is described best
in terms of four criteria:

1. Awareness of oneself as presenting phenomena that
other people consider abnormal (e.g. being unusually
active and elated).

2. Recognition that these phenomena are abnormal.

3. Acceptance that these abnormal phenomena are
caused by mental illness (rather than, for example,
substances administered by a persecutor),

4. Awareness that treatment is required.

In general, insight is lost to a greater extent in psy-
chotic (see p. 12) than in non-psychotic disorders.
Assessment of insight is extremely important in deter-
mining a patient’s likely cooperation with treatment.
For example, a patient who believes that he is being
persecuted and does not accept that his beliefs are a
sign of illness, is unlikely to accept treatment readily.
MNone the less he may be aware that he feels distressed
and is sleeping badly. and may agree to accept help with
these problems (which he ascribes to the persecution).

Diagnosis and classification
Syndrome, illness, disease, and disorder

In psychiatry, as in the rest of medicine, signs and symp-
toms often occur together in recognizable patterns
known as syndromes. As in other branches of medi-
cine it is important to identify syndromes (which in
psychiatry are the basis of diagnosis) because they are
a better guide to treatment and prognosis than are

11
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individual signs or symptoms. For example, the symp-
tom of depressed mood occurs in the syndromes of
depressive disorder. dementia, and schizophrenia, each
of which differs from the others in terms of prognosis
and treatment. Depressed mood is also experienced by
healthy people, for example after bereavement. This
distinction between depressed mood and depressive
disorder is highly relevant in the practice of general
medicine. A doctor may have to decide. for example,
whether the depressed mood of a patient with cancer is
a normal response to the prospect of dying, or instead
part of a depressive disorder that would respond o
antidepressant treatment.

Two other terms are widely used to describe a
patient's condition. While the terms are often used inter-
changeably in everyday speech. as technical terms they
have distinct meanings, [llness denotes the patient’s
experience of distress: disease denotes the presence of
physical pathology. Disease and illness usually occur
together but not always. Some patients have a disease
but not an illness (e.g. the earliest stage of a carcinoma).
Some patients have illness but no disease—they have
medically unexplained symptoms (see Chapter 7).

In general medicine, the entries in a classification
system are called diseases. In psychiatry. the term dis-
order is preferred because few conditions have the
established physical pathology that is implied by the
term disease. However, where physical pathology has
been demonstrated. the term disease is used. as in
Alzheimer's disease,

Psychiatric disorder or deviant behaviour?

Although some psychiatric disorders are characterized
by deviant behaviour, not all deviant behaviour is
caused by psychiatric disorder. Despite this, it is some-
times proposed that a person who shows extreme devi-
ations of behaviour (e.g. commits multiple murders)
must have a psychiatric disorder (must be ‘mad’ or
‘sick’). In fact, people whose behaviour is grossly de-
viant may have no psychiatric disorder. Less extreme
deviant behaviour is also sometimes thought of in the
same way, for example in some countries extremes of
political dissent have been considered evidence of men-
tal disorder. Deviant behaviour should be ascribed to
psychiatric disorder only when there is clear independ-
ent evidence that the necessary diagnostic criteria have
becn met.

Psychosis and neurosis

Fsychiatric disorders are sometimes grouped into psy-
choses and neuroses. The terms should be avoided

although the reader should understand how others use
them.

Psychosis is a collective term for the more severe
forms of psychiatric disorder in which hallucinations
and delusions may occur and insight is impaired. Schize-
phrenia, manic-depressive disorder, and the dementias
are psychoses. The term is unsatisfactory because it
groups together disorders that have little in common,
and is less useful than a specific diagnosis such as schiz-
ophrenia. Nevertheless. some clinicians still use the
term psychosis as a provisional diagnosis when the
precise diagnosis is uncertain.

Meurosis is a collective term for psychiatric disorders
in which, irrespective of severity, there are no halluci-
nations or delusions and no loss of insight. The ob-
jections to the term neurosis are the same as those for
psychosis: it embraces conditions that have little in
common, and is less informative than a specific diag-
nosis such as anxiety disorder. Like psychosis, the term
neurosis is sometimes used to denote a disorder that
cannot yet be assigned a more precise diagnosis.

Some criticisms of the diagnostic approach

Classifying disorders and understanding patients

Psychiatric diagnosis is sometimes criticized on the
grounds that it fails to recognize the unigueness of
the individual patient. This criticism fails to understand
the purpose of diagnosis, which is to identify features
of the patient’s problems that have been observed reg-
ularly in other patients. When these common features
have been identified and summarized in a diagnosis,
the clinician goes on Lo consider the individual features
of the patient—he secks to understand the person who
is ill. These individual factors determine how the
patient is likely to react to the disorder and the plan of
treatment.

It might appear that the diagnosis of personality dis-
order is an exception to this line of reasoning. How-
ever, even this diagnosis is concerned with aspects of
the person that are observed regularly in other people.
When these have been identified. there remain the
other aspects of personality that characterize the indi-
vidual patient.

Diagnosis and stigma

It has been said that diagnosis stigmatizes patients, and
that for this reason diagnoses should not be made. It is
true that a diagnosis such as schizophrenia may cause
social stigma, as do some medical diagnoses such as
AIDS. However, this is not a reason to stop making diag-



noses but a reason to inform the public about the true
nature of the psychiatric disorders so that unrealistic
beliefs (e.g. that all schizophrenic patients are violent)
can be corrected. Failure to make a psychiatric diag-
nosis deprives patients of the guidance about effective
treatment and prognosis that diagnosis provides.

Systems of classification

Classifications can be more or less detailed, depending on
their purpose. We first present a basic classification. use-
ful for gaining an initial broad understanding of the
scope of the subject. After this we describe the two main
systems of classification used in psychiatry, followed by a
simpler one developed for use in primary care, Details of
the two main classifications are of interest mainly to psy-
chiatrists; readers who require further information will
fingl this in The Shorter Oxford Textbook of Paychiatry.

Basic classification

The basic classification has the following three cate-
gories, each of which is divided further in the more
detailed classifications. These subdivisions are described
in subsequent chapters. For convenience, the subdivi-
sions of the category mental disorders are shown in
Table 1.5,

1. Mental disorders; abnormalities of behaviour or psy-
chological experience with a recognizable onset after
a period of normal functioning,

2. Personality disorder: dispositions 1o behave in cer-
tain abnormal ways that have been present continu-
ously from early adulr life.

3. Learning disability (also called mental retarda-
tion): impairment of intellectual funcilioning present
continuously from early life.

WIRREEN Classification of mental disorders

# Delirium, dementia, and related disorders
+ Psychoacove substance use disorders

* Anxiety and obsessional disorders

* Mood disorder

® Schizophrenia and related dsorders
# Somaroform disarders

¢ Dissociative duearders

+ Factitious disorders

+ Disarders starting in childhaod

+ Developmental disorders

® Conduct disorders

DIAGNOSIS AND CLASSIFICATION

The International Classification of Diseases (ICD)

This system of classification, developed by the World
Health Organization, is now in its tenth edition known
as ICD-10. It is a comprensive list of all diseases, of
which psychiatric disorders constitute one section. The
diagnostic criteria exist in two versions: one for clinical
practice. the other—more restrictive—one for research.
In the clinical version diagnoses are made by compar-
ing the features of a case with descriptions of the fea-
tures of typical cases. In the research version diagnoses
are made using operational criteria, that is lists of fea-
tures that must be present (or absent) for the diagnosis
to be made. In practice only the clinical version is much
used; the alternative DSM system being generally pre-
ferred for research (see below).

The Diagnostic and Statistical Manual (DSM)

This classification, developed by the American Psychia-
tric Association, is now in its fourth edition known
as DSM-IV. Although originally developed as the US
Mational Classification, DSM is now used international-
ly, especially for research. It differs from ICD-10 mainly
in the use of operational criteria for clinical work as
well as for research. Most of these criteria are the same
as those in the research version of ICD-10 and the few
differences are mainly of concern only to psychiatrists.
Since most research uses DSM criteria, the use of the
same classification in clinical work has the advantage
that research evidence can be related more directly to
clinical problems than it can be when diagnoses are
made with ICD.

Classification for primary care

The World Health Organization has published a sim-
plified classification of the disorders that are most fre-
quent in primary care (Table 1.6). The classification is not
used widely but the categories are, nevertheless, a useful
guide to the disorders that are most frequently found in
primary care. (Although tobacco use disorder is not gen-
erally thought of as a psychiatric disorder, it is included
because it is frequent in primary care.) Schizophrenia
and relaved disorders are not shown separately, but are
recorded under chronic psychotic disorders, presumably
because a more precise diagnosis is usually made afier
referral to a specialist. Mood disorders are divided into
bipolar disorders and depression for reasons that will be
explained in Chapter 8 Anxiety disorders, which are
common in primary care, are divided into phobic disor-
ders, panic disorder, generalized anxiety, and mixed
anxiety and depression (sce Chapter 6). Obsessional
disorders are not listed, presumably because they are
uncommeon. Disorders starting in childhood are not

13
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WLLRIEN Classification for primary care

* Demenna

+ Dilirium

+ Alcohol use disorders
# Drug use dusorders

+ Tobacco use disorders
+ Chronic psychotic disorders
+ Bipolar disorders

+ Depression

+ Phobsc disorders

+ Panic disorder

+ Generalized anciety

+ hixed anery and depression

* Adjustment disorder

* Dhissocragive [conversion) disarder
¢ Unexplamed somatic complaing
* Eanng disorders

+ Sieep problems

+ Sexual problems

included even though they are common in primary care,
but eating disorders, sleep problems, and sexual prob-
lems are listed. though not in detail.

Reliability of diagnosis

Diagnosis is of little value unless interviewers agree
with one another about the same patient. Good agree-
ment depends on:

1. Interviewing technique. Interviewers vary in the
information they elicit from the same parient. and
they may interpret the information differently. These
variations can be reduced by using standardized
imerviews in which predetermined questions are
asked. and rules can be used to define whether par-
ticular symptoms are present. Standardized inter-
views are used mainly in research.

2. Diagnostic criteria. Reliability can be increased by
providing a clear definition for each diagnosis, and
by specifying what symptoms need to be present—or
absent, Operational criteria (as used in DSM and the
research version of ICD) lead to more agreement in
diagnosis but they also leave more patients without
a diagnosis because they narrowly fail o meet the
criteria.

The symptoms that are included in the criteria are
not necessarily the most distressing for the patient or
the most relevant when planning treatment. For exam-
ple, thoughts of suicide do not help in diagnosis
because they occur in several kinds of disorder, but
they are very distressing to patients and highly impor-
tant when planning care.

Co-morbidity

Some patients have symptoms that meet the criteria
for more that one diagnosis (co-morbidity). When this
happens the clinician has a choice of approaches:

1. A hierarchy can be established, in which some diag-
noscs take precedence over others. For example.
when symptoms of schizophrenia and dementia oc-
cur together, only the latter would be diagnosed
since the brain disorders that caused dementia can
alse cause schizophrenia-like symptoms.

B

.The clinician can diagnose all the conditions that
meet the diagnostic criteria; in the foregoing exam-
ple. both dementia and schizophrenia. This is the
approach used in the American classification DSM-TV.

3.The clinician can make the minimum number of
diagnoses needed to describe the case complerely.
This the approach adopted in ICD-10.

Multiaxial classification

In a multiaxial classification several kinds of problem
are noted in every case and recorded on ‘axes’. The
usual axes are: clinical syndrome, personality disorder, physi-
col disease, severity of stressors, and disability. In everyday
practice only the first three axes are used commenly—
psychiatric disorder, personality, and physical disease.
These three can, of course, be recorded without the use
of separate axes, but the axial system ensures that they
are considered in every case. Multiaxial classification is
used more often in child than in adult psychiatry, with
intelligence taking the place of personality.

Further reading

Sims, A, C. P. (2002). Symptoms in the Mind, 2nd edn.
W. B. Saunders, London,

A comprehensive account of the symptoms and signs of psy-
chiatric diserder.

World Health Organization (1996). Diagnostic and
Management Guidelines for Mental Disorders in Primary Care
ICD-10. Chapter V, Primary care version. WHO[Hogrefe
and Huber Publishers, Gomingen.
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Assessment

Assessment prepares the way for action. The form and
detail of an assessment depencds therefore on the action
that is likely to be needed, and this depends in turn
on the nature of the problem. Thus, after assessing a
severely depressed patient, the general practioner will
either treat the patient or seek specialist help. After
assessing a disturbed patient in an emergency depart-
ment, the docter's first action will be to calm the
patient and ensure the safety of others. After assessing
an elderly inpatient with severe memory loss, a physi-
cian will need to arrange appropriate aftercare. The
length and focus of the assessment will differ in each
case, although the basic structure will be the same,

Assessment begins as soon as the presenting problem
is known—it does not wait until all the relevant data
have been collected. From the start of the interview,
the assessor begins to think what disorders could
account for the presenting problem and what data will
be required to decide. As the patient's personality and
circumstances become known, further ideas will be
generated about the plan of management that is
most likely to succeed. Thus interviewing is not a fixed
procedure. carried out in the same way with every
patient, but a dynamic process in which interviewers
make, test. and modify hypotheses as they gather
information,

Although the details of the interview vary in this
way. the general aims are always the same. These are to:

1. Understand the problem and the symptoms, and
how much these affect the patient's life.

2. Understand the patient's concerns.
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3. Compare the present condition of the patient with
the former state, including any previous illnesses.

4. Enguire about current and past medication and other
drug use.

5.Learn about the patient’s family and other circum-
stances. including sources of support.

Whencver possible, information from the patient is
supplemented by information from another informant.
The interview is followed by an examination of the
mental and physical state and, in some cases, by special
investigations. These enquiries lead from the present-
ing problem to the assessment, which may be complete
or provisional depending on the complexity of the
problem, the time available, and the information im-
mediately accessible. The assessment will include the
diagnosis, an understanding of the ill person, an evalu-
ation of the causes of the disorder, its effects on the
patent and others. a plan of management, and a prog-
nosis. When the assessment has been made, the results
are discussed with the patient and often with a relative,

This chapter is concerned with the general assess-
ment of adult patients, The assessment of children is
described in Chapter 20, and of people with learning
disability in Chapter 21. Assessment of suicide risk is
on p. 179, of alcohol problems on pp. 189-92, of sexual
dysfunction on p. 207, and of medicolegal problems on
p. 327.

Summarizing the assessment: the formulation

The results of an assessment are sometimes summa-
rized in a formulation, and this type of summary s
often used in teaching and in examining students. For
this reason, and because it may help readers 1o see, al
this stage, an example of an assessment, a formulation
is shown in Box 2.1. Formulations are organized under
the headings: presenting problem. diagnosis and differential
diagnasis, aetiology. management, and prognosis. The exam-
ple in Box 2.1 concerns a young mother with children
who was depressed. The diagnosis of depressive disor-
der was made and this led directly to the choice of med-
ication. Other aspects of the problem were imponant
for the overall plan of management. The risk of suicide
was judged to be low, but it was thought necessary 1o
reassess this risk after starting medication. Severely
depressed mothers occasionally have thoughts of harm-
ing their children. This patient did not and so it was
judged appropriate for her to continue caring for her
children, with help from her sister. The immediate
cause of the depressive disorder appeared to be the
husband’s infidelity but the family history of depres-

sive disorder suggested genetic predisposition (sce
Chapter 8). The prognosis was based partly on these
opinions about causation. but alse on an understanding
of the ill person, and on the likelihood of further stress-
ful events. This example shows how a written formula-
tion can assist other clinicians wheo may be called upon
to treat the patient, for example in an emergency.

Disablement

The case in the formulation shown in Box 2.1 illus-
trates the importance of the effects of psychiatric dis-
order on a patient’s functioning—in this case her ability
to care for her children. Interference with functioning
is called disablement. Disablement can be thought of
as taking three forms:

1. Impairment: interference with the functioning of a
psychological or physical system. e.g. impairment of
memory.

2. Disability: interference in the functioning and activ-
ities of the whole person, e.g. inability to dress or cook.

3. Handicap: the social disodvantage consequent upon
impairment and disability, e.g. inability to work or
care for children,

Usually both symptoms and disablement are the direct
consequence of psychiatric disorder but this is not always
the case, Sometimes symptoms result from disablement,
for example when a person with schizophrenia cannot
get a job and becomes depressed. Sometimes disable-
ment results from other people’s stigmatizing attitudes.
Thus a person with schizophrenia may be unable to
work. not because of the direct effects of the disorder, but
because potential employers think. erroneously, that peo-
ple with schizophrenia are unpredictable and dangerous.

Collecting information
Technique of interviewing

The interview serves not only to collect information,
but also to establish a therapeutic relationship. Hence
details of the approach to the patient are important,
These details are described next, but they can only
guide readers, who should take every opportunity to
watch experienced interviewers at work and to practice
under supervision.

Preparing for the interview

Interviews are carried out in many different settings
including patients” homes and the wards of a general
hospital. The advice that follows cannot be followed
completely in every setting but it is, nevertheless, im-
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BOX!2.1 EXAMPLE.OF AIEORMULATION

The problem

Mrs AB is a 30-vear-old married woman who has been feeling increasingly depressed for 6 weeks and is now
unable to cope adequately with the care of her children.

Diagnosis

Depressive disorder Mrs AR has several typical symptoms of depressive disorder: she wakes unusually early,
feels worse in the morning than in the evening, and has lost appetite and libido, She blames herself unreason-
ably, feels guilty, and does not think that she can recover, though she has no ideas of suicide or of harming the
children. Mone of the findings is incompatible with this diagnosis.

Adjustment disorder Although Mrs AB has experienced several stressful events, including her husband's
recent infidelity. the presence of clear symptoms of a depressive disorder overrule the diagnosis of adjustment
disorder.

Personality disorder  There is no evidence for personality disorder, Mrs AB is normally a resilient, caring. and
sociable person who is a good mother. Although she experiences premenstrual mood change, she does not have
a depressive or cyclothymic personality.

Conclusion Depressive disorder. Severity, moderate, Suicide risk and risk of harm to the children. both low.

Aetiology

The symptoms were precipitated by her husband’s infidelity. Although she has not been depressed before, both
her mother and sister have had depressive disorders. so it is possible that she is predisposed to develop a depres-
sive disorder. The disorder may be mamntained by continuing gquarrels with her husband and concerns about her
mother's health,

Management

The pattern of symptoms indicates that Mrs AB should respond to an S5R1 antidepressant. Although Mrs AB
denies any suicidal ideas or ideas of harming her children, her mental state should be monitored regularly espe-
cially during the first few days of treatment because 55RIs occasionally cause increased agitation at this time.
Her sister has offered to provide short-term help with the care of the children and Mrs AB is normally a good
mother and should be able 1o take full care of her children when she improves. Her husband regrets his infi-
delity and is now supportive to his wife. Joint interviews may help to reduce any remaining marital problems.
The management plan should be reviewed after a week, and regularly thereafter. To prevent relapse. medica-
tion should be continued for about 6 months.

Prognosis

Provided that the marital problems and her mother’s health improve, Mrs AB should recover. The possible pre-
disposing factors indicate that she may develop further depressive disorder.

portant (o do everything possible to ensure privacy. put
the patient at ease, and ensure safety.

Putting the patient at ease

The interview should be carried out in a place where
it cannot be overheard and is. as far as possible, free
from interruptions. If these requirements are difficult

to meet, as in a medical ward, the interview should,
if possible, be moved—for example to a side room.
Patients should be seated comfortably, with the chairs
arranged so that the interviewer sits at an angle to, and
no higher than, the patient. Right-handed interviewers
generally finds it easier to attend to the patient while
making notes if they seat the patient on their left,
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Arranging to take notes

Whenever possible. notes should be taken during the
interview because attempts to memorize the history
and make notes later are time consuming and liable to
error. (Exceptions may have to be made when patients
are very restless or agitated.) However, at the start of
the interview, note taking should be deferred for a few
minutes so that patients can feel that they have the
undivided attention of the interviewer.

Ensuring safety

Only a very small mincrity of patients are potentially
dangerous. Nevertheless the need for precautions should
be considered when there is any possibility of viclent
behaviour, for example when a disturbed patient is to
be assessed in an accident and emergency department.
When appropriate. precautions should be raken as
described below in the section on special problems.

Starting the interview

Interviewers should welcome the patient, introduce
themselves by name, and if necessary explain their
role {e.g. medical student). They should greet anyone
who is accompanying the patient, and explain how
long they can expect 1o wait, and whether they too
will be interviewed. It is usually better to see the
patient first, on his own, and interview any accom-
panying person later. Exceptions are made if that
person has to leave early, and when the patient is un-
able to give an account of the problems. Interviewers
should explain briefly:

+ how long the interview will last;
+ in general terms. how it will procede:
+ the need to take notes;

+ the confidentialty of these notes but the need
to share certain information with others directly
involved in treatment.

Interviews are more likely to be effective if the inter-
Viewer:

+ appears relaxed and unhurried—even when time is
short:

+ maintains appropriate eye contact and does not
appear engrossed in the case notes:

« is alert to non-verbal as well as to verbal cues of
distress and shows an understanding of patients’
feelings:

# attends to emotional problems and makes empathic
responses Lo indications of distress, e.g. ‘and that was
very upsetting’;

+ intervenes appropriately when patients are over-
talkative, have departed from or avoided the subject,
or are unduly discursive;

+ has a systematic but flexible plan,

The interviewer beging with a general question to
encourage patients to express their problems in their
own words: for example, 'tell me about your problem’
or ‘tell me what you have noticed wrong’.

During the reply, interviewers should notice whether
their patients are calm, or distressed despite their
efforts to put them at ease. If the latter, interviewers
should try to find the nature of the difficulty and
arempt Lo overcome it (see problems with interview-
ing, p. 20).

Continuing the interview

Having elicited the complaints. the next step is to
enquire into them systematically. In doing this the
interviewer should as far as possible avoid closed and
leading questions. (A closed question allows only a brief
answer. usually ‘yes’ or 'no’; a leading question sug-
gests the answer. ‘Do you wake early? is a closed lead-
ing question: “at what time do you wake?' is an open.
non-leading question.) If there is no alternative to a
leading question, it should be followed by a request for
an example. Thus, the only way to ask about an impor-
tant symptom of schizophrenia is to use the leading
closed question *have you ever felt that your actions
were being controlled by another person?’ If the
answer is yes, the interviewer should ask for one or
more examples of the experience, and should conclude
that the symptom is present only if the examples are
convincing. Leading questions can be avoided by
prompting the patient indirectly by:

¢ repeating what the patient has said. but in a ques-
tioning tone, e.g. ‘feeling low...?":

+ restating the problem in other words, e.g. (after a
patient has spoken of sadness) 'you say you have
been feeling low";

+ asking for clarification, e.g. ‘could you say a little
more about that?

It is important to establish when each symptom and prob-
lem began as well as if and when it became worse or bet-
ter. Ifa patient find it difficult to remember these dates,
it may be possible to relate the events to others that are
more easily remembered, such as a birthday or a public
holiday.

As the interview progresses, the interviewer has a
number of tasks:



1. To help patients to talk freely by nodding or saying, for
example, ‘go on’ or “tell me more about that' or “is
there more to say?

2. To keep paticnts to relevant topics in part with non-verbal
cues such as leaning forward or nodding to encour-
age the patient to continue with the ropic.

3.To make systematic enguiries but without asking so
many questions that other—unanticipated—aspects
of the problem are not volunteered.

4. To check understanding by summarizing key points.

5. To select questions according to the emerging possibilities
regarding diagnoses, causes, and plans of action. The
choice of questions is modified progressively as addi-
tional information is gathered.

As explained above, interviewing is an active and selective
process, not the asking of the same set of questions to every
patient. The shorter the time available for the interview,
the more important it is to proceed in this way, Oc-
casionally the patient is so disturbed that it is impossi-
ble to follow an orderly sequence of questioning. In
such cases it is even more important to keep the diag-
nostic possibilities in mind so that the most relevant
questions are selected and the most relevant observa-
tions carried out.

Ending the interview

Before ending the interview, the interviewer should
summarize the main points and ask whether the
patient has anything 1o add to the account that he has
given,

Interviewing relatives and other informants

What informants can contribute In every case infor-
mants can provide useful information about the pa-
tient’s personality. Their information is essential when
the patient is unable or unwilling to reveal important
information, for example when the patient:

+ is unaware of the extent of his abnormality (e.g. a
demented patient);

+ knows the extent of the problem but is unwilling to
reveal it (e.g. a patient with an alcohol problem):

+ cannot say reliably when the disorder started.

The need for consent With few exceptions. the pa-
tient's consent should be obtained before interviewing
informants. The interviewer should explain that the
interview is to obtain information that will help to
decide how best to help the patient, and that informa-
tion given to the interviewer by the patient will not
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be revealed to the informant unless the patient has
agreed. The exceptions to the need for consent are when
patients cannot provide an adequate history because
they are: (i) confused, stuporose, extremely retarded, or
mute; or (ii) extremely agitated or viclent (A further
exception is made for children, see p. 277.)

Arranging the interview [t is generally better to inter-
view relatives or other informants after the interview
with the patient. It is usually better to see them away
from the patient so that they can speak freely: for
example a wife may be reluctant to talk in her hus-
band’'s presence about his heavy drinking. The purpose
of the interview should be explained because relatives
sometimes expect that they are about to be blamed for
the patient’s problems. or asked to give help that they
are not prepared to provide,

Confidentiality Unless informants have agreed to
disclosure, the interviewer should not tell the patient
what they have said. This rule applies even when the
relative has spoken of something that the interviewer
needs to discuss with the patient, such as heavy drink-
ing that has been denied. If the relative has refused
permission for the information to be disclosed, the
interviewer can only try to help the patient reveal the
information himself. In view of this and because
patients may ask to see their case notes, it is better o
record the interview with the informant on a separate
sheet.

The informants’ concerns As well as asking for infor-
mation about the patient, the interviewer should find
out how the informants view the problem, how it
affects them, and whar help they are secking.

Helping the informants When the interview with
informants reveals that they too have emotional prob-
lems, either as a result of the patient's illness or for other
reasons, the interviewer should either offer help or
assist them to obtain help from another professional.

Intreviewing patients from another culture

If the patient and the interviewer do not speak a com-
men language, it is obvious that an interpreter will be
needed. However, language is not the only problem in
such cases, cultural differences are also important and
interpreters may share the patient's language but not
their culture, Information about culture is important
for several reasons.

1. Cultural beligfs may explain why certain events are
experienced as more stressful or shameful than they
would be in the host culture.
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2. Roles within the family may differ from those in the
host culture,

3. Distress may be shown in different symptoms. In some cul-
tures, distress is often expressed in physical rather
than mental symptoms.

4, Distress may be shown in different behaviowrs. In some
cultures, unrestrained displays of emotion that would
suggest illness in the host culture, are socially accept-
able ways of expressing distress.

5. Cultural beliefs may include ideas that would suggest
delusional thinking in the host culture, such as being
under the influence of spells cast by neighbours,

&. Expectations about treatment may be based on experi-
ences of very different traditions of medical care.

These and other differences can be understood best

by talking with someone from the patient's cultural
group.
Choosing the interpreter Ideally the interpreter
should be a member of a health profession who knows
both the language and the culture of the patient. This
ideal arrangement is not easy to achieve and often the
only available interpreter is a family member. Although
a family member will know both the language and the
culture, patients may not talk freely about personal
matters through such a person. especially when the
patient is female and the interpreter is male. and when
there are problems within the family.

Some problems with interviewing

Patients who appear anxious or angry

The first step is to discover the reason for the anxiety
or anger. The cause might be, for example, that the
patient has come to the interview reluctantly. and at
the insistence of another person (e.g when there is
an alcohol problem). Some patients are worried that
their employers could learn about the interview. Once
the problem is understood, appropriate reassurance
usually reduces the distress enough for the interview to
proceed.

Patients who appear confused

Sometimes the patient's initial responses are muddled
and confused. This problem can be caused by anxiety.
low intelligence, or cognitive impairment—the latter due to
delirium or dementia. If cognitive impairment seems
possible, brief tests of concentration and memory
should be carried out (see p. 28). If the results are abnor-
mal, it is wsually better to interview an informant
before continuing with the patient.

Patients who could be violent

If the risk of violence seems low, it may be enough to
make sure that someone else is available to help and
knows where and when the interview is taking place,
and how long it is expected to last. If the risk is thought
to be greater. the interviewer should:

+ identify a way of calling help—check for an alarm button
in the interview room and if there is none, arrange
another way of calling for help;

* ensure an escape route—arrange that neither the
patient nor any physical obstruction is between them
and the exit;

+ remove anything that could be used as a weapon or
hide it.

And while the interview is taking place the interviewer

should:

+ watch for signs of increasing anger (see p. 25):

+ avoid any actions that might provoke anger, such as ap-
proaching too close, prolonging eye contact, or avoid-
ing eye contact altogether;

+ stay calm.

Psychiatric history

Basic structure of the psychiatric history

As explained above (see p. 15). the amount of detail and
the focus of the psychiatric history varies from case (o
case but the basic aims are the same—it is not neces-
sary to learn a separate interview for each condition.
These common aims are reflected in the basic struc-
ture of the interview shown in Table 2.1. When time is
short, background and personality can be covered only
in outline but even a little information can be useful
when planning immediate management.

Brief history for screening

In primary care and general hospital medicine, when a
patient complains of symptoms of physical illness it i5
often appropriate to check for evidence of a psychiatric

The basic psychiatric history

The problem

Cther symproms or abnormal behaviours

Previows psychaatric deorder

Any current medication

Lse of alcohol and drugs

Background and present circumstances of the patient

Personality




disorder since this may be present as the cause or a con-
sequence of the symptoms. For this purpose, a brief
screening interview is required to detect any symptoms
and problems that have not been complained of spon-
taneously. The usual screening questions deal with:
general well-being, anxiety, depression, memory, and
the use of alcohol and drugs. The following points are
considered under each heading:

1. Well-being: fatigue. irritability. poor concentration,
poor sleep, and a feeling of being under pressure.

2. Anxiety: tension, sweating frequency, palpitations,
and repeated worrying thoughts. If replies are posi-
tive. go on to systematic questions about anxiety dis-
orders (p. 75).

3. Depression: persistent low mood, low energy. loss
of interest, loss of confidence, and hopelessness. If
these questions are answered positively, go on Lo
questions concerning depressive disorder (including
suicidal ideas) (see p. 108).

4. Memory: difficulty in recalling recent events; if
difficulties are reported or suspected. use simple
tests of memory (see p. 37).

5. Alcohol and drugs: the extent of use of alcohol and
drugs is noted, and in appropriate cases the CAGE
[see p. 192} or Alcohol Use Disorders Identification
Test (see p. 190) are used.

If symptoms or problems are revealed by this screen-
ing. the interviewer goes on to take an appropriate
history.

History taking in an emergency

When urgent action is required, the interview has to be
brief. focused on the basic points set out above, and
effective in leading to a provisional diagnosis and a
plan of immediate action. The information needed
includes, at the least, the following points:

¢ the presenting problem in terms of symptoms or behav-
iours, together with their onset. course. and present
SEVETiLY:

& other relevant symptoms, with their onset, course, and
severity.

+ stressful circumstances around the time of onset and at
the present time:

& previous and current physical or mental disorders and how
the patient coped with them:

+ current medication;

¢ the use of alcohol and drugs:
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# family and personal history, covered with a few salient
questions;

+ social circurnstances, and the possibilities of support;

& personality—rthis is valuable although it may be dif-
ficult to obtain this information in the circumstances
of an emergency.

Throughout, the interviewer should think which
questions necd to be answered at the time and which
can be deferred. If the patient has had previous treat-
ment, efforts should be made to contact a professional
who knows the patient. However short the time, the
patient should feel that he has the interviewer’s undi-
vided attention and an opportunity to say everything
that is important,

Items in a full psychiatric history

The structure of the full psychiatric history is shown in
Box 2.2. Readers may find 1t helpful to copy this page
and refer to it when they interview their first patients.
As explained already, the amount of detail required in a
particular case varies with the diagnostic possibilities
of the case and the time available. Experienced inter-
viewers focus on the most relevant items but students
should practice the full history until they are confident
in its use. before they learn the more selective ap-
proach. The following account explains some impor
tant points concerning the items in Box 2.2.

History of the presenting condition

The problems

The interviewer should allow paticnts adequate time o
talk spontaneously before asking questions, otherwise
they may not reveal all their problems. For example. a
patient who begins by describing depression may also
have a marital problem that she is hesitant to reveal, If
the interviewer asks further questions about depres-
sion as soon as this is mentioned. the marital problem
may not be revealed. To avoid overlooking problems.
when patients have finished speaking spontaneously
the interviewer should summarize the problems that
have been revealed, and ask if there are any others. The
interviewer's subsequent questions are designed 1o
determine a number of points:

1. The nature of the problem. For example. a patient
who complains of worrying excessively could be
describing anxiety, obsessional symptoms, or intru-
sive thoughts occurring in a depressive disorder.

2. The severity of the problem.
3. The distress caused by the problem,
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THE PSYCHIATRIC HISTORY

BOX 2.2

' History of present condition

« Patient's description of the problem
¢ Details of the problem including its severity

e ————-se—

+ Other relevant problems and symptoms
| # Onset and course of problems and symptoms

Family history

| & Parents: age (now or at death), occupation. personal-
ity. and relationship with the patient

| + Similar information about siblings
|« Social position: atmosphere of the home

'+ Mental disorder in other members of the (extended)
family. and abuse of alcohol and drugs

Personal history

' + Mother's pregnancy and the birth
« Early development

+ Childhood separations, emotional problems. and
illnesses

¢ Schooling and higher education
¢ Occupations

Name, age, and address of the patient: name of any informants, and their relationship to the patient.

¢ Sexual relationships

« Menstrual history

+ Marriage and other partnerships
+ Children

+ Social circumstances

+ Forensic history

Past illness

¢ Past medical history
+ Past psychiatric history

Personality

+ Relationships

¢ Leisure activities
+ Prevailing mood
# Character

+ Attitudes and standards !

+« Habits

Drugs, alcohol, tobacco

4. The interference with day-to-day activities (rele-
vant to disablement).

5. The onset and course, whether unchanging. pro-
gressing. flucruating, or improving.

6. Any factors making it worse or better.

Problems and symptoms may start suddenly or grad-
ually, and may appear spontaneously or be in reponse
to stressful events, Their course may be continuous or
intermittent: and severity may change gradually or
stepwise.

Other problems and symptams

The interviewer should now enquire about the symp-
toms and problems that he judges relevant and that
have not yet been volunteered by the patient. These
further enquiries are guided by the interviewer's know-
ledge of the disorders in which the presenting symp-
toms and problems can occur (this information will be

found in subsequent chapters). For example, if the
presenting problem is poor sleep, the interviewer
would ask about the symptoms of depressive and anxiety
disorders. and about pain, all of which can cause
insomnia, The date of onset and sequence of the various
symptoms should be noted, for example whether ob-
sessional symptoms began before or after depressive
symptoms (this information is relevant to diagnosis
and treatment. see pp. 86-7). The sequence of problems
is similarly important; for example. whether abuse of
aleohol began before or after marital difficulties. A note
should be made of any treatment already received.

Family history

This part of the history concerns the patient’s father,
mother. siblings, and other relatives. Enquiries about
the patient's spouse or partner. and children are made
later. The family history is important for four reasons:



1. Psychiatric disorder in other family members may
point to genetic causes.

2. Past events in the family, such as the divorce of par-
ents, are the background to the patient’s psychological
development.

3.Past events in the family may help to explain the
patient's concerns. For example the discovery that a
brother died of a brain tumour may help to explain
a patient’s seemingly excessive concerns about
headaches.

4. Current events in the family may be stressful.

A useful introduction to this part of the enguiry is: 'l
would like to ask about the family into which you were
born. Let us start with your father—is he still alive?” If
the father is alive, his age, state of health, and job are
recotded. (The latter is of interest mainly as a guide to
the circumstances of the family. sce below.) If the
father has died, the cause of death, and his age and that
of the patient at the time of the death should be deter-
mined. The father's personality and relationship with
the patient can be elicited by asking ‘what was your
father like when you were a child?. ‘what is he like
now?", ‘how did you get on when you were a child?,
and ‘how do you get on now? Similar enquiries are
made about the mother. siblings, and other important
figures in the patient’s early life. such as a stepfather or
a grandmother living with the patient.

The amount of detail required varies from case Lo
case. It is unlikely to be profitable to spend time in
detailed enquiries about the childhood of an elderly
patient seeking help for poor memory. but it could be
highly relevant to obtain this information about a
young adult whose behaviour is unusual.

Personal history

The aims in taking the personal history are to describe
and understand the following:

1. Any stressful circumstances, and to find out how the
patient reacted to them.

2. The life story including any influences that help to
explain the patient's personality. concerns, and pref-
erences. For example, sexual abuse in childhood may
partly explain a woman's sexual difficulties in adult
life: and being the unwanted child of an unaffec-
tionate mother may partly explain a man's fear of
rejection.

3. The present circumstances of the patient.

The amount of detail required to achieve these aims
varies from patient to patient.
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Maternal health during pregnancy and the
circumstances of the patient’s delivery

For acdult patients, this information is relevant mainly
to learning disability. {For history taking in child psy-
chiatry, see pp. 277-8.) Information from the patient is
often unreliable and should be checked whenever pos-
sible with the mother or with hospital records macde at
the time of the event. In most other cases, it is neces-
sary to enguire only about any major deviations from
the normal.

Early development

The comments above about the relevance and reliabili-
ty of information about pregnancy and delivery apply
equally to developmental milestones, which are sel-
dom important except when the patient is a child or an
adult with learning disability. A note should be made of
any prolonged separation from either parent for whatever
reason. Since the effects of separation vary consider-
ably, it is important to find out whether the patient
was distressed at the time and for how long. If possible,
this information should be checked with the parents.
Serious and prolonged childhood flinesses may have affect-
ed the patient’s emotional development. Diseases of
the central nervous system in this period may be rele-
vant to learning disability.

Educational history

The history of school and, if applicable, university edu-
cation gives a general indication of intelligence and
achievements, and contributes to an understanding of
personality. As well as academic achievement, enquiries
are made about friendships, sociability, aggressive be-
haviour. bullying, leadership, and relationships with
fellow students and with teachers.

Occupational history

The occupational history throws light on abilities and
achievements, and on personality. Frequent changes of
job, failure to gain promotion, or arguments with sen-
ior staff, may reflect aspects of personality (there are. of
course, many other reasons for these events).

Sexual relationships

This part of the history includes the success and failure
of relationships. as well as sexual preferences and
behaviour. Detailed enquiries are not needed in every
case, but when they are relevant the interviewer should
be able to make them sympathetically, objectively, and
without embarrassment. Common sense judgement
and a knowledge of clinical syndromes will indicate
how much to ask. If the patient is sexually active. ques-
tions about contraception may be relevant. Detailed
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questions about sexual preferences and behaviour may
be relevant when one of the problems is a sexual one;
in other cases it is usually enough 1o ask more general-
ly whether there are any sexual problems.

Women should be asked about menstrual problems
appropriate to their age, including symptoms of the
premenstrual syndrome and the menopause,

History of marriage and other partnerships

The interviewer should asks whether the partnership is
happy: how long it has lasted: about the partner’s work
and personality. and about the sex, age. parentage,
health, and development of any children. Similar en-
quiries are made about any previous partnerships). If
the partnership is unhappy. further questions should
be asked about the nature and causes of this unhappi-
ness; how the couple came together: and any periods of
separation or plans for future separation or divorce,
These enguiries may also throw light on the patient's
personality which may be relevant to the management
plan

Secial circumstances

Questions should be asked abour living arrangements.
Potendally relevant enquiries include the size and qua-
lity of the patient's home; whether it is owned or rent-
ed; who else lives with the patient: and how these
people relate to one another, and to the patient. Ask
also whether the patient has any financial problems.

Farensic history

The forensic history concerns behaviour that breaks
the law. It is important in all cases of alcohol or drug
misuse; in other cases common sense should be used
to judge its relevance. If the patient has a criminal
record, note the charges and the penalties, and find out
whether other such acts have gone undetected,

Past illnesses

Medical and psychiatric illnesses should be asked about
in every case.

Personality

Personality assessment is discussed more fully in
Chaprer 4 and only salient points will be mentioned
here. Enquiries should begin by asking patients to
describe their personality. Subsequent questions are
concerned with education, work, social relationships.
leisure activities, prevailing mood. character, attitudes
and standards, and habits. Whenever possible. an
informant should be interviewed since few people can
give a wholly objective account of their own personal-
ity. Sometimes, the interviewer's impressions of the
patient formed during the interview are useful, but

these impressions can be misleading especially when
the patient is very distressed or suffering from a psy-
chiatric disorder. General practitioners are able to build
up a picture of their patients’ personalities over years
of occasional medical contacts. This information is
valuable and should be passed on if the patient is
referred to a psychiagrist,

Alcohol and drug use

These items are sometimes recorded under *habits’ in
the section on persenality but it is mere logical to note
them separately.

Mental state examination

In taking the history, the interviewer will have learnt
about the patient's symptoms up to the time of the con-
sultation. The components of the mental state exami-
nation are listed in Box 2.3, and are explained further
in this section. Often the symptoms on the day of the
interview are no different from those described in the
recent past. in which case the mental state overlaps
with the history. However, the symptom enquiry in the
mental state examination is generally more systematic
than in the history. Also. it is important to have a
record of the mental state at the time of the interview
to compare with that recorded after treatment has
been started.

Students should at first carry out a complete mental
state examination with every patient. With increasing
experience, they will become able to focus on items
judged from the history to be of particular relevance.
Readers may find it useful to refer to the descriptions
of symptoms in Chapter 1 while reading about the
mental state examination. (The few uncommon signs
and symptoms not described rhere are described in the
corresponding chapter of The Shorter Oxford Textbook of
Psychiatry—most are uncommeon symptoms of schizo-
phrenia.] Mental state examination is a practical skill
that can be learnt only by observing experienced inter-
viewers and by practising under supervision. The fol-
lowing account can assist the reader with this training
but cannot replace it.

Appearance and behaviour

Much can be learnt from general appearance, facial
expression, posture, voluntary or inveluntary move-
ments. and social behaviour.

General appearance includes physique, hair, make-up,
and clothing. Manic patients may dress incongruously
in brightly coloured or oddly assorted clothes. Signs
of self-neglect include a dirty unkempt appearance and
stained. crumpled clothing. Self-neglect suggests alco-



BOX 213

Appearance and behaviour

+ General appearance
+ Facial expression

+ Fosture

+ Movements

+ Social behaviour

Speech

+ Rate
* Amount

« Continuity

Mood

+ Prevailing mood and associated symprtoms
+ Variations of mood

+ Appropriateness of mood
Depersonalization and derealization

Thinking

+ Preoccupations
+ Dbsessional and compulsive symptoms
¢ Delusions

Perception

+ [llusions

¢+ Hallucinations

Cognitive function

+ Orientation (time, place, person)
+ Attention and concentration (digit span. serial 7s)

¢+ Memory (name and address. remote personal
events)

¢ Estimate of intelligence

Insight

EXAMINATION OF MENTAL "0
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holism, drug addiction, dementia, or schizophrenia. An
appearance of weight loss is important in psychiatry as in
general medicine, suggesting especially physical ill-
ness, anorexia nervosa, depressive disorder, or chronic
anxiery.

Facial expression Turning down of the corners of the
mouth and vertical furrows in the brow suggest depres-
sion. Horizontal furrows on the brow, wide palpebral
fissures. and dilated pupils suggest anxiety. An unchang-
ing ‘'wooden’ expression may result from a parkinsonian
syndrome. either primary or caused by antipsychotic
drugs.

Posture may also give indications of prevailing mood,
A depressed patient characteristically sits with shoul-
ders hunched. and with the head and eyes cast down-
wards, An anxious patient typically sits upright, with
the head erect and the hands gripping the chair.

Movement Manic patients are overactive, restless, and
move rapidly. Depressed patients are inactive and move
slowly. Rarely, a depressed patient becomes completely
immobile and mute, a condition known as stupor, An-
xious or agitated patients are restless, and sometimes
tremulous, Any involuntary movements should be
noted, including tics, choreiform movements, dystonia,
or tardive dyskinesia.

Social behaviour Manic patients are disinhibited, and
may break social conventions, for example by being
unduly familiar. Some demented and some schizo-
phrenic patients are disinhibited. while others are
withdrawn and preoccupied. In describing these behav-
iours, a clear description of what is done or not done is
more useful than general terms like “disinhibited’ or
‘bizarre’.

Signs of impending violence include restlessness,
clenched fists, intrusion into the interviewer's ‘per-
sonal space’. and a raised voice. Only a small minority
of psychiatric patients are violent. but interviewers
should be alert to the possibility, for example among
intoxicared patients in an accident and emergency
department.

Summary Relevant features should be summarized in
a few phrases that give a clear picture to someone who
has not met the patient, For example. 'a tall, gaunt,
stooping, and dishevelled man with a sad countenance
who looks much older than his 40 years’.

Speech

How patients speak comes under this heading; the
thoughts they express are recorded later. Depressed
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patients speak more slowly than usual; manic patients
speak faster. Depressed patients speak less than usual;
manic patients speak more. Occasionally a patient does
not speak at all (mutism). Abnormalities of the con-
tinuity of speech should be noted. including any sudden
interruptions. rapid shifts of topic, and lack of logical
thread (pointers to thought disorders are discussed
below).

Mood

Prevailing mood

As noted above, the first clues to mood are often in
expression and posture. Questions should be asked
about the prevailing mood and the symptoms associ-
ated with particular mood states. Questioning beginsg
with an enquiry such as: ‘how are your spirits? or
‘what is your mood like?' If a depressed mood is
reported. the associated symptoms may include a feel-
ing of being ready to cry. lack of interest and enjoy-
ment. and pessimistic thoughts, including thoughts of
suicide.

When anxiety is reported, associated symptoms
include palpitations, dry mouth. tremor, sweating. and
worrying thoughts (see pp. 75-6 for a full list).

When elevated mood is reported. associated symp-
toms include excessive self-confidence, grandiose plans,
and an inflated assessment of the person’s own ability
isee p. 101 for a full list). These symproms have, of
course. 1o be elicited indirectly. for example by asking
the patient about his plans and his assessment of his
abilities.

Thoughts of suicide should be asked about in
stages, for example: "have you felt that you have lost
hope for the future?. ‘have you thought life is not
worth living?'. *have you wished you could die?, ‘have
you thought of ending your life?’, *have you thought
how you might do this?" Some interviewers are reluc-
tant to ask about suicide, in case the questions should
suggest the idea. Questions of this kind do not suggest
suicide to people who have no suicidal inclination. and
they should be asked whenever relevant.

Variations in mood

Fluctuations of mood may be greater than normal—
labile mood=—with dejection giving way quickly to nor-
mal mood or elation, and vice versa: or less than
normal—that is blunted or flattened.

Appropriateness of mood

Normally mood and thinking go together: a sad person
thinks of sad things. and an elated person thinks of
happy or grandiose things. Sometimes this linkage is
lost, so that, for example, a person appears cheerful

while describing sad events. This phenomenon, which
is called incongruity of mood, is sometimes observed
in schizophrenia (see p. 121).

Depersonalization and derealization
These symptoms are described on p. 3.

Thinking

Preaccupations

Preoccupations are thoughts that recur frequently but
can be put out of mind by an effort of will. Some preoc-
cupations are noticed during history 1aking; others may
be revealed by asking ‘what sort of things do you worry
about?, ‘what sort of thoughts cccupy your mind?” Pre-
occupations are particularly important in three condi-
tions: (i) depressive disorders. where preoccupations
about suicide should be explored carefully (see p. 172):
(i} anxiety disorders, where preoccupations may pro-
long the disorder (see p. 74) and (iii) sexual disorders
where precccupations may influence behaviour (see
p. 74).

Obsessional and compulsive symptoms

Obsessional thoughts can be asked about with the
question ‘do any thoughts keep coming repeatedly
into your mind, even when you try hard to get rid of
them? Patients who reply yes, should be asked for
examples. Patients are often ashamed of their obses-
sional thoughts (e.g. those with aggressive or sexual
themes). so questioning needs to be sympathetic and
patient. The interviewer should make certain that
patients regard the thoughts as their own, because
some schizophrenic patients have similar intrusive
thoughts that they believe to have been implanted
from outside (thought insertion, see p. 8).

Compulsive rituals Although not disorders of think-
ing. rituals are usually recorded with obsessional phe-
nomena. The following questions are useful: "do you
ever have to repeat actions over and over, which most
people would do only once? or ‘do you have to go on
repeating the same action when you know this is
unnecessary?

Delusions

Often the first indication of the presence of delusions is
during history taking, either from the patient or from
an informant. When there is no such indication, judge-
ment should be used about whether to enquire about
delusions, because the questions may antagonize pa-
tients who have come for help for another problem.
Cuestions should be asked whenever there is evidence
of a severe depressive disorder, when schizophrenia enters
the differential diagnosis, or in cases of doubt. It is



often difficult to elicit delusions during mental state
examination because the patient does not regard them
as abnormal. A good way of starting the enquiry is to
ask for for an explanation of any unusual statements,
unpleasant experiences, or unusual events that the
patient has mentioned. For example, a patient may say
that his headaches started when his neighbours caused
him trouble; when asked why the neighbours should
do this, he may say they are conspiring to harm him.
Patients often hide delusions, and the interviewer
needs to be alert to evasions, vague replies, or other
hints that information is being withheld,

Having discovered an unusual belief, the interviewer
has to decide a number of things:

1. 05 the belief true. Some beliefs are clearly false; for
example, that persecutors are damaging the patient’s
brain by beaming radiowaves on him. Other beliefs
need to be checked—for example, that neighbours
are mounting a whispering campaign against the
patient.

2. How strongly beliefs are held. Considerable tact is
required when finding out. The patient should feel
that he is having a fair hearing, and that the inter-
viewer's response is enquiring, not argumentative or
dismissive. The interviewer should question the rea-
sons for the beliefs gently but persistently.

3. Whether the beligls are culturally determined. and accept-
ed by others sharing the patient’s cultural back-
ground or religious beliefs. In some cultures belief in
evil forces or witcheraft are widespread. Any doubt
can usually be resolved by finding another person
from the same religion or culture, and asking
whether the patient’s ideas are held by others from
the same background.

Delusions of thought broadcasting, thought insertion,
thought withdrawal, or contral can usually be elicited only
by asking direct questions. Since their presence strong-
ly suggests schizophrenia, it is essential to check any
positive answer by asking for examples. Appropriate
questions include: ‘do you ever think that other people
can tell what you are thinking. even though you have
not told them?' or *do you ever think that thoughts
have been put into your mind?' Other kinds of delusion
are described on pp. 7-8.

Perceprion
usions

Nlusions may come to notice when the history is taken,

or when the patient is being observed, for example in a
medical ward. Visual illusions can be elicited with a
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question such as ‘have you seen anything unusual?® (or
frightening if the patient seems afraid). If the answer is
positive, the interviewer should attempt to find out
whether the experience is based on an actual visual
stimulus (e.g. mistaking a shadow for a threatening
person).

Hallucinations

Hallucinations occur in any sensory modality but visual
and auditory hallucinations are the most common (see
p. 4). Enquiries about hallucinations should be made
tactfully, lest patients take offence. With experience.
the interviewer will be able to judge when it is safe
to omit these enquiries. If enquiry is indicated, ques-
tions can be introduced by saying: ‘when their nerves
are upset some people have unusual experiences’.
Questions can then be asked about hearing voices or
sounds when there is nobody within earshot, or about
seeing unusual things. If patients say yes to either of
these questions, they should be asked whether the
voice, sound, or vision appeared to be inside or out-
side the head. When the history makes it relevant,
similar questions should be asked about other kinds of
hallucinations. If the patients describe auditory hallu-
cinations. further questions should be asked, to deter-
mine whether they are of a kind which is characteristic
of schizophrenia (see p. 123). They should be asked
whether they hear sounds or voices: if the latter.
whether one voice or more, and whether the voices
talk to them or to each other. Hallucinations of voices
discussing patients (third person hallucinations, see
p. 4) should be distinguished from the delusion that
people at a distance are discussing them (delusion of
reference, see p. 7). If the hallucinatory voices talk to
the patient (second person hallucinations. see p. 4,
the interviewer should find out whether they give com-
mands, and il so, what kind of commands, and whether
the patient feels impelled to obey them. The reasons
for these distinctions are explained in Chapter 9. Other
kinds of hallucinations. found mainly in schizophrenia,
are described on pp. 4=5.

Orientation

Orientation is assessed by asking about awareness of
time. place, and personal identity. Questions begin
with the time, day. month, year, and season. In assess-
ing responses to questions about time, the interviewer
should remember that many people do not know the
exact time of day (although they usually know it to the
nearest hour) or the exact date (though they are usually
accurate to a few days). Orientation in place is assessed
by asking the name of the place in which the interview
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is being held. If the answer is inaccurate. further ques-
tons are asked about the kind of place (e.g. his home, a
hospital ward. or a home for the elderly), and the name
of the town.

Personal orientation is assessed by asking about
other people present (e.g. relatives in the home. or the
staff in a hospital ward.. If patients give wrong answers,
they should be asked abour their own identity—their
name. occupation. and role in life.

Disorientation is an important symptom that indi-
cates impairment of consciousness,

Attention and concentration

Amention is the ability to focus on the martter in hand.
Concentration is the ability 1o sustain that focus. While
taking the history. the interviewer should look out for
evidence of impaired artention and concentration. In
the mental state examinaton. specific tests are given. It
is usual to begin with the 'serial 7s test’. The patient is
asked o subrrac: 7 from 100 and then to take 7 from
the remainder repeatedlv until it is less than 7. The
intenviewer assesses whether the patient can concen-
wete on this task If it seems that poor performance
could be due to lack of skill in arithmetic, the patient
should be asked 1o do a simpler subtraction. or to say
the months of the vear in reverse order. If mistakes are
made with these 1ests, he can be given the less demand-

ing task of naming the days of the week in reverse
order. Tests of attention are given before tests of mem-
orv because poor antention can lead to poor perform-
ance on memory tasks. even when there is no memory

L o
defect

remembering may come 10 light dunng
ring the examinarion of mental state,
1esis are given 1o assess immediate. recent, and remote
memon. None of these tests is wholly satisfactory and
izs should be aesessed cautiously and in relation

nn e
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to other information about the patient’s ability 1o
er. [f there is doubt. standardized psvchological
tests can be given by a clinical psychologist.

Assessment of short-term memory Short-lerm memo-

5 sking patients to repeat sequences of
lv afier they have been spoken slowly
enough for them to rezister the digits (the *digit span
. An easy sequence of three digits is given first to
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make sure that patients undersiand the task. Then a
new seguence of four digits is presented. If patients can
repeat four digits correctly, sequences of five, six. and

the same length is given to confirm the finding.
Healthy people of average intelligence can repeat seven
digits correctly; five or less suggests impairment. (The
test involves concentration and therefore—as noted
above—cannot be used to assess memory when tests of
concentration are abnormal.)

Ability to take in and remember new information is
usually assessed by asking the patient to remember a
name, an address, and the name of a flower. Common
names and addresses likely to be familiar to a patient
should be avoided. Patients are asked to reproduce the
task straight away to make sure it has been registered
correctly. and then asked to remember the informa-
tion. If the material has not been registered correctly,
the task is repeated until there is accurate immediate
recall. Other topics are then discussed for 5 minutes,
after which recall is tested. Responses should be record-
ed verbatim and the number of errors noted. A healthy
person of average intelligence makes only minor ertors
in this task.

Memory for recent events is assessed by asking about
news items from the last day or two, or about recent
events in the patient's life that are known with certain-
ty to the interviewer (do not ask the commonly used
question about what the patient had for breakfast
unless you know the answer). Questions about news
items should be adapted to the patient’s interests, and
should have been widely reported in the media.

Assessment of long-term memory This can be as
sessed by asking the patient to recall personal events
or well-known public events from some years before.
Personal events could be the birth dates of the patient’s
children or grandchildren (provided these dates are
known to the interviewer): public events could be the
names of well-known political leaders. sportsmen. or
musicians. Awareness of the sequence of events is as
important as the recall of individual items.

Observations suggesting memory disorder When a
patient is in a general hospital, important information
about memory is available from observations made by
nurses or other staff. These observations include how
rapidly patients learn the daily routine of the ward. and
the names of staffand other patients, and whether they
forget where they have put things, or cannot find their
way aboul (though the latter may indicate spatial dis-
orientation rather than poor memory). When the
patient is at home, relatives may report comparable
observations about the patient’s ability o learn and
remember.



Special tests Among clderly patients, questions about
memory do not distinguish well between those who
have cerebral pathology and those who do not. For
cases of doubt there are standardized ratings of memo-
ry for recent personal events, past personal events, and
general events, which allow a better assessment of
severity. Standardized tests of learning and memory
can help also in the diagnosis of erganic mental disor-
der, and can be used for quantitative assessments of the
progression of memory disorder. These tests are usually
administered by a clinical psychologist (see also
Chapter 10). A useful short test of memory and other
cognitive functions, the Mini Mental State Examination, is
given in Appendix 2.1.

Intelligence

During history taking, the interviewer should be alert
to the possibility that the person is of low intelligence.
If this seems possible and the impression is confirmed
during mental state examination. a test of intelligence
can be arranged.

Insight

By the end of the history taking and mental state exam-
ination, the interviewer should have a provisional esti-
mate of the patient’s awareness of the morbid nature of
their experiences. Insight is assessed further by asking
the patient: (i) about their awareness of the nature of
individual symproms, for example whether exireme
feelings of guilt are justified; (ii) whether they believe
that they are ill (rather than, say, persecuted by ene-
mies); and (iii) if so, whether they think that the illness
is physical or mental, and (iv) whether they think that
they need treatment. The answers are important
because they suggest how far patients are likely to col-
laborate with treatment. The answers to all questions
should be noted: a summary statement such as “partial
insight’ is of little value.

Some difficulties in mental state examination

Apart from the obvious problem of examining patients
who speak little or no English—a problem that requires
the help of an interpreter—difficulties can arise with
patients who are unresponsive, overactive, or confused.

Unresponsive patients
When patients are mute or stuporous (conscious but
not speaking or responding in any other way) it is pos-
sible only to make observations of behaviour. Neverthe-
less, these observations can be informative.

Since stuporous patients can sometimes become sud-
denly violent, it is prudent to be accompanied when
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examining such a patient. Before deciding that the
patient is mute, it is important that the interviewer:

+ establishes that he is speaking a language that the
patient understands;

+ has allowed adequate time for reply;
¢ has tried a variety of topics,

+ has found out whether the patient will communicate
in writing.

As well as making the observations of behaviour
described on pp. 24-5, the interviewer should note
whether the patient’s eyes are open or closed. If they
are open, he should note whether they follow objects,
move apparently without purpose. or are fixed. If the
eyes are closed, the interviewer should note whether
they are opened on request and, if not, whether
attempts at opening them are resisted,

Physical examination, including neurological assess-
ment, is essential in all such cases, which should be
seen, whenever possible, by a specialist who will look
for certain additional, uncommon signs found in cata-
ronic schizophrenia (waxy flexibility of muscles and
negativism. see p. 122). In all such cases it is essential
to interview an informant to discover the onser and
course of the condition.

Oweractive patients

When rhe patient is overactive (e.g. because of mania)
guestions have to be limited to a few that seem parti-
cularly important, and conclusions have to be based
mainly on observations of behaviour and on sponta-
neous utterances. Sometimes the overactivity has been
made worse by attempts at physical restraint. A quiet
confident approach by the interviewer may calm the
patient enough to allow a more adequate examination.

Patients who appear confused

When patients give the history in a muddled way, and
especially when they appear perplexed or frightened,
cognitive functions should be tested early in the inter-
view. If consciousness is impaired. try to orientate
patients and reassure them. and then start the inter-
view again in a simplified form. In such cases every
effort should be made to interview another informant.

Physical examination and special investigations

The extent of the physical examination is decided
by considering diagnostic possibilities in the individ-
ual case. When there is doubt, a systematic physical
examination should be performed. When an organic
disorder is suspected, a neurological examination is
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esgsential. In selected cases this examination should
include assessment of language, constructional apraxi-
as, and agnosias. The methods of examination are
described in textbooks of neurclogy. and are learnt dur-
ing neurology training. Readers who have not had this
training are advised to study the summary of salient
points in chapter 2 of The Shorter Oxford Textbook of
Psvchiatry. to consult a textbook of neurclogy. and to
obtain supervised practice of the relevant clinical skills.

Special investigations are chosen according to the
patient’s symptoms and the diagnostic possibilities.
There is no single set of routine investigations appro-
priate for every patient. Relevant special investigations
are discussed in subsequent chapters.

Psychological tests

Psychological assessment requires special training and
it is carried out by elinical psychologists.

Tests of intelligence

In most cases it is not necessary to have a precise
assessment of intelligence. If a patient seems to be of
low intelligence, or il his psychological symptoms
could be a reaction to work beyond his intellectual
capacity. intelligence tests are essential. In child psychi-
atry. tests of intelligence are often supplemented by
tests of reading ability.

Neuropsychological tests

Such tests are available for assessing dysfunction of the
frontal or parietal cortex. Although brain imaging
methods are generally more useful in diagnosis, neu-
ropsychological tests may be used to follow the
prozress of the disorder.

Personality tests

These tests are of little value in the assessment of an
individual patient, where more can be learmnt from the
clinical assessment described earlier in this chapter.
Personality tests are more often used in research to
compare groups of patients.

Rating-scales of behaviour
Rating scales are used in certain cases to follow the

progress of a disorder, especially during behavioural
treatment (see Chapter 18).

Assessment

Stages of assessment

The stages of a full assessment are shown in Table 2.2,
ot every item in the table applies to every case but
interviewers should keep all of them in mind as the

LLLE DN Stages of assessment

The problem
* diagnosis

* LBVeTiLy

+ disablement

& elfects on others
The risks

# risk of suicide or self-harm

+ risk of a.angen.:;.ﬁness to others

The person

+ personality and life story

+ o013l circumstances

Aetiology

Progrosis
Management
Echical ssues

interview progresses. Assessment of disablement may
require information that is not available at the first
interview, but usually a provisional assessment can be
made.

The problem The assessment begins with a summary
statement of the problem, for example: a 35-year-old
mother of three children complains of depression and
is drinking excessively.

Diagnosis and differential diagnosis are considered
next. The evidence for and against each diagnosis
is assessed and the most likely one is chosen. (The
diagnosis of particular disorders is considered in the
chapters on clinical syndromes.)

Severity is usually assessed using the broad cate-
gories, mild, moderate and severe, though more pre-
cise methods are sometimes used, for example the
Beck Inventory for depression.

Disablement is assessed in terms of impairment. dis-
ability. and handicap (see p. 16).

Effects on others include, for example, the effect of
patients’ problems on their children. or spouses, as
well as the possibility of violence.

Risk of suicide and self-harm is considered in
Chapter 13.

Risk to others is considered separately below, (Risk to
the interviewer during the assessment was considered
on p. 18.)



The ill person

Personality and life story The assessment of person-
ality is described on p. 24. The patient’s ‘life story’
is assessed much as a biographer would do. making
commonsense links between previous experiences and
present ways of thinking or behaving. For example, a
serious suicide attempt following a minor set-back may
become understandable as the last stage in a sequence
of failures and frustrated hopes.

Assessing the circumstances This part of the assess-
ment is concerned with the patient’s way of life, includ-
ing the available support from family, friends, and
neighbours.

Aetiology Possible causes are divided into predispos-
ing, precipitating, and maintaining factors (see pp. 40-1).
Of these, maintaining factors. such as stressful events,
are usually the most relevant to the plan of manage-
ment since it may be possible to modify them. A life
chart is a useful way of assessing the causal role of
stressful events (see recording information, p. 32).

Management and prognosis The assessment of prog-
nosis and management of particular disorders are
described in subsequent chapters on clinical syn-
dromes. The management plan should assess the likely
value of drug treatment, psychological treatment, and
social measures. It should also consider the needs of
others, especially any children cared for by the patient.

Assessment of risk of harm to others

Few psychiatric patients present a risk to other people.
Mevertheless it is important to be prepared to assess
such problems. The assessment of risk of harm to oth-
ers is based on four kinds of information:

1. Personal factors.

2. Factors related to the disorder and its treatment.
3. Factors in the mental state.

4. Situational factors.

The first and last of these categories are relevant also
to the assessment of patients who do not have a psychi-
atric disorder but may be dangerous, for example some
patients attending emergency departments.

It is important to obtain information not only from the
patient but also, whenever possible, from other sources
such as from friends and relatives. medical records, and
social services. Also, as well as factors that increase risk,
account is taken of any obvious protective factors that could
decrease risk such as a supportive relationship. Several
factors are considered under each heading (Table 2.3).

ASSESSMENT

Risk factors for harm to others

Personal factors

T

* Prewious violence to others
& Anusocial, impulsive, or irmitable personality traits
t. Male and '_.-ourlg. B .

+ Recent life crisis

& Moar social network

# Divorced/separated

* Linempioyed

# Social instabilicy

lilness-related risk factors

#* Substance abuse”

& Treatment resistance

* Stopped treatment recently

# Poor comphance or engagement with services

Factors in the mental state

# Specific threats to a person to whom the patient has access*®
# Planming wiolence™”

# Thoughts of violence 1o others

# Hallucinations commanding violence to others

# Suicidal ideas in a severely depressed patient (ee p. 100)

. Paranoid delusions

* Delusional jealousy

* Irrcabalicy, anger, hosolicy, suspiciousness

Situational factors

* Ready avarlabilicy of weapons™
+ Confrontataion or provocation by others

* Repeat of situations that provoked previous wiolence

The starred entries on Table 2.3 are considered to
be the strongest predictors of dangerousness, OF these the
most powerful is a record of past violenge, The entry con-
cerning suicidal ideas refers o the occasional killing,
usually of one or more members of the close family, by
a person with a severe depressive disorder (see p. 100).
Situational factors are highly important. Actual or per-
ceived confrontation by others may trigger violence,
and so may the return te a situation where violence has
been expressed in the past. The predictors listed in the
table are usually thought of as acting cumulatively but
there is no reliable mathematical formula into which
they can be entered, and the final judgement depends
on clinical experience. For this reason. when risk is
judged to be increased it is often appropriate to discuss
the case with an experienced colleague.

3
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Risk management plans

Risk assessment is the first stage of a risk management
plan, which includes any steps that can be taken to
reduce the risk or to contain it. Possible interventions
depend on the nature of the risk factors that have been
identified. They include case monitoring, treatment of
psychiatric disorder. provision of extra support in the
community, compulsory admission to hospital, and. in
some cases. involvement of the police.

The risk management plan should be agreed with
any others involved in the patient’s management
If a person is identified as being at high risk of
being harmed by the patient. the need to warn this
person must be considered carefully because the
need to warn that person may override patient con-
fidentiality. In such a case the advice of an experi-
enced colleague and medicolegal advice should be
sought. Risk management plans should be reviewed
frequently.

Ethical issues

Ethical issues should be considered in the course of
every assessment. In the brief account that follows, we
assume that readers are already familiar with the gen-
eral approazch to medical ethics. Those who are not
should consult a textbook of medical ethics. The ethical
problems encountered in psychiatry are assessed.
25 in other branches of medicine. using three gen-
eral principles: (i} the patient’s right for autonomy:
(ii} the doctor's duty to do good and aveid harm: and
(iii} the reguirement to act fairly and justly (particularly
relevant 1o the allocation of resources). These prin-
ciples are applied ro individual problems in three
ways:

1. Utilitarian reasoning: that is by examining the con-
sequences to the patient and to others of different
courses of action.

2. Causistry: that is by comparing the current problem
with others that appear similar.

3.Rules: a few problems are decided by applying
shsolute rules. for example the rule that therapists
shall not exploit their patients sexually or in other
WlE,

Table 2.4 lists some ethical issues that are encoun-
tered commonly by non-specialists when dealing with
psychiatric problems. The problems are considered on
the pages given in the table, Issues of confidentiality.
which are particularly relevant 1o assessment, are sum-
marized in this chapter—see Box 2.4,

Mﬂm& ethical problems in psychiatry

Confidentialicy
+ Conhdentiality (see p. 33)

+ Confidentiality in group psychotherapy (see p. 265)
+ Confdenuality in community psychiatry (see p. 268)

Conflicts of interest

» Assessment of nisk to others (see p. 32)

# Conflict of interest in care in the community (see p 268)

Consent to treatment

* Consent (see p. 154)
» Advance directives (see p. 218)

# [nvoluntary trearment (see p. 129)

Problems of psychiatry and medicine

# Patients who refuse essential medical treatment (see p. 154)
# Geneoc counselling (see p. 157)

* Prablems related to factinous disorder (see p. 96)

Problems of resource allocation (see p. 268)

Special problems

& Problems related to the care of the elderly (see p. 218)

« Problems relaced to disorders of sexuality and gender (see
p. 206)

# Imposing values in psychotherapy (see p. 263)

+ Problems in the trearment of children and adolescents
{see p. 299)

¢ Problems in the care of people with learning disability (see p 315)

Recording information

Case notes

Good case notes are important in psychiatry, as in other
branches of medicine, for both clinical and medicolegal
reasons. Case notes are not only an aide-mémoire for the
writer but are also an essential source of information for
any other person called to help the patient in an emer-
gency. The results of the assessment and the progress
notes should be recorded with this purpose in mind.
Since patients may ask to read their notes, any informa-
tion that informants have refused to make available wo
the patient should be recorded on a separate sheet.

Prablem lists

A problem list is a useful way of summarizing a compli-
cated case. It is particularly useful in cases with both
medical and psychiatric aspects, and is therefore suit-
able for use in primary care and in general hospital
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BOX 2.4

ETHICALISSUES OF CONFIDENTIALHTEY:

General rule Confidentiality is impeortant in psychiatry because patients often reveal highly personal infor
mation. Doctors have a general duty to maintain confidentiality unless the patient gives informed consent to
disclosure.

Exceprions to the rule This general duty is overridden in two circumstances: (i) in response to a court order;
or (i) when disclosure may assist the prevention, detection, or prosecution of a major crime such as a serious
assault or the abuse of children. In both circumstances every effort should be made to obtain the patient's
informed consent to disclosure. If despite this consent is withheld. the case should be discussed with an expe-
rienced colleague and the need for medicolegal advice should be considered.

Confidentiality and the treatment team  Psychiatric treatment often involves not only the interviewer but
also other members of a treatment team. To do their job effectively, these members need at least a part of the
information given by the patient to the interviewer. Interviewers should explain the need to share information
and seek the patient's agreement to this way of working. The other members of the team must, of course,
respect the confidence of the information. The sharing of information with other members of the team for the
purpose of providing best treatment is not generally viewed by the law as a breach of confidence. Problems may
arise when the treatment plan involves other professions whose members may have slightly different practices
about confidentiality. If these problems seem possible, they should be discussed with the patient and appropri-
ate consent should be sought.

Consent to obtaining further information Generally, patients’ consent should be obtained before eliciting
information from other people. The exception to this rule is when patients who are unable to give an account
of themselves are unable 1o give consent to seeking information from others, and the information is needed to
assist them, The same considerations apply when information is given to relatives or others, concerning a
patient who is unable to give consent.

medical practice. The problem list makes the stages of
treatment clear to anyone who sees the patient when
the original doctor is not available. It is also a reminder
of times when progress should be reviewed,

An example of a problem list is shown in Table 2.5,
together with a vignette of the case to which the list
refers. In the example, the patient’s response to antide-

pressants is to be checked weekly for 3 weeks by the
family doctor. and then reviewed: the mother's
progress is to be reviewed in 3 weeks and future man-
agement is to be discussed with the geriatrician. An
appointment is to be made with a clinical psychologist
for treatment of agoraphobia, and the progress of this
arrangement i5 to be checked in 3 months. The

Case study and problem list

Case study

A Sé-year-old worman consulted her general pracutioner because of mixed anwety and depressive symptoms. The diagnosis was
depressive disorder, and the immediate cause appeared to be the stress of canng for an elderly debilitated mother (also the general
practitioner’s panent), whose condition had worsened in the last 2 months. Important contributory factors were menorrhagia and
chronic agoraphobia, wiich prevented the patient from visiting friends and relatives. The immediate plan was to trear the patient’s
depressive disarder with amitnpryline, and to obrain respite care for her mother. In the longer term, the agoraphobia would be treated
with behawiowr therapy, and a gynaecological opimon would be obtained about the menorrhagia

Problem list

Problem Action Agent Review N
Anxiety and deprassion Amitripryline nsing to 150 mg at might GP Check repanse weekly for
3 weeks then review
Caring for elderly mother Obtun respie care for maother Ceratnaan 3 weeks
Chronic agoraphobia Behaviour therapy Clinical psychologist 3 months
Menorrhagia Cynaecological opinion P 1 month
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Example of a life chart

Year Age (years) Events Physical illness Psychiatric disorder
1958 Born

1959 1

1960 2

1961 3

1952 4

1963 5 Started school Bed-wetting

185< &

1965 7

1906 g

1967 9

1968 10 Grandmaother died School refusal
15908 11

1970 12

1871 13 Father's illness Unexplained abdominal pain

1972 T4

1973 15

1974 16

1975 17

1976 18 Started at university Adjustrment desorder
1977 19

1978 20

1979 21

1980 22 Marned

sl 23

1982 24 First child boen

963 25

1582 26 Second child born

(Cagsarean section)

1585 7

1554 &

TRET s Cone biopsy

Sek 0

BE9 1

97 32

991 33

w32 4 Mother died Depressive disorder

ECE 35

T 15 Incestunal obstruction

Eir) 37

1935 38

157 3 Husbands iliness Depressive disorder
AR a7

195 £ Son saried uninersily {Depreswed)
2 42

i 43

2 &4 Husband died

21553 a5 Depressive disorder
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BOX 2.5 COMMUNICATING WITH PATIENTS AND/RELCATIVES

When giving information to patients and their relatives. it is useful to keep in mind relevant questions from
the following list.

The diagnosis

* What is the diagnosis—if it is uncertain, what are the possibilities?
# [s further information or special investigation required?

+ What may have caused the condition?

¢ What are the implications of the diagnosis for this patient's life?

The care plan

+ What is the plan, and how [ar is it likely to help the patient and the family?
& If medication 15 included:

What is its name, and why has it been chosen?

What is the dosage schedule?

What are the effects, side effects, and possible toxic effects—and what should be done if the latter are
experienced?

When should improvement be expected?
Has the patient any concerns (e.g. that antidepressants are addictive?
How long is the planned course of treatment?
¢ If psychological treatment is included:
What is invalved?
How often will it take place and how long will it last?

When should improvement be expected?

Wheo does what?

+ Will the general practitioner carry out the treatment alone, or will another person be involved (e.g. practice
nurse, consultant psychiatrist, member of community health team|?

+ If others are involved, what is their role?
» What can the family do to help the patient?

Emergencies

+ Are they likely and how can they be avoided?
+ Are there possible warning signs of a crisis?
+ Who should be approached in an emergency. and how can they be found urgently?

progress of the gynaecological referral is to be checked Life charts
in 1 month and the results incorporated into the treat- A life chart is a way of relating stressful events to the
TeRt g, occurrence of medical and psychiatric illness. The chart
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has five columns: the year, patient’s age, life events,
physical illness, and psychiatric disorder. The example
in Table 2.6 is of a woman with a depressive disorder.
She has had two episodes of emotional disorder in
childhood (bed-wetting and school refusal), a third at
the age of 18 [adjustment disorder). and a depressive
disorder at age 34. The chart shows that the episodes of
emotional disturbance were related in time to separa-
tons (starting school and going to university) and loss
(the deaths of her grandmother and mother). The pres-
ent illness is related in time to the death of her hus-
band. None of the episodes were related to physical
illness or childbirth.

Formulations

A formulation is another way of recording the results of
an assessment. Formulations were considered at the
beginning of this chapter (see p. 16 and Box 2.1).

Communicating with the patient and
others

Confidentiality

Interviewers should be aware of the ethical and legal
principles that govern the giving of information to pec-
ple other than the patient. These principles are sum-
marized in Box 2.4. Sometimes a relative or another
person telephones the interviewer to ask for informa-
tion about the patient. As a general rule, no informa-
tion should be given over the telephone. Instead the
patient should be told of the request. If he agrees that
the information should be given to the enquirer, an
interview should be arranged with that person. The cli-
nician should never allow a conspiratorial atmosphere
to develop in which he conceals from the patient con-
versations with family, friends. or others.

Explaining the diagnosis and management plan

Patients and relatives need o know more than the
diagnosis and the basic facts about treatment, It is use-
ful 1o begin by finding out what they know already, and

what help they are expecting. This information makes
it easier to meet their requirements, help with their
concerns. and explain the treatment plan. It is useful
to keep in mind the list of frequently asked questions
shown in Box 2.5. The plan should be explained in an
unhurried way, avoiding jargon, checking from time
to time that the patient (or relative) has understood,
and seeking questions. If, after a full discussion, the
patient does not accept some part of the plan, or the
relatives do not accept the role proposed for them, a
compromise should be negotiated. Sometimes it is
appropriate to write down the plan so that the patient
and relatives can consider it further, and refer to it
later.

Letters of referral to psychiatrists
A referral letter should include as a minimum:

1. The course and development of the disorder. with the
dates at which problems began or changed.

2. The mental state at the time of writing.

3. Any abmormal behaviour that may be concealed or denied
by the patient when interviewed by the psychiatrist
[e.g. excessive use of alcohol) or not recognized by
the patient [e.g. lapses of memory),

4. Relevant points in the medical history.

5. Details of any treatment, together with a note of the
therapeutic response and side effects.

6. Family relationships, including marital problems and
difficulties berween parents and children.

7. Persomality as known to the referring doctor from pre-
vious contacts with the patient.

Further reading

Goldberg, D. (ed.) (1997). The Maudsley Handbook af
Practical Psychiatry. Oxford University Press, Oxford.
A practical guide to psychiatric examination in a range of
clinical situations—including advice on managing difficult
frterviews,
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Appendix 2.1 Mini Mental State Examination®

Score Points
{Add pesnts for each corrrect response)
Orientation
1. What is the: Year? — 1
Season? -_— 1
Date? - 1
Day? — 1
Month? — 1
2, Where 15 the: Stare? —_ 1
Country? —_ 1
Town or ciry? — 1
Hospual® — 1
Floor? — 1
Registration
3 Name three objects taking 1 second to say each. Then ask the patient all three after you have said them (give one
point for each correct answer)
-_ 3
Repeat the answers unnl the patent learns all three
— 3
Attention and calculation
4 Senal 75 (give one point for each correct answer)
Stop after fve answers
Alternative: spell WORLD" backwards
- 5
Reeall
5 Ask for names of three abgects learned in Q3 (give one point for each correct answer)
— 3
Language
6. Paint o a penal and a watch, Have the patient name therm as you paing
= 2
) Have the panent repeat ‘Mo ifs, ands. and buts’
- 1
8 Have the patient follow a three-stage command:Take a paper in your right hand Fold the paper in half Put the
paper on the floor’
= 3
2 Have the patient read and obey the following 'CLOSE YOUR EYES (write itin large letcers)
— 1
0 Have the patient white a sentence of his or her ChOJEE'.{IhIE ien:éﬁce should eantain a subject and an obgect, and
should make sense; ignore spelling errors when sconing)
— 1
1. Enlarge the design printed below :0-1.5 crn per side, and have the patient copy it (Cwve one point if all sides and

angles are preserved and if the intersecung sides form a quadrangle.)

— 1
@ = Togal 30

A R_epnmed from Anthony |. C. Le Resche, L. Miaz U, Von Korf, M. B & Folsten, MUF. {1982}, Limits of the'Mins Mental State’ as a screening test for demen-
tia and delirium among hospital patients. Pychalagical Medicine 12, 397-408,




CHAPTER 3

Aetiology and the scientific
basis of psychiatry

Chapter contents Doctors need to be able to combine scientific knowl-

edge with an empathic understanding of the patient to

Aetiology and the individual form a coherent account of their patients, their illnesses,
patient 39 and their predicaments. In this chapter. we will initial-
Methodological approaches 42 1y d:e&crit:{e how thisl can be n::hi_eved for the ElEti[r:Iuglcal
formulation. We will then review ways of finding out

Keeping up-to-date: evidence-based the most up-to-date evidence for all kinds of clinical
medicine 47 guestions {but particularly methods of identifying the

best treatments for specific clinical situations) by using
the strategies of evidence-based medicine.

A knowledge of the causes of psychiatric disorders is
important for two main reasons. First, in everyday clin-
ical work it helps the doctor to evaluate possible causes
of an individual patient’s psychiatric disorder. Second,
it adds to the general understanding of psychiatric dis-
orders, which may contribute to advances in diagnosis,
treatment. or prognosis. In this section we will only
deal with the first of these—the assessment of the causes
of disorder in the individual patient. The aetiology of
specific disorders is considered when these conditions
are reviewed in subsequent chapters.

Aetiology and the individual patient

The causes of psychiatric disorder in an individual
patient can be assessed properly only if certain con-
ceptual problems are understood. These problems are
illustrated in Case study 3.1 (below),

In assessing the causal significance of these events,
the clinician can draw first on his knowledge of scien-
tific studies of depressive disorders. Genetic investiga-
tions have shown that a predisposition to depressive
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CASE STUDY 3.1iCAUSES OF PSYCHIATRIC
DISORDER

For 4 weeks a 38-year-old married man became
increasingly depressed. His symproms had started

| soon after his wife left him to live with another

| man. The following points in the history were
potentially relevant to aetiology. The patient’s mother
had received psychiatric treatment on two past oc-

| casions. once for a severe depressive disorder and
once for mania: on neither occasion was there any
apparent environmental cause for the illness. When
the patient was 14 years old, his mother went to
live with another man, leaving her children with
their father. For several years afterwards the patient
felt rejected and unhappy but eventually settled
down. He married and had two children, aged 13
and 10 at the time of his illness. Two weeks after
leaving home, the patient’s wife returned saying
that she had made a mistake and really loved her
husband. Despite her return the patient’s symp-
toms persisted and worsened. He began to wake
early. gave up his usual activities. and spoke at
times of suicide.

disorder is probably genetically transmitted (see p. 105). It
is possible, therefore, that this patent inherited this kind
of predisposition from his mother. Is the separation from
his mother likely to have been significant? There have
been several studies of the long-term effects of separating
children from their parents, but they refer to people
who were separated when younger than the patient was
at separation. 5o this body of knowledge does not help
here. Nonetheless. extrapolation from this evidence
and clinical experience suggests that his mother's de-
parture is likely to have been impornant. It is also under-
standable that a man should feel depressed when his wife
leaves him: this particular man is likely 10 be especially
affected by the experience because the event recapitu-
lates the similar distressing separation in his own child-
hood. Empathy and common sense would also sug-
gest that the patient should have felt better when his
wife came back, but he did not. This lack of improve-
ment can be explained. however. by evidence that
distressing events can induce a depressive disorder,
which then runs an independent course and requires
reatment.

This case study illustrates several important issues
concerning actiology in psychiatry: the interaction of dif-
ferent causes in a single case: the need 10 distinguish
different kinds of cause: the concept of stress and of psy-

chological reactions to it; and the roles of scientific evi-
dence and of evaluation based on empathy and commeon
sense.

Explaining and understanding

There are two ways of trying to make sense of the
causes of a patient’s problems. Both are useful, but it
is important to distinguish between them. The first
approach is quantitative and based on research find-
ings: for example. a person's aggressive behaviour may
be explained as the result of an injury to the frontal
cortex sustained in a road accident. This statement
draws on the results of scientific studies of the be-
haviour of patients with damage to various areas of
the brain, It is conventional to refer to this kind of
statement as explaining the behaviour,

The second approach is qualitative and is based on an
empathic understanding of human behaviour, We use
this appreach when we decide, for example, that a per-
son was aggressive because his wife was insulted by a
neighbour. The connection between these two events
makes sense: it is convincing even though no guantita-
tive study has shown a statistical association between
aggression and this kind of insult. It is conventional to
refer to this kind of statement as understanding the
cause of the behaviour.

In every branch of medicine doctors need to explain
and to understand their patients’ problems. In psychia-
try understanding is often a particularly important part
of the investigation of aetiology.

Remote causes and multiple causes

In psychiatry. certain events in childhood are asso-
ciated with psychiatric disorder in adult life. For exam-
ple. subjects who develep schizophrenia are more likely
than controls to have been exposed 1o complications of
pregnancy and labour.

One cause can lead to several effects: for example, lack of
parental affection in childhood has been reported to
predispose to suicide, antisocial behaviour, and depres-
sive disorder. Conversely, a single ¢ffect can have several
causes, which act singly or in combination. For example,
learning disability can be caused by any one of several
distinet genetic abnormalities, whilst a depressive dis-
order can be caused by the combined effects of genetic
factors and recent stressful events,

Classification of causes

When there are multiple causes it is useful to group
them into predisposing, precipitating, and perpetuat-
ing factors (Fig. 3.1; Table 3.1).



Predisposing factors
Constitution
Precipitating += Hllness
factoss

+—0 Perpetuating
facrors

Recoveryfchranicity

Fig. 3.1 Predisposing, precipitating, and perpetuating factors
(see also Table 3.1)

Predisposing, precipitating, and
perpetuating facrors in psychiatric disorder

¢ Predusposing factors

* Cenetic endowment

L EI!"I'I.I'IFGI'II'I'IE‘I'I[ i rlera
# Trauma at birth

= Social/psychological factors in development
# Precipitating factors

& Physical diseases, drugs
* Paychological stressors
& Social changes

¢ Perpetuaning facors

& Intrinsic to the dsorder

# Social arcumstances

Predisposing factors determine vulnerability to other
causes that act close to the time of the illness. Many
predisposing factors act early in life, for example: gen-
etic endowment: the environment i ulers; [rauma at
birth; and social and psychological factors in infancy
and childhood.

Precipitating factors are events that occur shortly
before the onset of a disorder and appear to have
induced it. They may be physical. psychological, or
social. Physical precipitating causes include diseases
such as cerebral wimour, and the effects of drugs taken
for treatment or used illegally. An example of a psycho-
logical cause is bereavement: while moving home is a
social cause. Some causes may act in more than one way:
for example, a head injury may induce a psychiatric
disorder through physical changes in the brain and
through psychological effects.

AETIOLOGY AND THE INDIVIDUAL PATIENT

Perpetuating factors prolong a disorder after it has
begun, Sometimes a feature of a disorder makes it self-
perpetuating (e.g. some ways of thinking commonly
prolong anxiety disorders, see p. 77). Social factors
are also important {e.g. overprotective attitudes of rela-
tives). Awareness of perpetuating factors is particularly
important in planning treatment because they may be
maodifiable even when little can be done about pre-
disposing and precipitating factors.

Models in aetiology

In discussions of actiology the word ‘model’ is often
used to mean a way of ordering information. Like a
theory, a model secks to explain certain phenomena
and to show the relationships between them. Unlike a
theory, it does so in a broad and comprehensive way
that cannot be proved wrong by carrying out an experi-
ment. Darwin's ideas of natural selection are an exam-
ple of a successful model in the biological sciences.
Freudian theory is an example of a model that was
widely used in the past in psychiatry.

Reductionist models seek to understand causation
by tracing back to simpler, earlier stages. This kind
of model, which is familiar in science, is exemplified
in psychiatry by the supposition that schizophrenia is
caused by disordered neurotransmission in certain
areas of the brain,

Mon-reductionist models seek to understand causa-
tion in terms of a wider (rather than a narrower) set of
issues. This kind of model, which is familiar in the
social sciences, is exemplified in psychiatry by the sup-
position that the cause of a patient’s neurosis is in his
family, and that his symptoms are only one aspect of a
disordered family life.

The medical model is an approach to research in
which psychiatric disorders are investigated in ways
that have proved useful in general medicine. For
example, by identifying regularly ocourring patterns of
symptoms (syndromes) and relating them to pathologi-
cal findings. This model has proved particularly useful
in investigating organic psychiatric disorders, and in
studying schizophrenia and severe affective disorders.
It is less wseful, although not without value, in the
study of neuroses and personality disorders.

The behavioural model refers to an approach to
research in which psychiatric disorders are explained in
terms of factors that determine normal behaviour: for
example drives and reinforcements, attitudes and beliefs,
and cultural influences. This model has been most use-
ful in investigating neuroses and personality disorders.
Behavioural models can be either reductionist (e.g. expla-
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nations in terms of-:ondil:ic-ning] of non-reductionist (g BOX 3.1 EPIDEMIOLOGY: DEFINITIONS

explanations in terms of social infiuences
R h Case A person in the population or study group

: identified as having the disorder. In chiatry, the
Methodnlog‘cal apprnaches case definition is usfally a set of ngrerf;}::riterg ora
In this section it is not our intention to provide an cut-off point on a continuous scale.

extensive review of the aetiology of psychiatric dis- | pate The ratio of the number of cases to the num-
orders. Current knowledge about the causes of specific ber of peaple in a defined population.

disorders is presented in the relevant chapters. Here,
we provide a brief summary of the kinds of approach
that have been. and are being, used in investigating
the causes of psychiatric disorder. We suggest that the

reader first reads the aeticlogy sections in the following
chapters, using this section as a guide to allow them to Incidence The rate for new cases. Inception rates

Prevalence The rate for all cases, new and old.
Prevalence may be determined on a particular occa-
sion (point prevalence) or over a period of time (e.g.
1-year prevalence).

keep up to date with advances in knowledge. represent the number of people who were healthy
at the beginning of a defined period but became ill
Epidemiology during it. Lifetime expectation represents the number

of people who could be expected to develop a par-

Epidemiology is the study of the distribution of diseases
ticular illness in the course of their whole life.

in space and time within a population, and of the factors
that influence this distribution. In psychiatry, epidemio-
logy is used to provide information about prevalence
{which is useful for planning services) and about causa-
tion. Information about the epidemiology of particular
psychiatric disorders is given in other chapters in this Genatics
book. Some terms used in epidemioclogy are defined in
Box 3.1,

In psychiatry, the best method of case definition is
usually by reference to the definitions in a standard 1. The relative contributions of genetic and environ-
system of classification, such as DSM-IV or ICD-10 (see mental factors to aetiology.

Chapter 1). The main types of study designs used in
psychiatric epidemiology are shown in Box 3.2,

Genetic studies in psychiatry are concerned with three
issues:

BOX 32 STUDY DESIGNS USED/IN PSYCHIATRIC EPIDEMIOLOGY

Case-control study This is an observational study comparing the frequency of an exposure in a group of per-

sons with the disease of interest (cases) with a group of persons without the disease (controls). Case-control stud-

ies are commonly used to look for risk factors for psychiatric disorders. For example. a finding that a group of

patients with schizophrenia had a higher rate of exposure to birth complications than a non-schizophrenic con-

trol group could be interpreted as meaning that birth complications predisposed to schizophrenia. Case-con-
| trol studies are quick to do and relatively cheap, but are susceptible to bias.

- Cohort study This is an observational study in which a group of persons without the disorder are followed up

! to see which of them get the disorder. For example. a cohort of newly delivered babies could be followed
through childhood and adolescence to see which of them developed schizophrenia—and if any birth character-
istics are associated with a higher risk for the disorder. Cohort studies are potentially less susceptible to bias,
but take a long time to do and are expensive.

Prevalence (or cross-sectional) study This is an observational study in which the presence or absence of a
disorder and any other variable of interest is measured in a defined population. For example, a sample of home-
less people could be surveyed to estimate the prevalence of schizophrenia,

Ecological studies These studies examine the rates of disorder in the population and relate them to other
population rates of factors in the environment. For example, in the UK. it was observed that there was a reduc-
tion in the suicide rate following the change from coal gas 1o natural gas. This was interpreted as showing that
reducing the availability of methods could prevent suicide,




2. The mode of inheritance of disorders that have a
genetic basis,

3. Biochemical mechanisms involved in hereditary
disease.

Some progress has been made with answering the
first two questions, but little with the third.

Three methods have been used to study these prob-
lems. Epidemiclogical methods of studying popu-
lations and families can evaluate the contribution of
genetic factors to aetiology, and throw light on the
mode of inheritance fe.g. whether dominant or reces-
sive). The main study designs are shown in Box 3.3
Cytogenetics and molecular genetics provide infor-
mation about chromosomal and genetic abnormalities
and the mechanisms of inheritance (Box 3.4).

Biochemical studies

Biochemical studies in psychiatry are difficult to carry
out for three main reasons.

METHODOLOGICAL APPROACHES

L. The living brain is inaccessible to direct study and
post-mortem tissue is not often available (since most
psychiatric disorders do not lead to death). To over-
come this problem, indirect approaches have been
made through more accessible sites. Their value has
been limited because concentrations of substances in
cerebrospinal fluid. blood. and urine (especially in
the latter two), have uncertain relationships to their
concentrations in the brain,

2. Animal studies are of limited use because there are

no obvious parallels in animals to the mental disor-
ders found in man. {(Animal studies are useful, how-
ever, in the study of the actions of drugs on the
brain.)

3.1t is difficult to prove that any Biochemical ab-

normalities detected are causal and not secondary
either to changes in diet or in activity induced by the
mental disorder, or to the effects of drugs used in
treatment.
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Family risk studies The affected people (probands) are identified, rates of disorder are determined among var-
ious classes of relatives, and these rates are compared with those in the general population. From the observed
prevalence, estimates are computed of the numbers of people likely to develop the condition subsequently.
These corrected figures are called expectancy rates or morbid risks. Rates higher than those expected in the gener-
al population show that a familial cause is likely. Family studies can show whether a condition is familial but
they do not distinguish between the effects of inheritance and those of family environment,

Twin studies Comparisons are made between concordance rates in uniovular (monozygotic, or MZ) twins and
in binovular (dizygotic, or DZ) twins. If concordance is significantly greater among uniovular twins than among
binovular twins, a significant genetic component is inferred. A more precise estimate of the contributions of
heredity and environment can be made by comparing the rates of disorder among the rare cases of MZ twins
reared apart, with the rates among MZ twins reared together. If the rates are the same in those reared apart and
those rearved together, this indicates an important genetic component to actiology.

Adoption studies Children who, since early infancy, have been reared by unrelated adoptive parents are
studied. Two comparisens can be made. The first is between adopted persons with a biological parent who had
the disorder under investigation, and adopted persons with biological parents free from the disorder. A higher
rate of the disorder among the former indicates a genetic cause. The second comparison is between the biolog-
ical parents and the adoptive parents of adopted persons who have the disorder. A higher rate of the disorder
among the biological parents indicates a genetic cause. Such studies can be affected by several biases: for exam-
ple. adoptees may be assigned to adoptive parents on the basis of the socioeconomic status of the biological
parents. In psychiatry, adoption studies have been applied to schizophrenia (see p. 126) and affective disorder
(sec p. 105), and the findings point to genetic causes in both conditions.

Mode of inheritance This is assessed by using statistical methods to test the closeness of fit between the
rates of disorder in various classes of relatives of the probands. and the rates predicted by various models of
inheritance (e.g. dominant, recessive, sex-linked). When applied to psychiatric disorders, such studies have
generally given equivocal results, suggesting that the mode of inheritance is not simple,
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BOX 34 STUDY DESIGNS USED IN CELLULAR AND MOLECULAR GENETICS

Cytogenetic studies These aim to identify abnormalities in the structure or number of chromosomes.
I Karyetyping is a commonly used technique in which chromosomal spreads are examined with a microscope.

Cytogenetic abnormalities have been identified as causes of learning disabilities (e.g. Down’s syndrome, in
which there is a trisomy of chromosome 21). Chromosomal abnormalities have not been identified as a primary
cause of functional psychiatric disorders although. occasionally, such abnormalities may give indirect clues to
the aetiology of some disorders. For example, subjects with the velo-cardio-facial smdrome (associated with a dele-
tion on chromosome 22) have a high incidence of bipolar affective disorder.

Linkage studies These studies seek to identify the chromosomal region likely to be carrying the genes
responsible for a disorder in a family or group of families. Linkage studies have been successful in identifying
the genes causing Huntington's disease and familial Alzheimer's syndrome. Their role is limited in disorders
that are not due to single major genes, such as most psychiatric disorders. There are also problems in using
linkage studies in psychiatric disorders due to uncertain phenotypes and statistical complexities. To date, no
confirmed linkage has been found berween a commen psychiatric disorder and a single specific chromosomal
| region.

Association studies These are case-control studies (see Box 3.2) in which the frequency of a genetic variant
| (or polymorphismfallelic variant) in a group of subjects with a disorder is compared to the frequency of the vari-
ant in a group of subjects without the disorder. The advantages of association studies compared to linkage stud-
ies are that they are easier to perform in complex disorders, they do not need familial samples. and they make
| fewer statististical assumptions. The disadvantages are that they require a candidate gene (a genetic marker that is
| close to or part of a gene that is suspected of being involved in the disorder) and that they are susceptible to con-
Jounding (a situation when an observed association with a gene or other cause is simply due to other differences
berween the cases and controls). So far, although encouraging. association studies have not produced unequiv-
ocal results in psychiatric disorders.

Brain-imaging technigues

Structural imaging technigues

Computenzed tomography (CT scan) Xerays taken of the brain from many different angles combined 1o produce
a senes of images o7 "sices’ through the brain. It has demonstrared lateral
wvenincelar enlargement in schizophrenia

Magneis resanance imaging Mon-onaning radio-waves directed at the brain (MRI scan) in the presence
of 2 strong magnenc feld. Asymmetncal nuclei align and resonare,
producing signals which are converted into an image by a computer. It has
demonstrated mode subtle bran abnormalicies in schizophrenia

Functional imaging techniques

Positron emussion tomography (PET scan) Radiolabelled short-nng sotopes (produced in a cyclotron) are injected
and emit radzaton, which & detected by a scanner and converted to an
image b a compaster, It is used (0 measure regional cerebral blood Aow and
ligand bending

Singhe photon emession tomography (SPET scan) This is simpler than PET and does not require a cyclotron Phatons emitted
by anpected ragicchermicals are devected by a rotaung gamma camera. Ic i
used 1o measure regiona cerebral blood flow and ligand binding

Functiona! magnetic resonance imaging (IMRL) Thig is based on the sensitivity of MRI 1o magnetic effects caused by
varizbons in the axygenation of haemaglobin, which i induced by local
changes in blood flow duning task activation. Because it does not invalve
radauion, it may be used repeatedly in the same subject




Despite these problems, biochemical studies of post-
mortem brain tissue have been moderately informative
in Alzheimer's discase, schizophrenia, and affective
disorder. In Alzheimer's disease there is a widespread
decline of transmitter function: however, this decline
could be no more than a consequence of the loss of
cells in this disorder. In schizophrenia, the density of
dopamine receptors is increased in the caudate nucleus
and nucleus accumbens, but this increase could be the
result of treatment with antipsychotic drugs. which
block dopamine receptors and so might lead to a com-
pensatory increase in their density. In severe affective
disorder, some studies have found reduced 5-HT (sero-
tonin) function in the brainstem. but these findings
were based on patients who had died by suicide, and
they could result from terminal anoxia or the drugs
used for suicide.

More recently, brainamaging methods have been used
to study biochemical function in living brain tissue

(Table 3.2).

Pharmacology

If a drug alleviates a disorder, and if the mode of action
of the drug is known. then it might be possible to infer
the biochemical abnormality underlying the disorder.
This line of argument must be pursued cautiously, how-
ever, since effective drugs do not always act directly on
the biochemical abnormality underlying the disorder.
For example. anticholinergic drugs are effective in
Parkinson’s disease but the symptoms of this disorder
are caused by a defect in dopaminergic transmission,
not by an excess of cholinergic transmission.

Endocrinology

In psychiatric patients tests of endocrine function have
been used to study the following:

+ Tests have been used to determine how hormonal
activity changes in psychiatric disorder. For example,
it has been shown that cortisol is produced at an
increased rate in depressed patients.

¢ Changes in endocrine function have been used as
indirect measures of other processes. This usage is
possible because many endocrine functions are cone
trolled through neurotransmitters that could be
involved in causing psychiatric disorder. Thus, if an
abnormality in endocrine function is due to the
disordered function of a particular neurotransmitter
in one brain system. it is possible that the same
neuretransmitter could be functioning abnormally
in another brain system, and that this second mal-

METHODOLOGICAL APPROACHES

functioning could be the cause of the psychiatric
disorder. For example, endocrine abnormalities indi-
cating reduced 5-HT [unction have been found in
depressive disorder, and it has been proposed that
more widespread reduction of 5-HT is a cause of this
disorder.

Meuropathology

Post-mortem brain studies have been carried out for
over a century, yielding useful information about de-
mentias and other organic disorders, but until recently
they have shown no consistent abnormalities in the
functional psychoses. Modern quantitative methods
have demonstrated abnormalities in the medial tem-
poral lobes and other brain areas of patients with schizo-
phrenia, and these abnormalities could be relevant
to the aetiology of this disorder. Advances in brain-
imaging techniques have provided a method of investi-
gating the structure and function of the brain before
death (Table 3.2},

Electrophysiology

Electrophysiological recordings made with electrodes
on the skull surface {as in electroencephalography) do
not give precise information about the nature and site
of abnormal brain activity and have contributed little
to the understanding of psychiatric disorders, except
for those related to epilepsy.

Psychology

Psychology is the study of normal behaviour., and is there-
fore highly relevant to the study of abnormal behaviour
in mental disorders. Psychological studies have contri-
buted to the understanding of causes of anxiety disorders
ip. 84). but their main importance is not in relation to the
onset of psychiatric disorder but to the factors that main-
tain the disorders once started. The most relevant psy-
chological mechanisms concern conditioning. social
learning, and cognitive processing. (Readers who are
unfamiliar with these concepts should consult a textbook
of psychology or behavioural science.)

Classic conditioning Learning through association
explains, for example, the development of situational
anxiety in phobic patients following an inirial anack of
anxiety in the situation (see p. 30).

Operant conditioning The reinforcement of behav-
iour by its consequences explains, for example, the
maintenance of disruptive behaviour in some patients
by the extra attention that is provided by staff or rela-
tives when this behaviour ocours.
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Cognitive processes are concerned with aspects of the
ways in which patients select, interpret, and act on the
information from the sense organs and memory stores.
Some disorders are maintained, in part, by the ways
that patients think about the physical symploms asso-
ciated with emotional arousal. For example, patients
with panic disorder think that palpitations are a
precursor of a heart attack and so become more anx-
ious (see pp. 83-4). Knowledge of these psychological
mechanisms led to the development of the cognitive-
behaviour therapies (see Chapter 18).

Coping mechanisms are ways in which people
attempt to deal with stressors. The term is used in both
a wide and narrow sense. The wide sense includes any
way of responding to stressors, whether or not the
response reduces the stress reaction. The narrow sense
refers only to ways of responding that reduce the stress
reaction. To aveid confusion it is useful to apply the
terms maledaptive or ingffective to responses that fil to
reduce the stress reaction. or do so but cause other
problems (e.g. taking an excessive amount of alcohal).
Coping mechanisms have rwo components: (i) internal
processes; and (ii) observable behaviour. For example,
after bereavement. a person’s coping mechanisms
might include thinking about religious beliefs (an inter-
nal process) and joining a social club to combat loneli-
ness (observable behaviour). Another internal coping
mechanism is to change the meaning attached to an
event; for example, an imposed alteration of job may
be regarded at first as a threat but later as a challenging
opportunity. Examples of maladaptive coping mecha-
nisms are avoiding the problem or consuming alcohol
to relieve distress.

Ethology

Ethology. which is concerned with the observation and
description of behaviour, has contributed usefully to re-
search imto behaviour disorders of children. The methods
provide quantitative observations that allow comparisons
of an individual’s behaviour with that of other people,
and with relevant behaviour in animals. Thus, the effects
of separating human infanmis and infam monkeys from
their mothers have been shown to be similar in cenain
ways: for example, infants of both kinds are distressed
and active at first. and then call less and adopt a hunched
posture. Such parallels help to distinguish between
innate and culturally determined aspects of behaviour.

Sociology

Clinical aobservations indicate that psychiatric disorder
may be provoked or influenced by factors in the social

environment. Sociology, the study of human society, is
therefore a potentially valuable source of information
abour the causes of psychiatric disorder, The main
sociological concepts that have been applied to psychi-
atric disorders are listed below.

Social role Behaviour that develops as a result of other
people’s expectations of, or demands on, a person. Each
individual takes more than one role (e.g. as worker,
father, husband, and so on).

Sick role Behaviour expected and required of an ill per-
son. It includes exemption from some responsibilities,
the right to expect help from others, the expectation of
a wish to recover, and an obligation to seek treatment.

liness behaviour The behaviour of the person in the
sick role. It includes seeking help, consulting doctors,
taking medicines, and giving up responsibilities. A per-
son may adopt the sick role and show illness behaviour
without having any illness, or may show illness behav-
iour that is out of proportion to the degree of ill health
[see Chapter 11).

Social elass Status within society, determined usually
on the basis of job or income. There is an associa-
tion between schizophrenia and low social class [sce
Chapter 9).

Life event A stressful aspect of living that may be asso-
ciated with changes in health status. Life events have
been shown to contribute to the onset and mainte-
nance of schizophrenia, affective disorder, and some
other psychiatric disorders.

Culrure The way of life shared by a group of human
beings. A subculture is the way of life shared by a sub-
group within a wider eultural group. Culture affects the
ways peaple behave when ill (the sick rele and illness
behaviour mentioned above), as well as the routines
and values of carers and families. The presentation
and course of mental disorders may be influenced by
cultural factors.

Social mobility A change of role or starus in a society.
Schizophrenia may lead to downward social mobility
(decline 1o a lower social class), while upward mobilicy
may be a stressful experience provoking an adjustment
disorder.

Migration Movement between societies. Migration can
be a stressful experience and it has been suggested as a
cause of mental disorder.

Social institution An established social organization
{e.g the family, school, or hospital). The roles taken by



the mother and father, and in the relationships
between the ‘nuclear’ family of parents and children,
and the ‘extended’ family of grandparents, aunts, and
uncles may differ between cultures, These family differ
ences are important in understanding the impact of
one member's illness on other family members.

Total institution An institution in which the inmates
spend all their time in the one place and have little
freedom to choose their way of life: long-stay psychi-
atric hospitals can be total institutions. If life in the
institution is unduly ordered. repetitive, and restric-
tive. the people living there may lose initiative, with-
draw into fantasy, or rebel. In this way, institutional
living can add further handicaps ("institutionalization’)
to those of the mental disorder.

Keeping up-to-date: evidence-based
medicine

Although every effort is made to ensure that textbooks
(including this one!) are accurate, comprehensive, and
up to date, inevitably as knowledge increases. they
become out of date. For example, questions about Lreat-
ment arise frequently in clinical practice. Although the
doctor will have learned about treatments during his
training. it is in this area of practice that the most rapid
advances occur and so it is the most difficult aspect to
keep up to date. New drugs, other kinds of treatment,

KEEPING UP-TO-DATE. EVIDENCE-BASED MEDICINE

and other clinical procedures are being introduced all
the time and it can be difficult for a doctor to find unbi-
ased information about them,

The doctor needs a way of quickly accessing the best
available information—and also needs o know how to
combine it with his understanding of the patient and
their preferences. In the past, the doctor had to rely on
potentially out-of<date or biased sources of information
such as textbooks, authoritative reviews, promotional
materials, or, most commonly, the opinions of col-
leagues. Recently, a number of techniques derived from
advances in clinical epidemiology and information sci-
ence have been introduced. Collectively, these strate-
gies are often called evidence-based medicine (EBM)
and they are helpful for answering frequently arising
clinical questions and keeping up to date.

It is sometimes thought that there is little evidence
on which to base treatment decisions in psychiatry—
and that psychiatry is too complex to be susceptible to
this approach. Both of these assumptions are wrong. [n
fact. there is a great deal of evidence in psychiatry,
probably as much as in any other branch of medicine,
The aim of EBM is to allow the doctor to access the
best available evidence as quickly as possible and to
integrate it with his clinical expertise to best help a par-
ticular patient. EBM also helps answer questions regard-
ing diagnosis, prognosis, and aetiology (Table 3.3). Details
of some of the most useful sources of evidence are
provided in Box 3.5.

WL RN Types of clinical question and best study design

Type of question Form of the question Best soudy design
Diagnosis How likely is a panent who has a particular A eross-sectional study of pabents suspected af having
a specific disorder? the symptom, sign, or diagnastc test result 1o have
disorder, comparing the propartion of patients who
really have the disorder and wheo have a positive test with
the proporten of patents who do not have the disorder
and who have a positive test result
Treatment Is the treatment of interess mode effecoive in A randomized controlled teial (RCT) i wiich the patients
producmg a desired outcome than an alternatve are randomly allocated to recewve either the treatment of
treatment {including no treatment)? interest of the alcernative
Prognosis How likely 15 a specific autcame in this patent? A soudy inowhich aninception cofort (patents at a
comman stage in the development of the illiness,
especially first onser) are followed up for an adequarte
length of time
Aeticlogy What has caused the dsorder? A study chat compares the frequency of an exposure ina

group of persons with the disease (coses) of interest with
a group of persons withour the disease (contrals)—this
may be an ACT, a case-control stuedy, or a cohort study
[see Box 31)
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BOX 3.5 SOURCES OF EVIDENCE

The National Electronic Library for Health (http:jwww.nelh.nhs.ukf) and The National Electronic Library
for Mental Health (hup:ffwww.nelmh.orgf) Web resources that act as portals to any other sources of high
quality evidence, including several of those listed below.

The Cochrane Library This is published quarterly on CD-ROM, floppy disk, and the world wide web
(hotp:ffwww.cochrane.orgfreviews/index.htm). It contains:

# The Cochrame Database of Systematic Reviews (CDSR). This is a continually updared darabase of high quality sys-
tematic reviews maintained by the Cochrane Collaboration. The reviews are published in a uniform format.

The CDSR is probably the best place 1o start searching.

+ The Database of Abstracis of Reviews of Effectiveness (DARE). This is a database of critically appraised non-Cochrane
reviews maintained by the UK National Health Service Centre for Reviews and Dissemination.

¢ The Cochrane Controlled Trials Register. This is a database of controlled clinical trials identified by the Cachrane
Collaboration. Many of them are not indexed on MEDLINE or other bibliographic databases.

+ The Cochrane Review Methodology Database. This is a comprehensive database of methodological articles.

PubMed (httpolfwww nebinlmonih govientrez/queryfogi]  This is the online portal to MEDLINE, the computer-

ized index of biomedical journals maintained by the Mational Library of Medicine in the USA. It contains about
45% of relevant articles and is best at covering articles published in English. PubMed has a number of search
filters that allow rapid searching for the most relevant articles.

PsycLIT An electronic database similar to MEDLINE, but maintained by the American Psychological
Association and specifically covering psychology and psychiatry journals,

EMBASE A European equivalent of MEDLINE, good for searching for drug trials.

Evidence-based Mental Health (hitpilebmh.bmjjournals.com) This is a journal that publishes systematically
E selected abstracts of the best mental health evidence research as it is published

As we hope we have illustrated in this chapter, clini-
cal decisions need to be based on other factors as well
as sound scientific evidence. These factors involve an

Further reading
Sackeqt. D. L., Straus, S., Richardson, §.. Rosenberg, W. &

understanding of the patient and their circumstances
and preferences. They also include an awareness of the
costs of new treatments. Limited resources mean that
there is an increasing requirement for new treatments
to be at least as effective as existing treatments, but
also 1o confer some additional added value, such as
fewer adverse effects or reduced costs.

Haynes, R. B. {2000). Evidence-based Medicine: How to
Practise and Teach EBM, 2nd edn. Churchill Livingstone,
Edinburgh.
How to search for, eritically appraise, and wse research evi
dence in everyday clinical practice.

Lawrie, 5. M., Mcintosh, A. & Rao, 5. (2000). Critical Ap-
praisal for Psychiatrisis. Churchill Livingstone, Edinburgh.
Critical appraisal of sclentific articles for evidence-based

practice in psychiatry
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Personality and its
disorders

The term personality refers to the enduring charac-
teristics of an individual as shown in ways of behaving
in a wide variety of circumstances. Every personality is
unique but there are common features, called traits
that are observed in different degrees in different peo-
ple. These traits provide a useful structure in which to
describe personality: for example, sociability. aggressiv-
ity, and impulsivity. As these examples indicate, per-
sonalities have both favourable and unfavourable
features and a textbook description necessarily devotes
more space to the latter. In clinical work it is important
to explore the favourable features of the personality
as thoroughly as the unfavourable ones because it is
usually easier to encourage the former than it is to
discourage the later

Clinicians need to understand the personality of all
their patients because this helps to predict their
response o illness and its treatment. Clinicians also
need to understand the minority of patients who have a
personality disorder. that is a personality that causes
problems for the patients or for these around them.
People with a personality disorder may:

& react in unusual ways to illness or to treatment, for exam-
ple by becoming overdependent or aggressive;

¢ behave in unusual ways when mentally ill, so that diagno-
sis is difficult;

& react unnsually to stressful events, for example by becom-
ing aggressive or histrionic instead of anxious.
Sometimes these reactions are so unusual that they
may be mistaken for a psychiatric disorder;
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# behave in ways that are stressfil or dangerous to them-
selves or other people;

# develop other psychiatric disorders more often than other
people.

All clinicians need 1o be able to: (i) evaluate personal-
ity and determine when it is abnormal; (i} distinguish
personality disorder from psychiatric disorder: (iii)
manage the effects of abnormal personality as it affects
their own practice; and (iv) know when to refer to a
specialist.

What is personality disorder?

It not difficult to agree that extreme deviations of
personality should be classified as disorders, but it is
difficult to draw a line berween normal personality and
personality disorder. If personality could be measured
like intelligence. a statistical cut-off could be used (e.g.
two standard deviations from the population mean).
However, although psychologists have devised meas-
ures of some traits, there are no reliable and wvalid
measures of the aspects of personality that are most
important in clinical practice. In the absence of such
measures. a simple pragmatic criterion is used: a per-
sonality is disordered when it causes suffering (o the person or
ta other people. This definition may appear simplistic and
it is certainly subjective, but it is nevertheless useful
in clinical practice and no better alternative has been
devised,

Personality disorder versus psychiatric disorder

Personality disorder, like other kinds of personality.
develops gradually from the early years through adoles-
eence—there is no clear time of onset. Psychiatric dis-
order has a definable onset. Differential diagnosis
therefore depends on a reliable history of the onset and
course of the disorder. and on evidence of the presence
or absence of the characteristic features of the various
psychiatric disorders. Difficulties arise occasionally
when schizophrenia develops slowly in adolescence,
when it is difficult to distinguish it from personality
disorder (see p. 125).

Personality change

By definition. personality is enduring and stable. Small
changes ofien take place very gradually over many
years; for example a person may become less impulsive
and aggressive in middle or late life. The term per-
sonality change does not refer to these gradual modi-
fications but to the more abrupt changes thar result
sometimes from:

* fnjury to, or erganic disease of, the brain;

« residual effects of severe mental disorder, usually schizo-
phrenia;

» exceprionally severe stressful expertences such as those
experienced by hostages or victims of severe torture.

Assessment of personality

The assessment of personality was described briefly in
Chapter 2. The reader may find it useful to refer 1o this
account again before continuing with the more
detailed description given below,

Sources of information

In everyday life we learn about the personalities of pec-
ple we know by observing how they respond in various
circumstances over the time that we have known
them. Clinicians get 1o know some of their patients in
the same way but they also have to be able to assess the
personality of patients whom they have not known
for long. To do this they can draw on four sources of
information:

1. A description by someone who knows the patient
well. Provided that person is observant and reliable,
this is usually the best source.

2. A patient’s own account of their past behaviour in a
variety of circumstances. This is less objective but
potentially more complete.

3. A patient’s self-description of personality. This is also
subjective and sometimes influenced by the wish to
create a good impression, or by depression or elation.

4. The patient’s behaviour in the interview. This is
often unreliable because it is influenced by tem-
porary factors such as anxiety, depression, or elation.

The evaluation of personality formed from the last two
of these items should be checked by comparing it with
an objective record of past achievements and diffi-
culties and, whenever possible, with the accounts of
people who know the patient well,

Describing normal personality

Unless there is a personality disorder (see below). per-
sonality can be described withourt using technical terms
by listing relevant attributes, for example: pessimistic,
overcautious, and prone o worry excessively: or pre-
cise and reliable but touchy and easily offended; or out-
going and generous but highly emotional. Such briel
descriptions are sufficient in most clinical situations.
Nevertheless it is important to employ a standard



J A scheme for assessing personality

#+ Relavonships

* Habirwal mood

+ Other traits (see Table 4.2}
* Auitudes and standards

* Habus

Commaon personality traits {for brevity, only
negative attributes are listed; corresponding positive
features should also be noted)

+ Prane to worry

& Sonicy, fussy, rigid

* Lacking self-confidence
* Sensigive

& Suspicious, jealous

& Untrusting, resentful

& Impulsie

® Artennon seeking

* DEpﬂndt;:'lt

] Irr;uhlo,quarrelsnmc-

& Apgaressive

# Lacking concern for others

methed of enquiry to ensure that all relevant aspects of
personality have been considered. The usual scheme is
shown in Table 4.1, Some useful words for describing
personality are is listed in Table 4.2

When a patient asks advice for a problem. personali-
ty assessment is at first concerned with traits that can
lead o difficulties and with those could help Lo explain
the presenting problem, It is, however, imporant to go
on to assess traits that are actual or potential assets,
Some traits are assels in one situation but cause prob-
lems in others. For example, to be orderly and precise
may be an asset in certain kinds of work but a problem
when faced with the uncertainties of physical illness,

Systematic enquiries about personality

As with other assessments, the amount of derail
required in personality assessment varies with the
problem and the sitvation. The following account indi-
cates the Full range of enquiries under each of
the headings in the scheme for assessment. Students
should practice the full scheme repeatedly before using
a more selective approach as they gain experience.
When time is short, as in an emergency. only a few

ASSESSMENT OF PERSONALITY

points relevant to the immediate problem can be cov-
ered. Others, more relevant to further care, can be
considered later.

Starting the enquiry

Before starting the specific enquiries listed below, it is
useful to ask a general question: for example: ‘How do
you think your friends and family would describe your
personality™

Relationships

This section is concerned with relationships at work (with
colleagues, people in authority, and juniors) and with
friends, and with imtimate relotionships. The interviewer
asks whether the patient makes friends easily, has few
friends or many. has close friends in whom he or she
can confide, and has lasting friendships. The inter-
viewer also asks whether the patient is sociable and
confident in company, or shy and reserved.

Habitual mood

The aim is to discover the person’s habitual mood. not
the present or recent mood. The interviewer asks
whether mood is generally cheerful or gloomy, stable
or changeable. If mood is changeable, the interviewer
asks how long the changes last. and whether they
ocour spontancously or in relation to events. Finally,
the interviewer asks whether the person shows his feel-
ings or hides them.

Other traits

When enquiring about other personality traits it is use-
ful to keep in mind the list of qualities in Table 4.2.
Each characteristic has a positive as well as a negative
side and it 15 appropriate to ask patients where they lie
between the extremes; for example, “Some people are
placid, others get into arguments—where do you fit
in?" It is useful to check answers by asking for examples
from the patient's recent life. Characteristics such as
jealousy or lack of feeling for others may not be revealed
because the person is ashamed of them or does not
recognize their presence. When there is doubt. the
patient's own account should be checked against those
of informants. Observations should be recorded objec-
tively, avoiding value judgements. Imprecise terms such
as ‘immarure” or ‘inadequate’ should not be used: instead,
the interviewer should record in what ways the person
has difficulty in meeting the demands of adult life.

Attitudes, beliefs, and standards

Relevant points include attitudes to illness, religious
beliefs, and moral standards. Usually, these become
apparent when the personal history is being taken,
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but they can be explored further at this point in the
interview,

Habirs

Although not strictly part of personalite. the use of
tobaceo, aloohol. and illicit drugs is somerimes includ-
ed under personality. though it is generally better 1o
record it sepamately (see p. 221

Is there personality disorder?

Having built up a picture of the personality. the inter
viewer decides whether the personaline i disordersd. The
criterion for disorder is suffering by the padent or by
others as a result of the patient’s personality (see abovel,
The criterion reguires a difficalr judgement about the
extent 1o which the patlent’s problems have been caused
by personalitv and how much by circumsiances. One
source of ¢rror i3 that emporan modes of behaving due
to 4 concurnent pavchiamic disonder may be mistaken for
life-long maits. These temporany behaviours are not al-
wars those that might be expacted. For example. depres-
give disorder occasionally leads not 1o seli-depreciating
and restmained behaviour but to histrionic behaviour.

Types of personality disorder

svehiarrists classite abnormal personalities according
¢ ene or other of the detailed schemes set out in ICD-
10 and DSMIV. For other doctors. who treat people

oy

with highly abnormal personalities less often, a sim-
v adequare. Such a scheme, which
1 see below) is compatble with the
iomsd, i2 shown in Table 4.3, Each of
heme will be described together
fonskin o the specialist classifications.
in Table 4.4 and sum-

pler scheme i= un

with one excep

rTerEmEnoe O DD,
Cvelothymic and schizotvpal personalities are, by
saovanzon. oot included in the formal or informal clas-
is because cvclothvmic personality is
moead disorder and is there-
p. 1024 and schizotypal per-
closelv related to schizophrenia amd

it aee o, 103

Lei =8 A simplified classification of personality
$ AR TG ANE PRSI W -

T R R AN DO TR

- -\"\\.- = '|- - J_ Lo

® Degemaresgmr st

Classification of personality disorders in
DSM-IV and ICD-10 (generally, the same terms are used
in DSM-IV and ICD-10; where there are differences the
ICD term is shown in parentheses)

Afsigus, moody. and prone 1o worry
* Avesdant (ICD: anxious)

* Obessvecompulsive (ICD: anankastic)
* Depressive

* Hyperthymic

* Cyclothymic

Senutive and suspscious

* Paranoid

& Schizoid

* Schurorypal

Dramatic and impulsive

* Histnong

+ Borderline (ICD: impulsive)
+ Dependent

Aggressive and antisocal

+ Antisocial {ICD: dissocial)

Mote that the category for persanalities lacking seff-esteem and seif-
conhdence s nog included in aither DSMAVY or ICD-10.

Anxious, moody, and worry-prone personalities
{Table 4.5)

Some of these people are persistently anxious and fear-
ful, some are persistently gloomy and pessimistic; oth-
ers have fluctuating moods. in which perieds of mild
elation and overconfidence alternate with low mood
and self-deprecation. Worries may be about everyday
problems concerning the patient or the family, or
may take the form of persistent concerns about illness
thypochondriasis, see p. 91} People with obsessional
traits of inflexibility, obstinacy, and indecisiveness
are included i this group, (This group corresponds
with the dependent, anxious avoidant, and obsessive-

LELRZERR Characteristics of anxious, moody, worry
prone personalities

& Persedend by anrins

 Waonned abieat greeideree, ol Laaltly
& lnderliles apatl oillrtimearas

# i lee e

# PYertaniy plea ang e

# | bl g sl



LGS Characteristics of personalities lacking
solf-gsteem

TYPES OF PERSONALITY DISORDER

WEGIREN Characteristics of dramatic and impulsive
personalities

« Lack confidence
o Feal infenior
o Expect cniicism

# Strive 1o please others

compulsive (anankastic) groups in the specialist clas-
sifications.)

Personalities lacking self-esteem and
confidence (Table 4.6)

This group is common and important in primary care
and general medical practice. These people lack con-
fidence in their abilities. feel inferior to others, and
expect criticism, These inner uncertainties may lead to
shyness, social withdrawal, and failure o achicve, or
to inappropriate efforts to please other people or
forcee attempts at sociability. These personality fea-
tures are associated with recurrent depressive moods,
eating disorders. and sclf-harm and are often seen
among young people who seek help for these prob-
lems. (This group does not appear as a separate entity
in the specialist classifications of personality disorder;
these patients could appear under several of the
headings.)

Sensitive and suspicious personalities (Tuble 4.7)

Some of these people see rebuffs where none exist
and are suspicious, mistrustful, touchy, and irritable.
Orhers are cold and detached, show little concern for
others, and reject help when it is offered. 5till others
appear eccentric, with unusual ideas about topics such
as telepathy and extrasensory perception. People in this
group are difficult to engage in treatment and they may
distrust their doctors. (This group corresponds with the
paraneid, schizoid, and schizorypal groups in the spe-
cialist classifications (see p. 39).)

WEGINSEWS Characteristics of sensitive and suspicious
personalities

& Sensimnee

# SUspIcous

& Mistrustiul

+ Sell-sufficient

# Lacking concern

+ Yain, self-centred

# Demanding of others

& Acts a part; self-decenang

& Impulsve; short-lived enthusiasms
+ Unrestrained emotonal display

Dramatic and impulsive personalities

(Table 4.8)

These people seek the limelight and dramatize their
problems. They make unreasonable demands on other
people and may use ‘emotional blackmail’. They have
brief enthusiasms but lack persistence, Some have a
great capacity for self-deception and a lack of aware-
ness of the impression they make on others. They
react impulsively, sometimes with ill-judged behaviour
including self-harm. (This group corresponds with the
histrionic, borderline. and dependent groups in the
specialist classifications (see p. 60).)

Borderline personality disorder

This category from the specialist classification is de-
scribed here because the term is used widely. It is a sub-
group within the dramatic and impulsive personalities
and is characterized by:

¢ intense but unstable relationships:
¢ persistent feelings of boredom and emptiness;

¢ self-damaging behaviours such as recklessness
with money or sex. binge eating. or substance
abuse:

+ recurrent threats or acts of self-harm:
¢ unstable moods;
» unwarranted outbursts of anger;

& uncertainty about personal identity and fear of being
abandoned:

» impulsivity and low tolerance of stress.

These features cause many problems for the peo-
ple themselves and for others. A special treatment—
dialectical behaviour therapy—has been developed
for these patients. The treatment is not widely available
and it is uncertain whether it is substantially better
than the management described on p. 58 for dramatic
and impulsive personalities,
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ALERSEN Characteristics of aggressive and antisocial
personalities

+ Impultive behaviour

* Low tolerance of fstration

+ Tendency towiolence

+ Lack of guilt

* F.allure to learn from experience
# Fadure to sustain relationships

* Disregard of the feelings of others

Aggressive and antisocial personalities
(Table 4.9)

These people have low tolerance of frustration, behave
impulsively, and tend to be violent. They lack guilt and
fail 1o learn from experience. They are unloving and
unconcerned with the feelings of others. When severe,
these features are referred to as antisocial personality
disorder (Box 4.1) and the people are sometimes called
‘psychopaths” (though it is better not to use this term
because it is imprecise). Such people have an unstable
work record and may be involved in violence, family
problems, and offences against the law. The difficulties
are often increased by abuse of alcohol or drugs. (This

BOX 4.1 ANTISOCIAL PERSONALITY:

DISORDER

| *Antisocial’ personality is the term used in DSM-IV;
in ICD-10, the term is “dissocial”. These people fail to
sustain loving relationships and disregard the feel-
ings of others. They may act callously. for example
inflicting pain, cruelty. or degradation.on others,
They may be superficially charming but lack tender
feelings, and their relationships are shallow and
unsustained. Marriage may be marked by violence
towards the partner, or neglect of, or violence to,
the children. Many marriages end in separation or
divorce.

Impulsive behaviour and a lack of consistent
striving towards a goal may be reflected in an unsta-
ble work record. Impulsivity. low tolerance of frus-
tration, and tendency to viclence often lead to
repeated offences against the law. These offences
may begin with petty acts of delinguency. but go on
to callous and violent crime. Lack of guilt and fail-
ure to learn from experience results in behaviour
that persisis despite serious consequences and legal
| penalties.

———————

group corresponds with the dissocial or antisocial
groups in the specialist classifications.; see p. 60.)

Dangerous severe personality disorder This term
denotes to an administrative category rather than a
clinical syndrome. It refers to a small number of
people, mostly with antisocial personality disorder,
who are dangerous to other people. In the United
Kingdom. powers have been proposed 1o allow the
detention of such people in a psychiatric unit in order
to prevent future violence. and at the time of writing
the proposal is under discussion. The proposal arises
in part from public concern about reports of personal-
ity disordered persons who have committed serious
acts of violence. Enquiries into such cases often trace
a sequence of events that suggests that the violence
could have been prevented had the person been
detained in time.

There are several practical problems about proposals
of this kind. The first is that retrospective enguiries. in
which the outcome is already known. tend to overesti-
mate the certainty with which predictions of violence
could have been made at the time. In fact, such predic-
tions are imprecise, producing both false positives and
false negatives. There are two consequences:

1. Because there are false positives. some people who
will not be violent will be detained.

2. Because there are false negatives, some people who
will be vielent will not be detained.

Thus attempts 1o detect and detain as many as possi-
ble of those who will be violent would inevitably result
in the detention of some people who will not be vio-
lent, and even then some who will commit violence
will remiain free. Moreover, even when the prediction
of future violence is accurate. it is seldom certain when
the violence will take place. so that it is difficult to
decide how long detention should last. Moreover,
although vielence in the community will be prevented
as long as the person is detained, there is limited evi-
dence that any kind of inpatient treatment is effective
in the longer term. As well as these special problems,
the proposal shares the more general ethical problems
associated with any involuntary detention (see p. 129).

Epidemiology

The overall prevalence of personality disorder in con-
munity surveys is between about 5 and 10 per cent.
Overall rates are higher in men than women and
decrease with age. Antisocial personality disorder.
which is present in about 1-3 per cent in community



surveys, is more common in men. Histrionic per-
sonality disorder (about 2 per cent) and borderline
personality disorder (about 1-2 per cent) are more com-
mon in women. Personality disorders often coexist
with mental disorders. A particularly important associ-
ation is between antisocial personality disorder and
alcohol and substance abuse,

Aetiology

Personality and its disorders result from the interaction
of genetic factors and upbringing. The relative con-
tribution of these causes is uncertain and difficult to
clarify because of the many factors involved in child-
hood upbringing and the difficulty of recording these
accurately and relating them to personality features
assessed many years later.

The little scientific knowledge that has been accu-
mulated is mainly concerned with antisocial personality
disorders and it is the only aspect that will be considered
here. Despite this lack of scientific data concerning other
kinds of personality disorder, it is sometimes possible
to achieve an intuitive understanding (see p. 40) of the
possible childhood origins of some aspects of personality.
For example. when frequent criticism and lack of affec-
tion from parents are the antecedents of a personality
marked by low selfesteem.

Causes of antisocial personality disorder

Genetic factors The children of parents with antisocial
personality disorder have greater rates of antisocial
behaviour than children of parents who do not have
this kind personality. A similar excess has been report-
ed also among adopted children whose biological
parents have antisocial personality disorder and whose
adoptive parents do not. These findings suggest a genetic
contribution to actiology.

Childhood experience Scparation from parents in
early childhood is more (requent among people with
antisocial personality disorder than among controls.
This association could be due to parental disharmony
preceding the separation, rather than to the separation
itself, or to one of the consequences of separation such
as upbringing in an institution.

Injury to the brain at birth is sometimes followed by
impulsive and aggressive behaviour. Such injury has
been suggested as a cause of antisocial personality dis-
order but without convincing evidence. Abnormal
brain development has been suggested as a cause. The
only evidence, which is indirect, is that some adults
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with antisocial personality have non-specific abnormal-
ities in the electroencephalogram (EEG) of a kind found
normally in adolescents, not adults, This suggests that
these findings might reflect delayed brain maturation
among people with antisocial persenality,

Serotonin Recent studies have found an association
between aggressive behaviour and low levels of brain
serotonin (5-HT), inferred from the results of neuro-
endocrine challenge tests. However, the association
between serotonin and aggression is not confined to
aggression in antisocial personality disorder,

Prognosis of personality disorder

Clinical experience indicates that some abnormal fea-
tures of personality, such as aggressive traits, tend to
become less abnormal as the person grows into middle
age. There are, however, no reliable follow-up studies
to confirm this cbservation. In old age, abnormal fea-
tures of personality sometimes increase again, causing
difficulties for patients and carers (see p. 227).

Management of personality disorder

Since personality is by its nature unchanging, it is not
surprising that personality disorders are generally
unresponsive to treatment. There are. nevertheless,
other ways (described below) of helping patients with
personality disorder, usually by dealing with any fac-
tors that exacerbate the problems. Since personality
disorders lead to problems that may affect the manage-
ment of any illness, all clinicians should be able to
assess the problems and arrange appropriate manage-
ment, either within their own clinical team or by refer-
ral to a psychiatric service.

Aims of management

Since personality cannot usually be changed by treat-
ment, management focuses on ways of dealing with any
recent exacerbations of the problems associated with the
personality disorder. This can be done in five ways:

1. Identify and treat any co-morbid psychiatric dis-
order(s).

2, Treat any associated substance misuse.

3. Help the patient to deal with or avoid situations that
provoke problem behaviours,

4. Provide general support to reduce tension and
increase self-esteem.

5. Support the family.
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Help may be needed over a long period, often many
years, and therapists need patience and the ability to
accept repeated set backs.

Assessment

Diagnose the personality disorder and identify
positive features The diagnosis of personality dis-
order focuses on unfavourable features of personality.
Management requires an assessment of the positive fea-
tures as well because it may be possible to encou rage
and develop these. Low self-esteem is a frequent problem
in all kinds of personality disorder, Self-esteem can
sometimes be improved by identifying talents and
skills, which can be developed by further education or
training, leading 10 a greater sense of selFworth, This
assessment of the negative and positive features of per-
sonality should be added to in five ways (Table 4.10).

Identify any co-morbid psychiatric disorder Trear
ment of a co-morbid disorder can lead to an improve-
ment in the problem behaviours associated with the
personality disorder. Depression should be considered
whenever the personality problems have increased
recently without another obvious cause, even when the
patient does not complain spontaneously of depression.

Assess any substance misuse Alcohol or other sub-
stances may be used by people with personality disorder
to relieve tension, unhappiness, or feelings of inadequa-
cy. However, their disinhibiting effects can encourage
histrionic or aggressive behaviour, or selfharm,

Identify provoking factors for problem behaviours by
asking the patient to keep a daily diary of the behav-
iours and the situations in which they occur. Most
patients co-operate with this practical approach and
provoking factors can often be identified directly. Some-
times, however. the link berween the provoking factor
and the response is indirect. For example, aggression
may be provoked by social rejection. which is the res-
ponse of others 1o the patient's lack of social skills.
Treatment would then include social skills training.

USRI Assessment for the management of
personality disorder

* Type of duorder and patennal strengths
* Co-moribid psychiatne disorder

* Alcohol and diug use

* Provoking factors

* Effects on the family

+ Antisccial behanour

Assess the effects on the family, particularly the effects
on any children living with the patient. Although these
enquiries are particularly important when the person 15
aggressive, the problems of people who are persistently
anxious, histrionic, or suspicious may also affect their
families. The effects may come to light when another
family member seeks help for physical symptoms for
which no medical cause can be found.

Enquire about aggressive acts. including those that
break the law. and assess risk (see Chapter 2} ES-PE“*"‘?'Y
when the personality disorder is of an antisocial
type.

General aspects of management (Table 4.11)

The plan should be realistic, focusing on specific prob-
lems and not attempting personality change. The aims
should be clearly understood by the patient, and car-
ried out consistently. The general approach is to help
patients to;

* take responsibility for their actions and be willing to solve
their own problems;

* agree modest aims and work to achieve them over time,
Progress is usually by a series of small steps, punctu-
ated by failures. Patience is needed in the manage-
ment of personality disorders, which may have to be
provided for many years:

¢ gain confidence and learn from their mistakes. Setbacks
are viewed as opportunities to learn more about the
problem, not as signs of failure.

The relationship between the patient and therapist
is particularly important when treating personality dis-
order, The patient should feel valued as a person, and
be able to trust and confide in the therapist. AL the
same time, the relationship should not be allowed
become too intense, nor should the patient become
dependent or demanding. When more than one person
is involved in treatment, their respective roles should
be defined and made clear to the patient, Any attempt

Management of personality disarder

* jodest aims; ackieved slowdy

¢ Establish a relationship and set limigs

& Assist responsibilty taking and learning fram experience
+ Build on strengths

# Deal with or avoid provoking factors

¢ Reduce alcoholfdrug intake

+ Help the family




to play one off against the other should be discussed
between the professionals and with the patient.

Agreeing a care plan Some patients with personality
disorder make unreasonable demands on those caring
for them. They may seek help at inappropriate times.
attempt to impose unrealistic conditions on treatment,
behave in a seductive way, or threaten self-harm if their
demands are not met. Such problems are met espe-
cially with overdependent. histrionic. or aggressive per-
sonalities. Once established, these behaviours can be
very difficult to control, so clinicians should be alert for
their first signs. The practical limits on the help that
can be offered should be agreed by all those invelved in
the patient’s care and explained to the patient.

Building on strengths Management should not focus
exclusively on defects in the personality. Whenever
possible patients should be encouraged Lo recognize
and develop their talents and skills by obtaining
further training. changing to a job better suited for
their skills or interests, or by developing more satisfy-
ing leisure activities. As noted above, such actions
improve low self-esteem and frustration which are
frequent among people with all kinds of personality
disorder,

Provoking factors The patient should be helped to
identify and find new ways of dealing with or avoiding
any situations that regularly cause problems. These
changes may require patients to give up some of their
previous goals and accept new ones more in keeping
with the structure of their personalities.

Misuse of alcohol and drugs When abnormal behav-
iour is provoked or made worse by the misuse of al-
cohol or drugs, help should be given to limit the use
of these substances. Among prescribed drugs, benzo-
diazepines can have disinhibiting effects similar to
those of alcohol. They should be aveided when pre-
scribing for patients with abnormal personalities.

Help for the family This may be needed, especially
when the personality disorder is of the aggressive or
antisocial kind. When a mother has a personality dis-
order, the health and development of the children
should be assessed and appropriate steps taken to
alleviate any problems.

Drug treatment has little general value in treating per-
sonality disorder but there are a few specific uses:

L Antipsychotic drugs may be calming at a time of
increased stress, especially for aggressive and anti-
social personalities.
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2. Lithierm carbonate has been claimed to benefit some
people with recurrent mood changes; a specialist
opinion should be obtained before prescribing.

3. Antidepressants are of value when there is an associat-
ed depressive disorder. [t has been claimed that, in
the absence of a depressive disorder, specific sero-
tonin reuptake inhibitors diminish impulsive behav-
iour and repeated selfharm. but their longterm
value is uncertain at the time of writing.

4, Carbamezapine and some other antiepileptics hawve
been claimed to reduce aggressive behaviour in some
patients. The value is uncertain and, if real, applies to
only a minority of patients. Specialist opinion shouled
be sought before prescribing.

5. Anxiolytic drugs should be avoided because although
they may improve immediate well-being they may
produce disinhibition and dependency.

Role of the psychiatric services The general measures
described above can be carried out by all clinicians,
though it may be difficult for them to find time to deal
with the more complex problems. Psychiatric services
adopt the same general approach. supplemented at
times by one or more of the special techniques des-
cribed below. Referral o a psychiatrist is indicated:
(i) for assessment; (ii) to stabilize the patient at times of
crisis; and (1) when there is co-morbidity with substance
abuse or with another psychiatric disorder.

Psychotherapy may help some people with low self
esteem and difficulties in social relationships. Cognitive-
behaviour methods are generally more appropriate than
dynamic therapy since they focus on current behaviour
and the patient's own role in changing this. Sensitive
and suspicious, and antisocial and aggressive personal-
ities seldom benefit from any form of psychotherapy.

Therapeutic community methods (see p. 265) have
been used to assist people with antisocial personality to
learn from experiences of their relationships within
the community, and from the frequent and intensive
discussion of problems that takes place. Good resules
have been claimed for a minority of such patients but
these have not been supported by randomized con-
trolled trials, and there are no agreed criteria for select-
ing the minority who may be helped.

Treatment according to personality type

Anxious, moody, and worrying types These patients
are generally helped most by a cognitive-behaviour
treatment designed to identify and change maladaptive
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ways of dealing with situations that the patient finds
stressful, and to recognize the relation between think-
ing and emotion. In this group. patients with obses-
sional traits are least likely to change.

Sensitive and suspicious personalities These patients
seldom benefit from any kind of psychological treat-
ment, The aim is to establish a gradually greater degree
of trust with the patient. These patients may provoke
strong negative feelings in their carers, who should
learn to recognize these reactions at an early stage and
ensure that such feelings do not affect their clinical
Judgement.

Dramatic and impulsive personalities It is particular-
ly important to set limits for this group. A problem-
solving approach should be used to help the patient
cope better with the stressful events that provoke
abnormal behaviours. Dynamic psychotherapy is sel-
dom effective and may lead to transference problems
(see p. 257) that are difficult to manage.

Aggressive and antisocial behaviour Usually the most
practical aim is to prevent the accumulation of sec-
ondary problems resulting from rash decisions, un-
intentional antagonism of potential helpers, and the
abuse of drugs and alcohol. The approach should be
practical and take account of the patient’s sensitivities,
Rude or aggressive behaviour has 1o be accepted toler-
antly though, at times, much effort may be needed 1o

restrain angry responses. Patients who are irritable and
impatient should not be kept waiting without first ex-
plaining the reason. Potentially aggressive patients
should be seen in a place where help can be called for
(s5ee p. 20).

A problem-solving approach should be taken o situ-
ations that regularly provoke aggressive and antisocial
behaviour. Anger management technigues (a form of cogni-
tive behaviour therapyl may help some patients to
respond more appropriately. As noted above, limited
time is sometimes spent most usefully in helping the fam-
ily. especially any dependent children.

Low self-esteem and confidence These patients are
helped by a trusting relationship in which they are
encouraged to see the positive side of their personality
and gain confidence. A cognitive-behaviour approach
can help these patients understand the relationship
between their unrealistic ways of thinking and their
response to situations in which they feel defeated or
inferior. Assertiveness training (p. 260) may help people
who are unduly submissive.

Further reading

Tyrer, . (ed.) (1996). Persenality Disorders: Diagnosts, Manage-
ment and Course. Wright/Butterworth Scientific, London.
Reviews the clinical features, diagnostic classification, treat-
ment, and prognosis of personality disorders.
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Appendix 4.1 Specialist classifications of personality disorder

The scheme for personality disorders in the Inter-
national Classification of Diseases, 10th edition (ICD-
10), and the Diagnostic and Statistical Manual of
the American Psychiatric Association. fourth edition
(D5SM-IV], are similar in all both but details. Mest of the
differences are in the terms used, rather than the con-
cepts or the criteria for diagnosis. Where the ter-
minology in DSM-IV and ICD-10 differs, the alternative
term is shown in brackets: for example, ‘obsessive-
compulsive (ICD: anankastic) indicates that the DSM
term is obsessive-compulsive, the ICD term for the
same personality is anankastic, and that we prefer the
DSM term.

Group A: Anxious, moody, and prone to worry
personalities

Anxious (D5M: avoidant) personality disorder

These people are persistently anxious, ill at ease in
company. and fearful of disapproval or criticism. They
feel inadequate and are timid. They avoid taking new
responsibilities at work or new experiences gencrally.
(This tendency to avoid 15 the basis of the DSM term.)

Obsessive-compulsive (ICD: anankastic) personality
disorder

These people are inflexible, obstinate, and rigid in
their opinions, and they focus on unimportant detail.
They are indecisive and having made a decision they
worry about its consequences. They are humourless
and judgemental. while worrying about the opinions
of others. Perfectionism, rigidity, and indecisiveness
can make employment impossible. Such people
appear outwardly controlled but may have violent
feelings of anger, especially toward those who disturb
their carefully ordered routine.

Dependent personality disorder

These people are passive and unduly compliant with
the wishes of others. They lack vigour and self
reliance, and they avoid responsibility. Some achieve
their aims by persuading other people to assist them,
while protesting their own helplessness. Some are
supported by a more selfreliant spouse; left to them-
selves, they have difficulty in dealing with the
demands and responsibilitics of everyday life.

Affective personality disorder

This category appears in both the DSM and ICD clas-
sifications, although not among the personality dis-

orders; instead, it is grouped with the affective disorders
because it is closely related. We describe affective
personality disorder here for convenience.

These peaple have lifelong abnormalities of mood
regulation which can take three forms:

1. Depressed personality disorder. The person is per-
sistently gloomy and pessimistic with little capacity
for enjoyment.

2. Hyperthymic personality disorder. The person is
in a persistent state of mild elation, over-optimistic,
and prone to making rash judgements.

3. Cyclothymic {or cycloid) personality disorder. In
this disorder, which is the most important of the
three, mood alternates between gloomy and elated
staves over periods of days to weeks with a charac-
reristic frequency for each person. This instability is
particularly disrupting to work and social relation-
ships,

Group B: Sensitive and suspicious personalities

Paranoid personality disorder

These people are sensitive and suspicious: they mis-
trust others and suspect their motives, and are prone
to jealousy. They are touchy, irritable, argumentative,
and stubborn. Some of these people have a strong
sense of self-importance and a powerful conviction
of being unusually talented, though unable to fulfil
their potential because let down or deceived by other

people.

Schizoid personality

These people are emoticnally cold, selfsufficient. and
detached. They are introspective and may have a
complex fantasy life. They show little concern for
the opinions of others, and pursue a solitary course
through life. When this personality disorder is extreme,
the person is cold, callous. and insensitive.

Schizotypal personality disorder

These people are eccentric and have unusual ideas
{e.g. about telepathy and clairvoyance) or ideas of ref
erence. Their speech is abstract and vague, and their
affect may be inappropriate to the circumstances. It
has been suggested that this kind of personality is
related to schizophrenia and in ICD it is classified
with schizophrenia and not as one of the personality
disorders,
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Appendix 4.1 Cont’d.

Group C: Dramatic and impulsive personalities
Histrionic personality disorder

These people appear sociable, outgoing, and enter-
taining but at the same time they are self-centred,
prone to short-lived enthusiasms, and lack persist-
ence. Extreme displays of emotion may leave others
exhausted while the person recovers quickly and
without remorse. Sexually provocative behaviour is
common but tender feelings are lacking. There may
be astonishing capacity for self-deception and an abil-
ity to persist with elaborate lies long after others have
seen the truth.

Borderline personality disorder

The term ‘borderline’ refers to a combination of fea-
tures seen also in histrionic and antisocial personali-
ties. The term originates in the now abandoned idea
that the condition was related to (on the borderline
with] schizophrenia. These people have a wide variety
of problems. most of which can be part of other per-
sonality disorders. They include: inability to make

stable relationships; persistent feelings of bore-
dom: damaging behaviour such as reckless spending,
uncontrolled gambling, or stealing; variable moods;
unwarranted outbursts of anger; uncertainty about
personal identity: and recurrent suicidal threats or
behaviour. They are impulsive and unable to tolerate
stressful events.

Narcissistic personality disorder (included only in
DSM)

Narcissism is morbid self-admiration. MNarcissistic
people have a grandiose sense of selfimportance
and are preoccupied with fantasies of success, power,
and intellectual brilliance. They crave attention.
exploit others. and seek favours but do not return
them,

Group D: Aggressive and antisocial
personalities

Antisocial personality disorder

This disorder is described in Box 4.1 (p. 54).



CHAPTER 5

Components of the stress
response 6

Reactions to acute stress 62
Prolonged reactions to stress &5

Reactions to special kinds of acute
stress 67

Long-term effects of sexual trauma
in childhood o7

Normal and abnormal adjustment
reactions 67

Adjustment to special situations s

Reactions to stressful
experiences

Stressful events are important causes of many kinds of

psychiatric disorder including depressive disorders,
anxiety disorders. and schizophrenia. In this chapter
we consider three other kinds of response to stressful
events: (i) disorders starting very soon after stressful
events (acute stress disorder): (i) disorders following
exceplionally severe siress (post-traumatic stress disor-
der). and (iii) disorders occurring after a change in the
circumstances of life (adjustment disorders).

All clinicians see patients with these three kinds of
disorder because: (i) acute physical illness and its treat-
ment are stressful; (i) chronic illness or disability can
result in substantial changes in life circumstances: and
{iii} clinicians are called on o treat people involved in
other kinds of stressful experiences. For these reasons,
all clinicians should be able to dingnose and manage
the conditions considered in this chapter.

The chapter begins with a description of the normal
response to stressful events. This is followed by an
account of the three types of reaction referred to above,
and of the long-term effects of psychological trauma
in childhood. Finally, we consider reactions to three
special Kinds of stressful event: serious physical ill-
ness, terminal illness. and bercavement. Throughout the
chapter, readers should remember that these are not the only
reactions fo stressful cvents. Exceptionally severe stress
is also followed by anxiety and depressive disorders:
indeed after road accidents, anxiety disorders are
almost as [requent as post-traumatic stress disorders.
Similarly. changes in life circumstances do not only
provoke adjustment disorder—anxiety and depressive
disorders also follow rhese life changes,
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Components of the stress response
The normal stress response has three components:

1. An emotional response with accompanying somatic
changes.

2. Psychological responses that reduce the potential
impact of the experience.

3. Ways of coping with the situation and the emotional
response,

Emotional responses and accompanying
somatic changes

Emotional responses to stressful events are of two
kinds: responses to danger or threat, and responses to
separation and loss (Table 5.1). The emotional responses to
danger and threat are fear and anxiety. respectively. In
both. the accompanying somatic change is autonomic
arousal. with increases in heart rate, blood pressure,
and muscle tension. and dry mouth, The emotional
respanse to separation or loss is depression. and the accom-
panying somatic change is reduced physical activity.

Psychological changes that reduce the impact of
stressful events

Difficulty in recall and numbing

People who have expenenced stressful circumstances
tend 1o have difficulty in recalling the details of the
experiences. They may also experience an unexpected
absence of feeling about the events (numbing). Freud
suggested that both these responses are caused by an
active but unconscious mental process, which he called
repression (Box 5.1).

Coping strategies
People cope with anxiety in a variety of ways. Their
actions are of two kinds (Table 5.2): adaptive strategies,

Components of the psychological response

to stressful circumstances

which reduce distress in both the short and long term;
and maladaptive strategies, which are effective in the
short term but lead to difficulties in the longer term.

Adaptive coping strategies include the aveidance of
situations that cause distress, working through prob-
lems, and coming to terms with situations. Avoidance
ceases o be adaptive when it is continued for so long
that it prevents working through and coming to terms
with the situation.

Maladaptive coping strategies include the excessive
use of alcohol or drugs, discharging emotion through
histrionic or aggressive behaviour, and deliberate self-
harm. Avoidance that is at first adaptive (see above)
becomes maladaptive if it is continued for too long since
this interferes with other adaptive responses (see above).

Culturally determined coping strategies In some cul-
wres, open displays of extreme distress are a socially
accepted and adaptive means of discharging emotion,
for example after the sudden death of a loved one. In
cultures where such displays are not the norm, they
may be maladaptive because they seem excessive and
thereby lose the sympathy of potential helpers.

Reactions to acute stress

Mormal response to acute stress

As explained above, the normal response to sudden
stressful events comprises an emotional response with
accompanying physical symptoms. numbness and
difficulty in recall, and coping strategies:

1. The emational response 1o acute stress is anxiety (the nor-
mal response to threat): the person feels anxious, 1S
restless, has poor concentration, may feel dazed, and
sleeps badly. This response is often combined with
depression (the normal response to loss) because many
stressful events invelve both threat and loss.

Strategies for coping with stressful

ExXpenences

Emciional fesponses

Potennially adaptice

* [ enred: fear

* 10 loss CEpress.on

Somanc responses

& avndance
& workeng through problems

& COMING [0 Leoms with “ruatons

# [0 threat aulonomic arousal

* 10 lo%e reduced poysical actty

Duffculty i recall and numbing

Copung strateges

Faladaptve

# gxcessive use of alcohol or drugs
4 histeionic or aggressive behaviour
+ deliberate sell-harm




REACTIONS TO ACUTE STRESS

BOXEIEMECHANISMSIOEIDEFENGEN T
Repression (see text) is one of the mechanisms of defence proposed by Freud by which anxiety is kept from con-
scious awareness. Although the ideas have no strict scientific basis they are useful in making more understand-

able some of the behaviours of ill people and their families. Freud supposed that all the mechanisms are outside
CONSCIOUS AWATreness.

Repression is the exclusion from consciousness of impulses, emotions, or memories that would otherwise
cause distress; for example, the memory of a traumatic event. Freud suggested that repression is a frequent
response Lo severcly stressful events.

Denial is a concept put forward to explain why people sometimes behave as if unaware of something of which
they are. in fact, adequately informed. For example, someone who has been told that he is dying of cancer may
behave as if unaware of the prognosis.

Regression is a concept 1o explain why people sometimes behave in a way more appropriate to an earlicr stage
of development; for example, child-like dependence on others. Regression occurs commonly among physically
ill people. In the acute stage of illness regression is adaptive, enabling the person to accept a passive role while
receiving intensive nursing care. If regression persists into the stage of recovery, it prevents self-help.

Displacement is the transfer of emotion from a person. object. or situation with which it is properly associat-
ed, to another which causes less distress. The concept is useful in understanding why. for example, a recently
widowed man should blame a doctor for failing to provide adequate care for the wife. instead of blaming him-
sell for putting his work before her needs in the last months of her life.

Projection is the attribution to another person of thoughts or feelings similar to one’s own, thereby rendering
one's own feelings more acceptable. For example, a person who dislikes a colleague may attribute reciprocal
feelings of dislike to him, In this way the person can more easily justify his own feelings of dislike for the
colleague.

Reaction formation is the unconscious adoption of behaviour opposite to that which would reflect true feel-
ings and intentions, For example, excessively prudish attitudes to sex are sometimes (but certainly not always)
a reaction to strong sexual urges that the person cannot accept.

Rationalization is the unconscious provision of a false but acceptable explanation for behaviour that has a less
acceptable origin. For example, a husband may neglect his wife because he does not enjoy her company, but he
may tell himself falsely that she is shy and does not enjoy going out.

Sublimation is the unconscious diversion of unacceptable impulses into more acceptable outlets. For example,
turning the need to dominate others inte the erganization of good works for charity (in this, and the other
examples given here, it needs to be understood that while the defence mechanism may be one reason for a par-
ticular behaviour, there are many other possible reasons).

Identification is the unconscious adoption of the characteristics or activities of another person, often to reduce
the pain of separation or loss. For example, a widow may undertake the same voluntary work that her husband
used Lo do.

2, Physical symptoms of arousal include palpitations and
tremor. Fear responses are often described as “fight or
flight", and aggressive behaviour or runnming from the
stressful situation are sometimes part of the stress
response.

3. Numbing and difficulty in recall are common and some-
times expericnced as a feeling that the events have
net really happened.

4. Coping strategies: many people avodd the situation, and
any direct reminders of it. As time passes difficulty
in recall and avoidance lessen and are replaced by
working through memories of the events, and coming to
termns with the new situation.

Acute stress disorder

This term denotes an abnormal reaction to sudden
stressful events. The basic response resembles the
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LELREEN Acute stress disorder and post-traumatic
stress disorder

Increased arousal
* anxigty and panic artacks

# restlessness and purposeless actiiry
* impaired concentration
# irmrabalicy

# INSCHMNES

Depersonalization and derealization

‘Dissociative” symploms

+ emonional numbness and being in a daze’
& difficulty i recall of the stressful events

Avoidance of reminders of the stressfid events
Flashbacks {see text) and degurbing dreams
Maladaptive coping strategies (see text)

Acute stress disorder is diagnosed when sympioms last from
2 days up 1o 4 weeks

Post-traumatic stress disorder is dizgnosed when symproms
st for & weeks or longer

normal response but it is more severe and there are
some additional fearures (Table 5.3):

1. The emotional response includes intense anxiety,
restlessness, purposeless activiry, insomnia, and panic
attacks. Some patients experience depersonalization
and derealization.

2. Somatic symptoms include palpitations, sweating,
and tremor.

3. Dissociative symproms: this term is used to describe
numbing and difficulty in recall. which are experi-
enced as the feeling that the events have not really
taken place, emotional numbing, being ‘in a daze’
{i.e. less aware of the surroundings), and the inability
o remember important aspects of the stressful
events. The term flashbacks is applied to sudden and
repeated re-experiencing of visual images of trauma-
tic experiences, which usually cannot be recalled
easily at other times. There may also be recurrent
frightening dreams of these events,

4. Coping strategies include avpddance of reminders of

the stressful events, and of talking or thinking about
them. Social contacts may also be avoided, thus
depriving the person of potential sources of support.
Maladaptive coping responses include “flight” (e.g. run-
ning away from the scene of a road accident), the
release of emotion through histrienic or aggressive

behaviour, excessive use of alcohol, or deliberate self
harm.

By definition, acute stress disorder lasts no more
than 4 weeks. Cases that last longer are called post-
traumatic stress disorder (see below).

Aetiology

Many kinds of highly stressful event can provoke an
acute stress disorder: for example, involvement in an
accident or fire, physical assault, or rape. Since the
stress response does not become abnormal in everyone
exposed to the same events, there must be some kind
of personal predisposition, but it is not known what
it i5. Acute stress disorder can occur among bystanders
as well as those directly involved, and among those
involved in rescuing or caring for others.

Immediate treatment

Most acute stress disorders can be managed by the
family doctor or other clinician who is caring for the
patient, and only the most severe need treatment by a
specialist. There are four steps (see Table 5.4).

Reduce the emotional response Usually the person
can be comforted efffectively by relatives or friends,
and can talk to them about the stressful experience. IF
no close friend or relative is available, or if the response
is severe. comfort may be supplied by a doctor, nurse,
or social worker. Occasionally, when anxiety is severe.
an anxiolytic drug is needed for a few days at most, or
when insomnia is severe, a hypnotic drug for a few
nights at most.

Encourage recall As anxiety is reduced, the person is
usually able to recall and come 1o terms with the expe-
rience, When memories of the events remain frag-
mented, help may be needed to recall the events and
integrate them into memory. Recall can be gradual—it
used to be thought that acute emotional release should
be encouraged but it now seems more important that
the person fills in the gaps in memory and integrates
the recall of the trauma with other memories (see
cognitive therapy, below).

WLEREEY Treatment of acute reactions to stressful
experiences

* Reduce emotion by sympathetic listening and, in severe cases,
short-term anxiglytics

+ Encourage recall of, and coming 1o terms wath, the events
+ Help with more effectve coping
# Help with residual problems




Develop more effective coping strategies Some peo-
ple repeatedly react maladaptively to crises in personal
refationships; for example, they drink to excess, be-
have in a histrionic or aggressive way, or take a drug
overdose. Such people need to consider and try more
adaptive ways of coping. Counselling 1o achieve this
aim is called erisis intervention (see p. 258). (The manage-
ment of patients who harm themselves is discussed fur-
ther under deliberate self-harm, see pp. 180-2.)

Help with residual problems Sometimes an acutely
stressful situation results in lasting adversity to which
the person has to adjust. For example, a serious car
accident may lead to permanent disability. When this
happens the treatment of an acute reaction should be
followed by help in readjustment (see p. 69).

Debriefing

After stressful events, a type of counselling known as
debriefing is often made widlely available, Subjects talk
about the stressful events and are encouraged 1o ex-
press their thoughts and feelings at the time and since.
They are informed about the nature of stress responses
and how to manage them. Debriefing is usually offered
to most of those involved, and is given soon after the
events. In contrast, the measures recommended above
are usually reserved for those most severely affected
and those who lack other sources of support. Advocates
of debriefing claim that its wider use reduces the inci-
dence of subsequent post-traumatic stress disorder.
Research does not support this claim and there is some
evidence that debriefing may even worsen the long-
Lerm oukcome,

Cognitive therapy

Cognitive therapy differs from debriefing crucially in
its emphasis on mtegrating recovered memories with exist-
ing ones, and on selfhelp, It is described further under
post-traumatice stress disorder (see below and p. 261},

Prolonged reactions to stress

Prolonged reactions typically follow exposure to extreme-
ly stressful events including natural disasters such as earth-
quakes; man-made calemities such as major fires, serious
accidents, and the circumstances of war; and serious phy-
sical assault or rape. Of these, the most requent are road
traffic accidents, and physical and sexual assault. Not all
of those involved even in the most severe events develop
a prelonged reaction: many recover within the month
that is the arbitrary limit for acute stress disorder. The
most frequent lomg-term consequences of stressful events
ares

FROLONGED REACTIONS TO STRESS

+ post-traumatic stress disorder;
+ phobic disorder;

# depressive disorder.

Post-traumatic stress disorder

Clinical features

The symptoms of post-traumatic stress disorder are the
same as those of acute stress disorder but they last for
longer. The essential differences are: (i) that symptoms
have lasted for more than 4 weeks (the arbitrary time limirt
for acute stress disorder); and (i) dissociative symptoms
are a required diagnostic criterion. The reason for this
change of diagnosis after 4 weecks is that cases lasting
for more than this period generally run a chronic
course and require rather different treatment from that
used for acute stress disorder. As explained above, there
are a number of characterisic features (see Table 5.3);

1. Symptoms of increased arousal, such as severe anxiety,
irritability, insomnia, and poor concentration, There
may be panic attacks and, occasionally, episodes of
aggression. Anxiety increases further during flash-
backs or reminders of the traumatic event,

2. Avardance and ‘dissoaative’ symptoms, such as difficulty
in recalling the events at will, detachment, an inabil-
ity to feel emotion ("numbness’), and a diminished
interest in activities. There is avoidance of reminders
of the events and sometimes there is depersonaliza-
tion and derealization.

3. Intrusions in which memories of the traumatic events
appear suddenly as repeated intense imagery ('flash-
backs’) or distressing dreams.

4. Depressive symptoms are common and survivors of a
major disaster often feel guilt.

5. Maladaptive coping responses include persistent anger
{especially among those who believe they are inno-
cent victims of others” misbehaviour); excessive use
of alcohel or drugs; and episodes of deliberate self-
harm, some of which end in suicide,

Post-traumatic stress disorder usually improves with-
in months, but may persist for years.

Aetiology

The necessary cause of post-traumatic stress disorder is
an exceptionally stressful event in which the person was
involved directly or as a witness. However. only a minor-
ity of those involved in the same event develops the
disorder. Reported rates vary from 4 per cemt among
earthquake victims to 45 per cent among battered
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Factors associated with developing
post-traumatic stress disorder

# Age: children and old people are particulary vulnerable
* Family psychiarric dsorder

+ Childhood abuse

o Lack of socal suppornt

# Low intelligence

& Low self-asteem

women. Post-traumatic stress disorder is more common
among those involved most directly in the stressful
events, but the variation in response is not account-
ed for solely by the degree of personal involvement. Twin
studies of Vietnam veterans suggest that, among young
adults, part of the vulnerability is genetic. Other factors
that increase vulnerability are shown in Table 5.5.

Physiological findings are consistent with the hyper-
arousal, except that cortisol levels are low. As cortisol
levels are normally increased in response to stress, this
finding may be a clue to aetiology. but its significance is
not yet clear.

Pavchological theories suggest that the disorder is caused
by a failure 1o process emotionally charged information
and that its persistence is explained by negative interpre-
tations of the initial symptoms (e.g. 'l must be going mad’),
This approach does not explain adequately why some
people succeed in processing emotionally charged materi-
al while others develop negative interpretations and fail.

Assessment
Assessments are concerned with:

+ the nature and severity of the stressful event;

+ the nature and duration of the symptoms:

+ patients’ beliefs about the nature of their condition;
¢ disablemennt:

+ personalicy:

+ previous personal and family psychiatric history.

If the traumatic event has included injury to the head
(e.g. from an assault or a road accident), a neurclogical
examination should be carried out to exclude an injury to
the brain.

Because patients who have prolonged reactions to
stress may engage in litigation, it is important to record
the assessment fully.

Treatment

Treatment is often difficult and specialist assessment
and treatment are often required.

Psychological treatment
General measures include support, information about the
condition, help to integrate memories of the events
with the rest of the person’s experience, and help with
any associated grief, guilt, or anger.

Cognitive belaviour therapy is the most effective psy-
chological method. It has three components:

1. Recalling and sequencing the fragmentary memo-
ries of the events, and relating them clearly to one
another or to other memories.

2. Correcting misinterpretations, for example the
idea that the person could have done more to help
others, or that intrusive flashbacks arc a sign of
impending insanity.

3. Confronting any situations that trigger memaories of
the events.

Eye movement desensitization and reprocessing is a special
treatment that comprises: (i) exposure (see p. 259) o
imagined scenes of the traumatic events: (ii) the com-
ponents of cognitive therapy set out above; and (iii) sac-
cadic eye movements induced by following rapid
movements of the therapist's finger (the procedure
that is specific to the treatment). The treatment is more
effective than placebo treatment but its success has not
been shown to not depend on the specific eye move-
ment component.

Medication

Anxiclytic drugs should be aveided because of the risk
of dependency. Beneficial effects have been claimed for
selective serotonin reuptake inhibitors (SSRIs), tricyclic
antidepressants. and monoamine oxidase inhibitors
{MAOILs). At the time of writing, the treatment of choice,
taking into accoumt side effects, appears to be S5Rls.
Whatever medication is chosen, it should be accompa-
nied by the general psychological measures described
abowve.

Phobic disorder

Post-traumatic stress disorder is not the only lasting
consequence of exposure 1o stressful events. Phobic
reactions are common, especially fears of travel after
road traffic accidents. Treatment involves gradual
return to the sitwations that have been avoided (see
p. 259).

Depressive disorder

Depressive disorder may follow traumatic experiences.
and are often overlooked. The treatment of depressive
disorder is described on pp. 108=14.



Reactions to special kinds of acute
stress

Reactions to natural disasters and acts of
terrorism

Disasters such as carthquakes, floods, and terrorist
attacks may involve large numbers of people from the
same community. Hence there may be few unafTecred
people who can comfort and support those affected. In
these circumstances teams of counsellors can play a
useful role along with those dealing with the physical
consequences of the disaster,

Reactions to rape and physical assault

The response of victims of rape or physical assault is an
acute stress disorder leading in some cases (o a post-
rraumatic stress disorder. Along with some additional
features, the person may:

¢ feel humiliated, ashamed, and Dame themselves for hav-
ing put themselves at risk;

¢ lpse confidence and self-esteerm and feel vulnerable to
further attack;

e after rape, have difficulty in trusting others, especially
in sexual relationships.

These problems should be talked over, and resolved
as far as possible. Counselling can help to achieve these
aims, as can help from a victim support orgamization,
Cognitive therapy is also effective but it is less readily
available.

Reactions to the stresses of war and torture,
and among refugees

Some combatants develop acute reactions o stress,
post-traumatic stress disorder, and other long-term con-
sequences of exposure to stress. Similar reactions may
develop among civilians in war zones, refugees, and
victims of torture—any of whom may have additional
problems of bereavement. remorse for the suffering of
others, and the expenence of rape. Some e¢xpericnce
feelings of intense anger, shame, and humiliation.
Treatment is similar to that for other post-traumatic
disorders (see above) but with attention to the special
circumstances of the case.

Long-term effects of sexual trauma in
childhood

Sexually abused children experience anxiety, depres-
sion, and post-traumatic stress disorder. These respons-

NORMAL AND ABNOEMAL ADJUSTMENT REACTIONS

es eventually decline but some continue into adult life.
As adults these people are prone to low self-esteem,
psychosexual difficultics, and other problems.

Most adults who were sexually abused as children,
retain some memory of the events, though these are
often incomplete. Forgolten aspects are sometimes
recalled again, for example after a chance encounter
with some reminder of the events. Memories may
also return during the history taking and discussion
invalved in psychological treatment. Occasionally, an
adult who is receiving counselling or psychotherapy.
suddenly recalls an episode of child abuse of which he
was previously completely unaware. Sometimes such
memories are confirmed by people who knew the
patient at the time, but sometimes they are vigorously
denied by others, including the alleged abuser. When
this happens, it has to be decided whether the reports
are true memories of actual events, or false memories
induced by overzealous questioning. interpretation.
or suggestion (the false memory syndrome). It is
uncertain whether memories of sexual abuse can
be completely forgotten for many yvears and then
recalled—usually some fragment of memory is pre-
served. I is. however, generally agreed that:

¢ great care should be taken during history taking,
counsclling, and psychetherapy to avoid questions
or comments that could suggest childhood sexual
abuse;

e any apparent recall of events of which the person
had no previous recollection should be considered
most carefully and supporting evidence sought, before
concluding that it is a true memory.

Normal and abnormal adjustment
reactions

Mormal adjustment

Adjustment refers to the psychological reactions involved
in adapting 1o new circumstances. It may include short-
lived anxicty. depression. irrigability and poor concentration.
Examples of life changes that may provoke normal or
abnormal adjustment are: divorce and separation: a
major change of work and abode such as the transition
from school to university; and the birth of a handicapped
child. Adjustment to bereavement and terminal illness
hawve special features that are described later.

Adjustment disorder

Adjustment 15 judged to be abnormal—to be an adjust-
ment disorder—if the distress involved is:
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+ greater than that which would be expected to the
particular stressful events (this judgement is subjec-
tive and the diagnostic manuals offer no objective
criteria); or

+ accompanied by impairment of social functioning;
arnd

4 close in time to the life change (the diagnostic
systems differ on how close—ICD specifies within
1 month and DSM allows up to 3 months); and

+ not severe enough to meet the criteria for the diag-
nosis of another psychiatric disorder.

General practitioners and hospital doctors see many
patients of this kind. often in relation to the life
changes imposed by physical illness. These clinicians
can usually judge better than a psychiatrist whether
the patient’s reaction is greater than that of most peo-
ple with a similar illness.

Treatment
Treatment is designed to assist the natural processes
of adjustment by reducing anxiety. encouraging prob-
lem solving. and discouraging maladaptive coping
responses.

Anxiety reduction can usually be achieved by encour-
aging patients 1o 1alk about the problems and to
express their feelings to a sympathetic listener. When
anxiety is very severe, anxiolytic drugs may be needed
but they should not be prescribed routinely or for long.
Occasionally, a hypnotic drug is required for a few
nights to restore sleep.

Problem solving Patients with adjustment disorder
often feel overwhelmed by a series of life problems and
are assisted by a problem-solving approach in which
the padent is helped to:

+ list the problems and think of ways of overcoming
them:

& consider the advantages and disadvantages of varous
solutions to the problems;

& select and implement actions that seem most likely to
succeed.

If the third step succeeds. the process is repeated with
another problem: if it fails, the patient tries another
approach to the first problem. Problem-solving coun-
selling is discussed further on p, 257,

Crisis intervention This approach is used when a
patient has responded to an acute life change—such as
the sudden breaking up of an intimate relationship—

with a maladaptive coping mechanism such as delib-
erate self-harm. The approach (see p. 258) resembles
problem solving but with additional help in examining
the maladaptive coping responses, recognizing their
disadvantages. and considering other ways of dealing
with similar problems in the future.

Adjustment to special situations

Adjustment to physical illness

Iliness behaviour Adjustment to physical illness involves
a set of changes known as illness behaviour. This be-
haviour includes seeking medical advice, taking medi-
cation, accepting help. and giving up activities. Illness
behaviours are at first adaprive, but if they persist too
long they may become maladaptive. Occasionally, peo-
ple adopt illness behaviours when they have no phy-
sical disorder. They are said to display abnormal illness
behaviour, though it is not the behaviour that is abnor-
mal but the circumstances in which it occurs—namely
without a medical reason.

The sick role is a related concept. Society allows sick
people to adopt a special role which comprises two
privileges and two duties:

+ ewemption from some responsibilities;
+ the right to help and care;
# the obligation 1o seek and cooperate in treatment;

# the expectation of a wish to recover and efforts (o
achieve this.

The sick role is usually adaptive. However, some people
continue to adopt a sick role long after the illness is
over, avoiding responsibilities and depending on others
instead of becoming independent. Others adopt the
sick role without ever having experienced any physical
disorder.

Physical illness as a stressor The stress associated with
physical illness may lead to anxiety and depression, and
sometimes 10 anger. Most of these reactions are short
lived, subsiding as the person adjusts to the new situa-
tion. The swressful effect of physical illness cannot be
judged solely in terms of its objective severity, it depends
also on the patient’s appramsal of the illness and its likely
consequences. This appraisal may be unrealistic and
based on false assumptions. The latter may be shared by
the relatives, thus reinforcing the patient's concerns, or
contradicted by them, thus leading to family conflict.

Physical illness and its treatment as direct causes of
psychiatric symptoms As well as acting as a psycho-



logical stressor, physical illness may induce psychiatric
symptoms directly. Anxiety, depression, {atigue, weak-
ness, weight loss, and certain abnormal behaviours
can all be caused in this way. These associations are
considered in Chapter 11 (see p. 151). Certain medi-
cations used in the treatment of physical illness may
also affect mood. behaviour, and consciousness, These
associations are considered on p. 152,

Denial As in adjustment to other situations, adjust-
ment to physical illness often involves an initial stage
af denial (see Box 5.1). which prorects against over-
whelming distress. If denial persists beyond the early
stage of adjustment it prevents the working through of
problems and interferes with [ull engagement with
treatment. Denial can be reduced by helping patients
Lo discuss their concerns, and by providing informartion
to correct misunderstandings, for example about the
likely amount of pain.

Treatment

When adjustment to physical iliness is slow and incom-
plete. treatment can usually be provided effectively by
the primary care er hospital team dealing with the
physical illness. The clinician explains the nature of the
physical illness and its treatment, and then discusses
the patient’s anxieties. The latter may include the
effects of the illness on their family, or the threat of job
loss, As anxiety diminmishes, so should any maladaprive
behaviours such as overdependence or poor adherence
to trearment. To be effective, counselling must be based
on a trusting relationship between the patient and
physician or nurse. To achieve this relationship, suf-
ficient time must be set aside—hurried consultations
are unlikely o be effective. However, the necessary
trusting relationship must not be allowed o become
one of dependence.

Depressive and anxiety disorders as a response to
physical illness Sometimes the stress of physical ill-
ness provokes an anxiety or depressive disorder. Such
cases are treated in the same way as other anxiety or
depressive disorders (see Chapters 6 and 8).

Adjustment to terminal illness

After terminal illness has been diagnosed, many people
become anxious, depressed, guilty, or angry, and some
adopt maladaptive ways of coping. Among patients
dying in hospital about half have emotional symptoms.
Understandably, these emotional reactions are more
common in the young than in the old, and less com-
mon in the religious. The following symptoms are com-
mon among the dying.

ADJUSTMENT TO SPECIAL SITUATIONS

-

CAnxiety may be provoked by personal concerns about
pain, disfigurement, or incontinence, and by concerns
about others, especially the family.

2. Depression may be provoked by the loss of valued
activities and the prospect of separation from loved
ones. Depression and anxiety can also be the direct
result of the physical disease or of the medication
used to treat it (see Tables 11.3 and 11.4).

3. Confusion due to delirium is frequent among dying
patients, caused, for example, by dehydration, drug
side effects, and secondary infection (see p. 138).

4. Guilt may be caused by the belief that excessive
demands are being placed on relatives or friends.

5. Anger may derive from ideas about the unjustness of
impending death.

The response to the prospect of dying can be under-
stood in terms of the concepts of denial and displace-
ment (see Box 5.1). and of dependency and acceptance.

Denial is usually the first reaction to the news of fatal ill-
ness. It may be experienced as a feeling of disbelief and a
consequent initial period of calm. Usually, denial dimin-
ishes as the patient gradually comes to terms with the
situation. It may return with signs of the progress of
the disease, when the patient may once more behave as
if unaware of the nature of the condition.

Displacement Anger abour the situation may be dis-
placed onto doctors, nurses, and relatives. All may find
this anger difficult to tolerate unless they understand
its origins. Without this understanding they may be
less inclined to spend time with patients. thereby
increasing their feelings of isolation and anger.

Dependency is common among terminally ill people,
It is adaptive at times when the patient is required to
comply passively with treatment, bur persisting or
excessive dependency makes treatment more difficult,
and increases the burden on the family.

Acceptance is the final stage of adjustment. The aim is
to help the patient to reach this state before the final
stage of the physical illness,

Treatment

Control of pain and confusion The first steps in treat-
ment are to control pain and reduce confusion, as these
symptoms distract patients from the psychological
work needed to reach a satisfactory adjustment,

Explaining the illness and treatment Carers some-
times worry that explaining the terminal nature of the
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illness will increase the patient’s distress. While excessive
detail. given unsympathetically and at the wrong time,
can have this effect. it is seldom difficult to decide how
much to say provided that patients are allowed to lead the
discussion. When patients ask about the prognosis they
should be told the truth; evasive answers undermine
trust. Patients notice when answers to their questions are
evasive. When people avoid talking to them, they infer
the truth from this avoidance although they are not told
directly. Nevertheless, when patients do not at first indi-
cate a desire to know the full extent of their problems, it
is better to keep this informarion for a subsequent inter-
view. The account should always be truthful, but the
amount disclosed on a single occasion should be judged
by the patient’s reactions and by their questons. If
necessary, the clinician should set aside time for further
discussion when the patient seems ready for this. At an
appropriate time, patients should be told what will be
done to make their last days as comfortable as possible.

Sharing information Information given to patients
should be known to all the staff concerned with their
care and, provided the patient agrees, to involved rela
tives. Otherwise advice and opinions may conflict and
these involved may draw back from patients. isolating
them and increasing their difficulty in coming to terms
with their situation.

Help for relatives Relatives may be anxious and
depressed, and respond with denial, guilt, and anger,
These reactions may make it difficult for them to com-
municate helpfully with the patient and with staff.
Relatives need information about the disease and its
treatment, and opportunities to talk about their feel-
ings and to prepare for the impending bereavement.

Special nursing In many places terminal care nurses
work with the patient and the family. liaising with the
family doctor and with the hospital staff caring for the
patient. These nurses are skilled in the psychological as
well as the physical care of the dying.

Referral to a psychiatrist is indicated when:

« there is doubt abour the psychiatric dagnosis (eg.
between adjustment disorder and depressive
disorder);

¢ the patient has had a previous psychiateic disorder

¢ the patient refuses to discuss the illness, or to make
necessary decisions;

e the patient refuses to cooperate with treatment. in
order 1o determine whether refusal is for rational
reasons or has a psychiatric cause,

IGELERN The normal grief reaction

Stage | (hours to days)
+ Denial. disbelisf

+ ‘Mumbness’

Stage Il (weeks to 6 manths)

# Sadness, weeping, waves of grief
+ Somatic symproms of anxiery

+ Pestlesaness

+ Poor sleep

* I.‘}unimshed appetite

* Guily, blame of others

+ Expenience of the presence of the deceased

+ lllusions, wnd imagery

+ Hallucinaoons of the dead person’s voice

+ Preoccupation wath memaries of the deceased
+ Socal withdrawal

Seage 11l (weeks o maonths)

# Symptoms resolve
* Social actnaties resumed
# Memanes of good umes

+ (SYMPIOMS May récur at anniversarnios)

Grief: the response to bereavement

Mormal grief
The normal response to bereavement goes through
three stages (Table 5.6).

The first stage lasts from a few hours to several days.
There is a lack of emotional response (‘numbness’),
often with a feeling of unreality. and incomplete
acceptance that the death has taken place.

The second stage lasts from a few weeks to 6 months,
There may be extreme sadness, weeping, and ofien over-
whelming waves of grief. Somatic symptoms of anxiety
are common. The bereaved person is restless, sleeps poor-
Iy, and lacks appetite. Many bereaved people feel guilty
that they failed to do enough for the deceased; some proj-
ect these feelings to clinical staff for failing to provide
optimal care for the dead person. Some bereaved people
have an intense experience of being in the presence
of the dead person, and may experience vivid imagery,
illusions, or sometimes hallucinations of that person's
voice, The bereaved person is precccupied with memo-
ries of the dead person, and often withdraws from social
relationships.



In the third stage these symptoms subside, and
everyday activities are resumed. The bereaved person
gradually comes to terms with the loss, and recalls the
good rimes shared with the deceased in the past. Often,
there is a temporary return of symptoms on the
anniversary of the death.

Abnormal grief
Crief is said to be abnormal when the symptoms are:

& more intense than usual and meet the criteria for
fusually) a depressive disorder:

+ prolonged beyond 6 months:
¢ delayed in onset.

Abnormal grief reactions are more likely in several
CiI’ElIIl'ISTEI.m:L"S.'

& after a death that was sudden and unexpected.

¢ when the bereaved person was very close to, and
dependent on, the deceased;

& when the survivor is insecure, or has difficulty in
expressing feelings, or has suffered a previous psy-
chiatric disorder;

# when the survivor cannot express grief casily, for
example because she has to care for young children.

Helping the bereaved

Help for the bereaved resembles that for other kinds of
adjustment reaction. The first step is to listen while the
bereaved person talks about the loss and 1o enable him
to express feelings of sadness or anger. When the per-
son is seen soon after the loss, it is helpful to explain the
normal course of grieving, and to forewarn about
the possibility of feeling as if the dead person were
present, or experiencing illusions or hallucinations.
Without this warning, these experiences may be very
alarming.

ADJUSTMENT TO SPECIAL SITUATIONS

The bereaved person may need help to move from
the early stage of denial of the loss to acceptance of real-
ity by viewing the body and by later putting away the
dead person’s belongings. Practical steps should be dis-
cussed, for example, funeral arrangements and possi-
ble financial difficulties. A widow may need help in
caring for young children. As time passes, the bereaved
person should be encouraged to resume social contacts;
to talk to other people about the loss; to remember
happy and fulfilling experiences that were shared with
the deceased; and to consider positive activiries that the
latter would have wanted survivors to undertake.

When grief is prolonged similar measures are used,
When grief is abnormally intense and meets the criteria
for depressive disorder, antidepressant drug treat-
ment may be required. However, antidepressants do
not relieve the distress of normal grief. An anxiolytic or
hypnotic drug may be helpful in the first few days after
bereavement if anxiety is severe or sleep greatly dis-
rupted. However, medication should not be continued
for more than a few days, and in most cases distress can
be reduced by the opportunity to talk and weep.

Support groups are helpful, especially for young widows.
The groups enable newly bereaved people to talk with
others who have dealt successfully with the emotional
and practical aspects of bereavement.

Further reading

Ehlers, A. (2000). Post-traumatic stress disorder. In
New Oxford Textbook of Psychiatry. Ed. M. G. Gelder.
J. ). Lopez-lbor & M. C. Andreasen, pp. 758-71. Oxford
University Press, Oxford.

A comprehensive overview of the syndrome and approaches
to treatment.

Parkes, C. M. (1998). Bereavement; Studies of Grigf in Adult
Life, 3rd edn. Pelican, Harmondsworth.

Latest edition of classic description of bereavement reactions.
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| CHAPTER 6

Anxiety and obsessional
disorders

Ghapter contents Anxiety disorders are common in both primary care

and general hospital practice. Many patients present
with physical rather than psychological symptoms of
Anxiety disorders 74 anxiety. Also, anxiety disorders can be provoked by the
stress associated with physical illness and its treatment.
Thus anxiety disorders are encountered by clinicians

Mormal and abnormal anxiety 71

Generalized anxiety disorder 75
Phobic anxiety disorders 79

Panic disorder &3 working i!1 all branches of II:II?diCinE and they stfauld be
able to diagnose the conditions, arrange basic treat-
Obsessive-compulsive disorder s5 ment, and know when to refer patients to a specialist.

Anxiety disorders are divided into generalized anxi-
ety, phobic, and panic disorders each with a character-
istic pattern of symptoms and disabilities, and each
requiring somewhat different treatment. Mixed states
of anxicty and depression are common: these ‘minor mood dis-
orders’ are described with depressive disorders to which they
are more closely related (see p. 103).

Obsessive-compulsive disorders are also considered
in this chapter. Their relation to anxiety disorders is
uncertain. They are classified with anxiety disorders in
DSM-IV because there are many common features, but
are classified separately in ICD-10 because there are
some important differences.

Normal and abnormal anxiety

Mormal anxiety is the response to threatening situa-
tions. Feelings of apprehension are accompanied by
physiological changes that prepare for defence or
escape ('fight or flight'), notably increases in heart rate,
blood pressure, respiration, and muscle tension. Sym-
pathetic nervous system activity is increased with, for
example, tremor, polyuria, and diarrhoea. Attention is
focused on the threatening situation,
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Abnormal anxiety is a response that is similar but out
of proportion to the threat andfor more prolonged, or
occurs when there is no threat, With one exception,
the symptoms of anxiety disorders are the same as
those of a normal anxiety response. The exception is
that the focus of attention is not the external threat (as
in the normal response) but the physiological response
itself. Thus in abnormal anxiety, attention is focused on
a symptom such as increased heart rate. This focus of
attention is accompanied by concern about the cause of
the symptom. For example, a common concern is that
rapid heart action is a sign of heart disease. Another
common concern is that other people will become
aware of the symptom and think it strange, for exam-
ple. that they will notice trembling of the hands.
Because these concerns are threatening, they activate a
further anxiety response thus adding to the autonomic
arousal, generating further concern. and setting up a
vicious cycle of mounting anxiety.

Anxiety disorders

Classification

Anxiety disorders are states with marked and persist-
ent mental and physical symptoms of anxiety that are
not secondary to another disorder. Anxiety disorders
are classified into those with continuous symptoms
(generalized anxiety disorder) and those with episod-
ic symptoms. The latter are divided into those in which
episodes of anxiety occur in particular situations (pho-
bic anxiety disorders) and those in which episodes can
occur in any situations (panic disorder) (Fig. 6.1).
Phobic anxiety disorders are classified further into sim-
ple phobia, social phobia, and agoraphobia {these
terms are explained later). Some patients have both

episodes of anxiety in particular situations, characteris-
tic of agoraphobia, and random episodes, characteristic
of panic disorder. These mixed disorders are called
panic with agoraphobia in D5M (unfortunately the
term in ICD10 is slightly different—agoraphobia with
panic).

Prevalence

Anxiety disorders are common in the population with a
1-year prevalence of about 14 per cent, or about 10 per
cent if simple phobias are excluded. They are encoun-
tered frequently in primary care and general hospital
practice although many patients do not complain
directly of anxiety. but instead ask for help with one or
more of the physical symptoms of anxiety, such as

mpproximam prevalence of anxiety

disorders

Approximate 1-year
prevalence per 10007

Ceneralized anwiery disorder 0
Phobic desorders
Agoraphobia 20
Socil phobia 30
Simple phobea® 45
Panic disorder 15
Obsessive-complsive disorder*** 10

“Chiagally wgnificant’ cases onby, thown (o the nearest $ per thousand.

™ if ali cases are anchuded (not just the clincaliy significant ones) the rate s
approcurmately B5 per 1000 *** excheding cates co-maibid with another
aruety deorder

From Narrgw, W' E. Rae, D 5. Robins, L M et gl (2002} Archives of General
Prpchoatry 89, 115-123.
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Fig. 6.1 Principles of
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palpitations. The approximate frequency of the various
kinds of anxiety disorder is shown in Table 6.1, The fig-
ures are approximate and uncertain because different cri-
teria have been used in the various surveys. They show,
nevertheless, the relative frequency of the disorders.

Generalized anxiety disorder

Clinical features

Appearance The face looks strained and the brow fur-
rowed; the posture is tense and the patient is restless
and may tremble. The skin is pale. with increased
sweating from the hands, feet, and axillae. Readiness
to tears, which may erroneously suggest depression,
reflects a generally apprehensive state.

Psychological symptoms are listed in Table 6.2. Pa-
tients with poor concentration sometimes complain of
poor memory but true memory impairment does not
occur in an anxiety disorder—if it is present a care-
ful search should be made for an organic syndrome. Re-
petitive worrying thoughts are characteristic of general-
ized anxiety disorder. These thoughts may concern
personal illness, fears abour the health or safery of
other people. or social anxieries.

Physical symptoms reflect overactivity in the sym-
pathetic nervous system and increased tension in skeletal
muscles. The list of possible symptoms is long, but they
can be grouped conveniently by the systems of the body
as shown in Table 6.2. A few items in the list require com-
ment, Excessive wind results from the swallowing of air.
Difficulty in inhaling caused by anxiety contrasts with
the expiratory difficulty of asthma. Overbreathing causes
further physical symptoms as explained below. Dizziness
is not rotational but rather a feeling of unsteadiness.
Some patients report blurring of vision although their
visual acuity is normal. Headache is typically in the form
of constriction or pressure, which is usually bilateral and
frontal or occipital. Aching, especially in the back and
shoulders, is common.

Some patients do not complain of anxiety bur ask for
help for one or more of the many physical symptoms
of anxiety. Also. each of the physical symptoms of
anxiety can also be caused by physical disease. Both
points, which are important in diagnosis, are consid-
ered further under differential diagnosis (see below).

Sleep is disturbed in a characteristic way. On going to
bed patients lie awake worrying: when at last they fall
asleep, they wake intermittently. They often report
unpleasant dreams, and occasionally ‘night terrors’ in
which they wake suddenly feeling intensely fearful,

ANXIETY DISORDERS

WEEIER Symptoms of generalized anxiety disorder

Fearful antcipation
Iericability

Psychological

Sensivity [0 noise
Restlessniess

Poor concentration
Wornying thoughts

Physical

& Castromntestinal

Dy mouth

Difficulty in swallowing
Epigastric discomiort
Excessve wind

Frequent or loose monions
Constriction in the chest
Difficulty inhaling
Onerbreathing

Palpiations

» Respiratory

» Cardiovascular
Discomfor in chest
Awareness of missed beats

+ Genitounnary Frequent or urgent micturition
Failure of erecuion

Menstrual discomfort
Amenorrhoea

Trernor

Prickhing sensations

+ Meuromuscular

Tinmius

Dhzainess
Headache

Aching muscles
Inmmﬁla

Might terrors
Depression
Obsessions
Depersonalization

Sleep diturbance

Orher symproms

sometimes remembering a nightmare, and sometimes
uncertain why they are so frightened. Early waking with
an inability 1o go back to sleep again is much less com-
mon among patients with a generalized anxiety disorder
than among patients with a depressive disorder [see
pp. 99-100). Therefore, early waking should always
prompt a search for other symptoms of a depressive
disorder.

Hyperventilation is breathing. usually in a rapid and
shallow way. that is excessive in that it results in a
fall in the concentration of carbon dioxide in the
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Abnormal anxiety is a response that is similar but out
of proportion to the threat andfor more prolonged. or
occurs when there is no threat. With one exception,
the symptoms of anxiety disorders are the same as
those of a normal anxiety response. The exception is
that the focus of attention is not the external threat (as
in the normal response) but the physiological response
itself. Thus in abnormal anxiety, attention is focused on
a symptom such as increased heart rate. This focus of
attention is accompanied by concern about the cause of
the symptom. For example, a common concern is that
rapid heart action is a sign of heart disease. Another
common concern is that other people will become
aware of the symptom and think it strange, for exam-
ple, that they will notice trembling of the hands,
Because these concerns are threatening, they activare a
further anxiety response thus adding to the autonomic
arousal, generating further concern, and setting up a
vicious cycle of mounting anxiety.

Anxiety disorders
Classification

Anxiety disorders are states with marked and persist-
ent mental and physical symptoms of anxiety that are
not secondary to another disorder. Anxiety disorders
are classified into those with continuous symptoms
(generalized anxiety disorder) and those with episod-
1 symptoms. The latter are divided into those in which
episodes of anxiety occur in particular situations (pho-
bic anxiety disorders) and those in which episodes can
occur in any situations (panic disorder) (Fig. 6.1).
Phobic anxiety disorders are classified further into sim-
ple phobia, social phobia, and agoraphobia (these
terms are explained later). Some patients have both

episodes of anxiety in particular situations, characteris-
tic of agoraphobia, and random episodes, characteristic
of panic disorder. These mixed disorders are called
panic with agoraphobia in DSM (unfortunately the
term in ICD10 is slightly different—agoraphobia with
panic).

Prevalence

Anxiety disorders are common in the population with a
1-year prevalence of about 14 per cent, or about 10 per
cent if simple phobias are excluded. They are encoun-
tered frequently in primary care and general hospital
practice although many patients do not complain
directly of anxiety, but instead ask for help with one or
more of the physical symptoms of anxiety, such as

Approximate prevalence of anxiety
disorders

Approximate T-year
prevalence per 10007

Generalized anxiety disorder 30
Phobic disorders
Agoraphoba 20
Social phobia 0
Simple phobia** 45
Panic dsorder 15
Obsessrve-compulsive disorder*™* 10

*Climically significant’ cases only, shown to the nearest 5 per thousand:

** if all cases are included (not juse the clinically significant ones) the fate s
approcemately B5 per 1000 *** exchading cases co-morbed wath another
anxiery disorder.

From Marrew, W, E, Rae, 0. 5, Robing, L B, et al {2002). Archives of General
FPpehiatry 59, 115-123
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palpitations. The approximate frequency of the various
kinds of anxiety disorder is shown in Table 6.1. The fig-
ures are approximate and uncertain because different ci-
teria have been used in the various surveys. They show,
nevertheless, the relative frequency of the disorders.

Generalized anxiety disorder

Clinical features

Appearance The face looks strained and the brow fur
rowed: the posture is tense and the patient is restless
and may tremble. The skin is pale, with increased
sweating [rom the hands, feet, and axillae. Readiness
to tears, which may erronecusly suggest depression,
reflects a generally apprehensive state.

Psychological symptoms are listed in Table 6.2. Pa-
tients with poor concentration sometimes complain of
poor memory but true memory impairment does not
occur in an anxiety disorder—if it is present a care-
ful search should be made for an organic syndrome. Re-
petitive worrying thoughts are characteristic of general-
ized anxiety disorder. These thoughts may concern
personal illness, fears about the health or safety of
other people, or social anxieties.

Physical symptoms reflect overactivity in the sym-
pathetic nervous system and increased tension in skeletal
muscles. The list of possible symptoms is long, but they
can be grouped conveniently by the systems of the body
as shown in Table 6.2. A few items in the list require com-
ment. Excessive wind results from the swallowing of air.
Difficulty in inhaling caused by anxiety contrasts with
the expiratory difficulty of asthma. Overbreathing causes
further physical symptoms as explained below. Dizziness
is not rotational but rather a feeling of unsteadiness,
Some patients report blurring of vision although their
visual acuity is normal. Headache is typically in the form
of constriction or pressure, which is usually bilateral and
frontal or occipital. Aching, especially in the back and
shoulders, is common.

Some patients do not complain of anxiety but ask for
help for one or more of the many physical symptoms
of anxiety. Also, cach of the physical symptoms of
anxiety can also be caused by physical disease. Both
points, which are important in diagnosis, are consid-
ered further under differential diagnosis (see below]).

Sleep is disturbed in a characteristic way. On going 1o
bed patients lie awake worrying: when at last they fall
asleep, they wake intermittently. They often report
unpleasant dreams, and occasionally ‘night terrors’ in
which they wake suddenly feeling intensely fearful,

ANXIETY DISORDERS

Symptoms of generalized anxiety disorder

Psychological

Fearful anucipation
Irritability

Sensitivity 1o noise
Restlessness

Poor concentration
Worrying thoughts

Physical

& Castrointesunal Diry mouth

Diffsculty in swaliowang
Epigasiric discomnfor
Exgessive wind

Frequent or loose monons

# Respiratory Constnction in the chest
Difficuley inhaling
Crverbreaching

& Cardiovascular Malpitations

Dhscomiart in chest
Awareness of missed beats

& Cenitourinary Frequent or urgent maciuniion
Falure of erecton

Menstrual discomfort
Amenorrhoea

* Meurormuscular Tremor

Prickling sensations
Tinrutus

Duzziness
Headache

Aching muscles
Sleep disturbance Insammia

Might terrors
Depression
Ohsessions
Depersonalization

Other symproms

sometimes remembering a nightmare, and sometimes
uncertain why they are so frightened. Early waking with
an inability to go back to sleep again is much less com-
mon among patients with a generalized anxiety disorder
than among patients with a depressive disorder (see
pp. 99=100). Therefore, early waking should always
prompt a search for other symptoms of a depressive
disorder.

Hyperventilation is breathing, usually in a rapid and
shallow way, that is excessive in that it results in a
fall in the concentration of carbon dioxide in the
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Symptoms and signs of hyperventilation

+ Rapid shaliow breathing
# Dizziness

+ Tinmigus

# Headache

# Precordial dacomfort

+ Weakness

* Faintniess

+ Numbness and ungling in the hands and feet
+ Carpopedal spasm

blood. The resultant symptoms are listed in Table 6.3.
Paradoxically, overbreathing produces a feeling of
breathlessness that causes the patient to breathe even
more vigorously. When a patient has unexplained bodi-
ly symptoms. the possibility of persistent overbreathing
should be considered. The diagnosis should be made on
the definite occurrence of this group of symptoms, and
on observations of the patient’s respiration pattern
when the symptoms are present. The finding that symp-
toms produced by deliberate overbreathing resemble
those experienced spontaneously does not prove that
involuntary hyperventilation is the cause of the latter,

Panic attacks Some patients with generalized anxiety
disorder experience occasional panic attacks, thar is, sud-
den episodes of very severe anxiety. However, panic at-
tacks are more characteristic of panic disorder (see p. 83).

Other symptoms are listed in Table 6.2, Although not
major features of the disorder, they too may be the
symptoms for which patients seek help,

Duration of symptoms By convention, generalized
anxiety disorder is diagnosed only when symptoms
of anxiety have been present for several months
(& months in DSM-IV). When symptoms have been
present for a shorter time, the diagnosis is stress or
adjustment disorder (see pp. 63 and 67),

Prevalence

Generalized anxiety disorder occurs in about 3 per cent
of the population. It is slightly more common among
women than men. The disorder is chronic and is there-
fore frequent among attenders in primary care.

Differential diagnosis

Generalized anxiety disorder has to be distinguished
from other psychiatric disorders in which anxiety may
be prominent and from physical illnesses that produce
similar symptoms,

+ Depressive disorder can present with symptoms of

anxiety, and patients with chronic generalized anx-
iery disorder may ask for help when they fecl
depressed, Diagnostic errors can be reduced by enquining
routinely about depressive symptoms in patients present-
ing with anxiery, Usually the depressive symptoms
are generally more severe than the anxiety symp
toms, and other symptoms of depressive disorder
will be present. The history. taken from an informant
as well as from the patient. will usually reveal that
the depressive symptoms appeared first. Sometimes
agitation occurring in a severe depressive disorder
(see p. 99) is mistaken for anxiety.

+ Schizophrenia. Occasionally patients with schizo-

phrenia complain of anxiety before they reveal other
symptoms of schizophrenia. Errors in diagnosis can
be reduced by asking anxious patients what they
think is the cause of their symptoms. In reply, schize-
phrenic patients may reveal delusions (e.g. that they
are anxious because they are being spied on).

+ Dementia may first come to notice when the pat-

ient complains of anxiety. When this happens,
the clinician may overlook the accompanying mem-
ory disorder or ascribe it to poor concentration,
For this reason, memory should be assessed appro-
priately especially when older patients present with
anxiety.

¢ Withdrawal from drugs or alcohol or excessive
use of caffeine can cause anxiery, and the cause may
be overlooked because patients wish to hide their
drug or alcohol misuse. Reports that anxiety is partic-
ularly severe on waking in the morning suggests
alcohol dependence (withdrawal symptoms are most
likely at this time, see p. 188), though anxiety symp-
toms secondary to depressive disorder may also be
worse on waking.

+ Certain physical illnesses may present with symp-
toms similar to those of anxiety disorder. This pos-
sibility should be considered in every case, but
particularly when no psychological explanation can
be found for the anxiety.

¢ Thyrotoxicosis leads to irritability, restlessness,
tremor, and tachycardia, Patients should be exam-
ined for an enlarged thyroid, atrial fibrillation, and
exophthalmos: and thyroid function tests should
be arranged in appropriate cases,

¢ Phaeochromocytoma, hypoglycaemin, paroxysmal tachy-
cardias, and Meniére's disease should be considered as
occasional causes of episodic anxiery.



#+ Other physicol illness may cause anxiety through psy-
chological rather than physiological mechanisms
(e.g. because the patient fears a fatal outcome).
This sequence is particularly likely when the
patient has a special reason 1o fear serious conse-
quences (e.g. because a relative has died after
developing similar symptoms). [t is useful to ask
anxious patients whether they know anyone who
had similar symptoms.

¢ Anxiety disorder mistaken for physical illness. Any
of the physical symptoms listed in Table 6.2 can be the
presenting complaint of a patient with a generalized
anxiety disorder. Special investigations carried out to
exclude physical illness may be necessary. but if this
error is made patients may be subjected to special
investigations that increase anxiety because their neg-
ative results do not explain the symptoms.

Aetiology
Predisposing factors are of three kinds: genetic, childhood
upbringing, and personality type.

1. Genetic causes are important in predisposing to anx-
iety disorders. The concordance for anxiety disorders
of all kinds is greater among monozygotic than
among dizygotic twins. However, most studies do not
distinguish between the different kinds of anxiety
disorder. so the size of the contribution of genetic
factors to generalized anxiety disorder is uncertain.

2. Childhood upbringing has been thought to pre-
dispose to generalized anxiety disorder in adult
life. However, despite much speculation, no specific
causes have been identified. Anxiety is a common
emotional disorder in childhood but most anxious
children grow into healthy adults and not all anxious
adults have been anxious children.

3. Personality type. Anxious and worry prone person-
alities (see p. 52) are linked 1o anxiety disorder but
other personalities can predispose by making people
less able to cope with stressful events.

Precipitating factors Generalized anxiety disorder
usually begins in relation o stressful events, especially
threareming events such as problems in relationships,
with employment and with ill health.

Maintaining factors Generalized anxiety disorders are
often maintained by continuing stressful events. They are
also maintained by ways of thinking that make the symp-
toms of the disorder stressful; for example, fears that
other people will notice that the patient is anxious, or
that anxiety will impair performance at work. Such
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fears lead to a vicious circle that increases and prolongs
anxiety.

Prognosis

By convention, the diagnosis of generalized anxiery
disorder cannot be made until the symptoms have been
present for several months (more than 6 months in
DSM-IV). Without treatment. about 30 per cent of
patients still have the disorder 3 years after the onset.
Progmosis is worse when symptoms are severe, and when
there is agitation. derealization, conversion symptoms, or
suicidal ideas. Brief episodes of depression are frequent
among patients with a chronic generalized anxiety dis-
order and it is often during one of these episodes that
further treatment is sought. Hence the importance of a
careful search for symptoms of a depressive disorder in
all patients with generalized anxiety disorder.

Common features in the management of anxiety
disorders

Although there are differences in the treatment of the
various types of anxiety disorder, there are also many
commeon features, Treatments are tested on paticnts
who meet formal diagnostic criteria, but many patients
seek help before their symptoms meet these criteria.
For example, one criterion for generalized anxiety dis-
order is a duration of & months. Although it is clearly
sensible to start treatment as soon as the patient asks
for help, it has to be recognized that most of the
procedures that are used have not been thoroughly
evaluated with early cases. The usual approach to the
treatment of anxiety disorders is as follows (Table 6.4).

General treatment plan for anxiety disorders

Initial treatment

& Detect and treat any co-maorbed depressive disorder
+ Agree a clear plan

# Explain the mature and cause of symproms, reassure about
specific concerns

& Help in solving or coming to terms with stressful problems
@ Adwise about self-help methods

& |f anxiety severe, use short-term benzodiazepine treatment

Further treatment

Contiawe the above amnd consuder

+ Relaxanion traming

# Respiratary control if hyperventilating

* Medicauon if anxiety still severe (see text)

# Referral for cognitive behaviour therapy (technigque varies
according o the type of disorder)

7
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Initial treatment

Exclude depressive disorder Patients with chronic
anxiety may ask for help when depressed: and depres-
sive disorder may present with anxiety symptoms (see
Differential diagnosis. above). If present. treatment for
depression should be started (see p. 109).

Agree a clear plan Anxiety is prolonged by uncertainty
and a clear management plan. agreed with the patient.
helps to reduce it

Provide and discuss information Anxiety disorders
are maintained by fears aboutr the narure and con-
sequences of their symptoms. An explanation of the
condition should be tailored to the particular concerns
of the individual patient, but it is usually necessary to
explain how fears that symptoms are caused by phy-
sical illness and concerns about other people's critical
opinions, can cause vicious circles of anxiety. A simple
diagram helps to explain this mechanism. Since anx-
ious patients do not concentrate well on new informa-
tion, it is useful to write down the essential points for
the patient to study at home. Alternatively, a standard
leaflet can be used, marked to indicate the points of
mast relevance to the patient, or a selfhelp book can
be recommended (see below).

Identify and reduce or aveoid any stressors Patients
should be encouraged to deal with or come to terms
with any social problems or other difficulties that
appear 1o be maintaining the anxiety disorder. The gen-
eral approach should be to help patients to: (i) identify
stressors by keeping a diary of occasions when they felt
anxious and the events at the time; (i) think of ways of
avoiding or dealing with the events; and (iii) try these
out (see Problem-solving treatment, p. 257).

Advise about self-help methods Patients with anxiety
disorders can help themselves in several ways, some of
which apply generally while others are specific o
the kind of disorder. The former include managing
time, taking time off to relax, and reducing caffeine
intake. The latter are described under the relevant
disorders.

Limit the use of anxiolytics Anxiolytic drugs can
bring rapid relief from anxiety at times of crisis. While
it is easy to prescribe them, this should not be done
routinely but kept for more severe disorders or cases in
which immediate relief is essential (for example to
fulfil an essential commitment). Anxiolytics should not
be prescribed for more than about 3 weeks because of
the risk of dependency (see p. 237).

Further treatment

Relaxation training can be provided within a primary
care team. To be effective it must be practised regular-
ly: some patients are better motivated by training in a
group rather than individually. Some prefer to learn
relaxation as part of yoga exercises.

Treatment for hyperventilation Although not applica-
ble to every case, the treatment of hyperventilation is
considered here because it may occur in several kinds
of anxiety disorder:

+ To terminate an acute episode, the patient should re-
breathe expired air from a paper bag thereby increas-
ing the alveolar concentration of carbon dioxide.
Rebreathing during an episode is also an effective
way of demonstrating that certain symptoms are
caused by hyperventilation.

# To prevent further episodes of hyperventilation, patients
should practise slow, controlled breathing, at first
under supervision and then at home. A tape record-
ing can be used to help the patient time his breath-
ing appropriately. Such a tape can be made by the
primary care team or obtained from a department of

clinical psychology.

Consider antidepressants It may seem illogical to pre-
scribe antidepressant medication for patients with
anxiety disorders who do not have co-morbid depres-
sion. However, most antidepressants drugs have anx-
iolytic as well as anudepressant effects and. unlike
other anxiolyrics. they do not produce dependence.
For this reason, they are suitable for long-term treat-
ment of anxiety disorders. The anxiolytic effect of
antidepressants is not immediate, instead the ini-
tial effect is sometimes to increase anxiety. For this
reason the drugs should be started cautiously and
sometimes with the addition of a benzodiazepine for a
few days. Usually medication is continued for 6 months
or more. Patients who relapse can resume their med-
ication or be referred for cognitive behaviour therapy.
The choice of drug., which varies a little with the
type of disorder. is discussed later under the specific
disorders.

Refer for cognitive behaviour therapy The treat-
ments described so far can all be carried out by a
primary care team. Cognitive behaviour therapy is pro-
vided by a clinical psychologist or a specially trained
psychiatric nurse, though in some places there are
wairing lists. Since rechniques vary according to the
type of disorder, they will be considered later in rela-
tion to the specific disorders.




Treatment of generalized anxiety disorder

In formal terms, generalized anxiety disorder cannot
be diagnosed until symptoms have been present for
& months. However, general practioners and other
clinicians see many patients with similar symptoms
before the G-month period has passed. and they should
be treated. Depressive disorder should be excluded in all
cases.

General measures Treatment is based on the general
measures described above. The following peints apply
particularly to generalized anxiety disorder.

Self-help methods As well as the general methods,
patients should be encouraged to identify and deal with
the worrying thoughts that are characteristic of gener-
alized anxiety disorder. To do this, they should:

+ write down the worrying thoughts so that they can
be considered more objectively:

< consider for each problem whether anything can be
done to resolve the worrying problem;

+ if possible take the appropriate action; if no action is
possible, set aside a brief "worry time’ each day, and
for the rest of the day endeavour to use distraction 1o
prevent worrying (this procedure is described more
fully by Butler & Hope (1995), see further reading).

Anxiolytic medication As well as the occasional use of
a benzodiazepine for short-term relief of anxiety, bus-
pirone, a non-benzodiazepine anxiolytic (see p. 237)
may be used. Buspirone is less likely than the benzo-
diazepines to cause dependence but its effects appear
more slowly.

Antidepressant medication Several types of anti-
depressant can be used:

+ Tricyclics: in this group, amitriptyline is an inexpen-
sive and well-tried drug. Although antichelinergic
side effects may be a problem, they are less frequent
than in the treatment of depressive disorder because
an anxiolytic effect can usually be achieved with a
lower dose.

® Specific serotonin reuptake inhibitors (S5RIs) generally
have lewer troublesome side effects than tricyclics
and are less toxic in overdose (see p. 243). However,
they may cause an increase in anxiety and agitation
when first taken.

¢ Monoamine oxidase inhibitors (MAOIs) were the first
antidepressants to be used to treat anxiety disorders
but they are seldom used today because they interact
with certain drugs and foodstufTs (see p. 245).
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Cognitive behaviour therapy Anxiety management is
described on p. 261, It combines relaxation with
techniques to reduce worries about the physical
sympltoms of anxiety. Although research evidence is
limited, clinical experience suggests that this is the
psychological treatment of choice for generalized
anxiety disorder,

Phobic anxiety disorders

The symptoms of phobic anxiety disorder are the same
as those of generalized anxiety disorders, but there are
three distinguishing features:

1. Anxiety in particular circumstances only. In some phobic
disorders the relevant circumstances are so infre-
quent that the patient is free from anxiety for most
of the time; in other cases the circumstances occur
so frequently that the patient is seldom free from
anxiery.

2. Avoidance of circumstances that provoke anxiety.

3. Anticipatory anxicty when there is the prospect of
encountering such circumstances.

The circumstances that provoke anxiery include
situations, such as crowded places, living things. such as
spiders, and natural phenomena, such as thunder.

Phobic disorders are classified in three groups:
simple phobia, social phobia, and agoraphobia. As
explained above (p. 74) some patients have both agora-
phobia and non-situational panic.

Simple phobia

A person with simple phobia is inappropriately anxious
in the presence of a particular object or situation, or
when anticipating this encounter. and has the urge
to avoid the object or situation. The symptoms resem-
ble those of generalized anxiety disorder (see p. 75).
The urge to avoid the stimulus is strong. and in most
cases there is actual aveidance. Anticipatory anxiety is
often severe, for example a person who fears storms
may become extremely anxious when there are only
black clouds, which might precede a storm.

Simple phobias can be specified further by adding
the name of the stimulus: for example, spider phobia.
Sometimes terms such as arachnophobia (to denote
spider phobia} or acrophobia (to denote phobia of
heights) are used, but they have no advantage over the
simpler terms. The following varieties of simple phobia
require brief separate comments.

Phobias of blood, injection, and injury differ from
other types of simple phobia in that there is a strong
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vasovagal response instead of the usual sympathetic
reaction. Fainting is common.

Phobia of dental treatment About 5 per cent of adults
have specific fears of this kind, which can become so
severe that all dental treatment is avoided and serious
caries develops.

Phobia of flying Anxicty during aeroplane travel is
common. A few people have such intense fear that
flying is impossible.

Phobias related to excretion Some people with this
phobia become anxious when attempting to pass urine
in public lavatories. Others have frequent urges to pass
urine when away from home, fear being incontinent,
and arrange their lives so as never to be far from a
lavatory. A few patients have similar symptoms centred
around defecation.

Phobia of vomiting People with this phobia fear that
they may vomit in a public place. such as a bus or train,
or fear that other people may do so.

Phobia of illness Some patients experience repeated
fearful thoughts that they may have cancer. venereal
disease, or some other serious illness. Such fears are a
type of hypochondriacal symptom (see p. 91),
Prevalence

Simple phobias are common but very few patients seck
medical help. The 1-year prevalence of clinically

significant cases is about 45 per 1000 population (and
nearly 100 per 1000 when all cases are counted).

Differential diagnosis

Some patients with longstanding simple phobias seek
help when an unrelated depressive disorder makes
them less able to tolerate the phobic symptoms. Apan
from this association, simple phobia is seldom mis-
taken for ancther disorder,

Aetiology

Most of the simple phobias of adult life begin in child-
hood when simple phobias are extremely common (see
p. 283). Why most childhood phobias disappear and a
few persist ine adult life is not known, except that the
most severe phobias are more likely to do so. Simple
phobias that begin in adult life often develop after a
very frightening cxperience; for example, a phobia of
horses following a dangerous encounter with a bolting
horse. Sometimes, no cause can be identified.

Prognosis
There is little reliable information about the prog-
nosis of simple phobias. Clinical experience indicates

that simple phobias that began in childhood continue
for many years. while those starting after a stressful
experience in adult life may improve with time.

Treatment

Most of the general measures described on pp. 77-8
apply to simple phobia, except that it is usually inap-
propriate to prescribe antidepressants because anxiety
in simple phobia is so intermittent. The following
points apply particularly to simple phobia,

Self-help methods Patients should strive 1o enter
repeatedly the situations that they have previously
avoided, starting with those that proveke least fear and
progressing to increasingly more difficult situations.
They may be helped on the first few occasions by the
reassuring presence of an understanding and trusted
companion.

Medication Patients sometimes ask for immediate
reliefl of symptoms when a longstanding phobia makes
it difficult 1o fulfil a forthcoming important engage-
ment {e.g. a claustrophobic person who requires an
urgent MRI scan). In such circumstances. a benzo-
diazepine can be used. but in the short term only.

Cognitive behaviour therapy The treatment of choice
for simple phobia is exposire. 8 more formal version of
the procedure described above under selfthelp methods
isee p. 259).

Social phobia
Social phobia is inappropriate anxiety in social situ-
ations. There are a number of principal features:

# Specific concerns (which they know to be irrational)
about being observed critically by other people.

* Situations that provoke anxicty include: restaurants.
canteens. and dinner parties; seminars. board meet-
ings. and other places where it is necessary to speak
in public; occasions when some action is open 1o
scrutiny—for example, writing, eating, or drinking
in front of another person (Table 6.5).

Situations feared and avoided by patients
with social phobia

Common theme Beng ohserved and open to criticism
Commirgees. serminars

Eating or drinking in pulblic

Social gatherings

Witing or performing in front of others

Exampies




& Anticipatory anxiety. People with social phobia also
feel anxious when they anticipate entering such
siruations.

# Awvoidance of these situations. Sometimes the avoid-
ance is partial: for example, entering a social group
but failing to make conversation, or sitting in an
inconspicuous place in the group.

+ Symptoms similar to those of other anxiety disorders
(see p. 75), although blushing and trembling are
particularly frequent.

¢ Use of alcohol. Some people take alcohol o relieve
anxiery ancd aleahol abuse is more common among
social phobics than among people with other
phobias.

Onset and course

The condition usually beging with an acute attack
of anxiety in some public place. Subsequently. anxi-
ety occurs in similar places with episodes that be-
come gradually more severe and with increasing
avoidance.

Prevalence
The 1-year prevalence is about 30 per 1000. Social
phobia is about equally common in men and women.

Differential diagnosis

¢ Generalized anxiety disorder. Social phobia is
distinguished by the pattern of situations in which
anxiety occurs.

¢ Depressive disorder. Social phobia is distinguished
by the patern of situvations and the absence of
the typical symptoms of depressive disorder (see
p. 98). Sometimes people who have previously coped
with social phobia seek help when they become
depressed.

+ Schizophrenia. Occasionally, patients with schizo-
phrenia are anxious in, and avoid, social situations
because of paranoid delusions.

+ Anxious/avoidant personality disorder. character-
ized by lifelong shyness and lack of self-confidence,
may closely resemble social phobia. However. per-
sonality disorder starts at a younger age and develops
more gradually than social phobia.

+ Social inadequacy is a primary lack of social skills
with secondary anxiety. Speech is hesitant, dull, and
inaudible, facial expression and gestures are awk-
ward, and eye contact is avoided. People with social
phobia possess these social skills but cannot use
them when they are anxious.
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Aetiology

The cause of social phobia is uncertain. Symptoms
usually start in late adolescence, a time when many
young people are concerned about the impression they
are making on other people. It is possible that social
phobias begin as exaggerated normal concerns, which
are then increased and prolonged by thoughts that
other people will be critical of any signs of anxiety.

Prognosis

There are no systematic data on the longterm course of
sacial phobia. Clinical experience suggests that the
phobias persist for many years. although most improve
by mid life.

Treatment
The general measures are described on pp. 77-8. and
the following specific points apply to social phobia,

Self-help methods Exposure to social situations is
important but difficult to achieve in a graded way
because social situarions are not under the patient’s
control and do not always develop in predicrable ways.
Some patients can control anxious thoughts by distrac-
tion. with guidance from a self-help book. Exposure
and distraction should be continued and extended
during any drug treatment.

Antidepressant medication The usual choice is one of
the SSRIs: paroxetine, {luvoxamine, and sertraline have
been reported to be effective in social phobia in the
short term although the long-term benefits are less cer-
tain. The MADI moclobemide is also effective, at least
by in the short term. Because its effect of inhibiting
monoamine oxidase is reversible, precautions against
dietary and drug interactions are less necessary than
with other MAOls, While taking antidepressant medication,
patients should practice exposure to situations that they
have previously avoided.

Anxiolytic medication provides immediate short-term
relief. for example to help the patient deal with an
important professional or secial situation before more
lasting treatment has taken effect. However, anxiolytics
should not be used regularly because of the risk of
dependence [see p. 237).

Beta-adrenergic antagonists are used occasionally
to control tremor and palpitations unresponsive to
anxiolytic treatment. Care should be taken to observe
the contraindications for the use of these drgs and the
precautions described in the manufacturer's literature.

Cognitive behaviour therapy combines exposire
to feared situations with procedures to reduce the

a1



82

6 ANXIETY AND OBSESSIONAL DISORDERS

patient’s anxiety-provoking thoughts (see p. 261). Though
the evidence is limited. cognitive behaviour therapy is
probably the treatment of choice for patients who do
not respond to simple measures.

Dynamic psychotherapy Some clinicians consider
that this treatment (see p. 262) benefits patients whose
social phobia is associated with low self-esteem and
longstanding problems in personal relationships. At
the time of writing, there is insufficient evidence to
decide the matter.

Agoraphobia

Clinical features

Agoraphobic patients are anxious when they are: away
from home; in crowds; in situations they cannot leave
easily: in social situations; and in open spaces (this last
fear explains the name—"agoraphobia’ contains the
Greek word for ‘market place’). Patients experience
anticipatory anxiety and avoid situations that cause anxi-
ety. Anxious thoughts are common with themes of fint-
ing and loss of control. The anxiety symptoms are any
of those shown in Table 6.2 together with panic aftacks,
depression, and depersonalization,

Situations that provoke anxiety and avoidance are
listed in Table 6,6. The sitwations have in common the
themes (noted above) of distance from home, crowd-
ing. and confinement. Examples include: buses and
trains; shops and supermarkets: and places that cannot
be left suddenly without attracting attention, such as a
hairdresser's chair or a seat in the middle of a row at
the cinema. Less common situations are open spaces
such as parks and open country, and social situations
such as parties or business meetings. As the condition
progresses, patients avoid more and more of these
situations until in severe cases they may be almost
confined in their homes.

Situations feared and avoided by patients
with agoraphobia

Distance from home
Crowding
Confinerment

Comman themes

Open spaces

Social sstuations
Examples Public transport
Crowded shops
Empry streets
School viats

Cinernas, theatres

The anxiety experienced in these situations is
reduced by the reassuring presence of a trusted com-
panion. or a reassuring object such as a few anxiolytic
tablets, which are carried but never taken.

Anticipatory anxiety may be severe and appear several
hours before the person has to enter a feared situation.

Course and outcome

Agoraphobia has two peak times of onset: in the early or
mid twenries, and in the mid thirties. (Contrast the
peak of onset of simple phobias in childhood and of
social phobias in late teenage years.) The first episode of
agoraphobia often occurs while the person is away
from home, waiting for public transport. or shopping
in a crowded store. Suddenly the person develops an
unexplained panic attack, and either hurries home or
seeks immediate medical help. This first episode subsides
before long. but there is another when the same or simi-
lar siruation is encountered again, and another hurried
escape is made. This sequence recurs over and again and
the person begins to avoid the situations. It is unusual to
discover any immediate cause for the first panic attack.
although some patients describe a background of prob-
lems at the time (e.g. worry about a sick child).

As the condition progresses, patients become increas-
ingly dependent on the spouse or other relatives for help
with activities, such as shopping. that provoke anxiety.
These demands on the spouse sometimes lead to argu-
ments, and serious marital problems are common,

Prevalence

The 1-year prevalence of agoraphobia is about 20 per
1000, with twice as many women as men being affected.

Differential diagnosis

# Generalized anxiety disorder, although this does
not have the pattern of avoidance ch aracteristic of
agoraphobia.

+ Social phobia. Although agoraphobic patients feel
anxious in social situations and some social phobics
avoid crowded buses and shops, the overall pattern
of anxiery-provoking situations is different.

» Depressive disorder. Sometimes a person with long:
standing agoraphobia sceks help when depressed. It
is then important to identify and treat the depressive
disorder,

Schizophrenia. Rarely, patients with paranoid delu-
sions avoid meeting people in a way that suggests
agoraphobia. If they hide the delusions, diagnosis
may be difficult but a thorough history and mental
state usually shows the true diagnosis.

-



Aetiology

The development of anticipatory anxicty and avoidance
after the first panic attack can be understood in terms
of conditioning. The cause of the first panic attack is
uncertain. It could be caused by panic disorder [see
below) in which case agoraphobia is simply a variant
of panic disorder. Alternatively, the first panic attack
could have another cause such as an accumulation of
stressful events, in which case agoraphobia and panic
disorder are separate conditions. The matter is undecid-
ed and there may be different causes in separate cases.
It is agreed. however. that agoraphobia is maintained
by avoidance, which prevents deconditioning, and by
apprehensive thoughts, such as fears of fainting or social
embarrassment, which set up vicious circles of anxiety.

Prognosis

Agoraphobia that has been present continuously
for a year is likely to persist for at least 5 years. Brief
episodes of depressive symptoms often occur in the
course of chronic agoraphobia.

Treatment

Treatment begins with the general measures described
on pp. 77-8. The tollowing points apply particularly o
agoraphobia (Table 6.7). If the condition is severe. spe-
cialist assessment should be obtained at an early stage.

Self-help methods As soon as agoraphobia is diag-
nosed, patients should be strongly encouraged to
return to situations that they have avoided (exposure).
They should start with situations that provoke little
anxiety and be helped to draw up a hierarchy of more
difficult ones to approach later. They should use relax-
ation and distraction to control anxiety in the phobic
situations. Most patients find exposure easier when
accompanied by a trusted companion. at least on the
first few occasions. It is essential that patients stay
in the sitwation until anxiety has subsided. otherwise
the phobic response will not decline and may even
increase,

Management plan for agoraphobia

* Adopt the general measures for anxiety disorders (see Table 6.4)

* Gﬁtain specialist help for severe cases

* Propare a hierarchy. arrange exposure with anviety
management

# Prescnbe anudepressant if spontaneous panic attacks interfere
with exposurne ($ee 1ext)

¢ Refer for cogrutve behaviour therapy

AMXIETY DISORDERS

Antidepressants are of value not only for their general
anxiolytic effect but also because some have antipanic
effects (see p. 85). (Panic attacks are a common cause of
relapse.) Their use should be combined with exposure,
either as a selfhelp procedure or as part of cognitive
behaviour therapy (see below). There is some evidence
that the most effective treatment for agoraphobia
is a combination of cognitive behaviour therapy and
medication,

Cognitive behaviour therapy When the condition is
even moderately severe, selfhelp is of limited value
and cognitive behaviour therapy is tequired, either
alone or combined with medication. The basic proce-
dure, exposure, is the same as that used in selfhelp bur
it is supplemented by techniques for managing the
anxiety experienced in the situation (see p. 261). The
treatment has been shown to have long-term benefits.
Cognitive behaviour therapy is 4 complex procedure
requiring special training, and is usually provided by
clinical psychologists or specially trained psychiatric
MUITSEes.

Panic disorder

Clinical features
The symptoms of a panic attack are listed in Table 6.8.
Anxiety increases very quickly to a severe level and
patients fear some kind of catastrophic outcome such
as a heart attack. The diagnosis of panic disorder is
made when the attacks occur unexpectedly (i.e. not in
response to a known phobic stimulus), and when they
are repeated. As the condition develops, situational
panic may be added to the original spontaneous at-
tacks. This progression blurs the distinction between
agoraphobia and panic disorder.

Panic disorder patients often seck advice from gener-
al pracritioners, cardiologists, and other physicians to

MSympmms of a panic artack

# Palpitanons

+ Dyspnoea

# Chest discomfort

- SW'E'BLII'IS

# Trembling

* Dizziness or fainting

* Flushing

* Mausea

# Fears of an impending medical emergency

+ Depersonalization
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whom they complain not of anxiety. but of accompany-  Prognosis

ing physical symptoms such as palpitations. Systematic follow-up data have not been reported but
clinical observation indicates that some patients who
experience panic attacks recover within weeks of the
onset. However, when panic attacks have persisted for
6 months or more the disorder usually runs a pro-
longed, although often fluctuating, course which may
last for many years.

Prevalence

The prevalence of panic disorder is about 15 per 1000,
and it is about twice as frequent among women as
among men. Many other people have spontancous
panic attacks that are not sufficiently frequent to satis-
fy formal criteria for panic disorder—they number
about 30 per 1000. Treatment

The general measures described on pp. 77-8 form the
basis of treatment. The following points apply particu-
larly to panic disorder [Table 6.9).

Differential diagnosis

Panic artacks ocour in many conditions other than panic
disorder, notably generalized anxiety disorder, phobic
anxiety disorder (especially agoraphobia). hyperventila- Management plan for panic disorder
tion (see pp. 75-6), depressive disorder, and during with-
drawal from alcohol. Diagnosis is made by searching for ~ * Adopt the general measures for anwiety disorders (see Table 64)
symptoms of these other disorders and considering  » Explain

which symptoms developed first: for example, whether the harmless nature of physical symploms

depression preceded or followed the onset of panic. the vicious circle formed by concerns about symptoms and
anxiety
Aetiology the effect of safery behaviowrs and avocdance

The causes of panic disorder are uncertain. It seems o frcourage self-help (see text)
likely that is caused by a combination of excessive auto-
nomic responsiveness to stressful events coupled with
fears that the symptoms of autonomic arousal are evi-
dence of an impending medical catastrophe (Box 6.1).

# If panics are severe and/or frequent, consider medication (se2
Texr)

* Arrange cognitive therapy

BOX 6.1 THE AETIOLOGY OF PANIC DISORDER

The biochemical hypothesis is based on three sets of observations. First, certain chemical agents can induce panic
attacks more readily in patients with panic disorder than in healthy people or patients with other kinds of anx-
iety disorder. These agents include yohimbine, an alpha-adrenergic antagonist that increases central sympa-
thetic activity, carbon dioxide inhalation, and sodium lactate infusions, which act in unknown ways. Second,
certain drugs reduce panic artacks (e.g. imipramine and SSRls). Third, panic disorder is more frequent among relatives
of panic disorder patients than among the general population, a finding consistent with a genetic cause but also
with social transmission. So far there have been insufficient twin studies 1o be sure that the family aggregation
is not due to the latter.

It has been proposed that regulation of the adrenergic and possibly also the 5-HT systems are abnormal in
panic disorder. While there is no doubt that the noradrenergic system is highly active during panic attacks,
it has not been shown that this activity is the cause of the disorder rather than the pathway through which
another abnormality is expressed.

The cognitive hypothesis is based on the observation that, compared with other anxious patients, patients
with panic disorder more often have fears concerning physical symptoms of anxiety. They fear, for example.
that palpitations will be followed by a heart attack. It is proposed that these fears initiate a vicious circle in
which anxiety leads to physical symptoms, which activate the fears. which in turn lead to more anxiety. There
is experimental evidence in support of this hypothesis; for example, reducing fearful cognitions reduces panic.

Safety behaviours. Some patients carry out actions intended to avert the feared catastrophe, for example.
breathing deeply or relaxing. Because they believe that these actions have prevented the feared events, for
example a heart attack, patients do not find out that panic symptoms are not followed by the catastrophe that
they fear, and their fear continues,
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Information Clinicians who see patients soon after an
initial panic attack should attempt 1o prevent progres-
sion to panic disorder by explaining thar the physical
symptoms are caused by anxiety and that, while fright-
ening. they are harmless. They should explain also that
anxiery is often accompanied by frightening thoughts
about dying or losing control and that these thoughts
cause a vicious circle of anxiety. When panic attacks
are already established. it is often useful to compare
them to a house alarm that is too sensitive so that it
goes off when there is no real danger. Patients should
be advised how safety behaviours prevent them from
discovering that panic attacks are similarly a warning
of non-cxistent danger (see above). They should be
warned that if they avoid situations in which panic
attacks have occurred they may develop agoraphobia.

Self-help methods The general measures described on
Pp. 77-8 help to reduce the general level of anxiety and
may thereby reduce the panic attacks. Additional steps
include: (i) writing down any thoughts during a panic
attack, and considering them against the answer to the
question “What is the worst thing that could really have
happened?’: and (ii) carrying a card on which is written
the rational explanation for the panic attack, to be read
as soon as the attack begins.

Antidepressant drugs As explained above (see p. 79),
many antidepressants have longterm anxiolytic ef-
fects. Given in high doses, some also have antipanic
effects that are useful when attacks are severe or
frequent.

# [rmipramine has been the most studied drug as a treat-
ment for panic disorder. In high doses, its antipanic
effect is as grear as from high doses of benzodi-
azepines (see below) though its effect appears more
slowly. lmipramine has anticholinergic and cardiac
sicle effects (see p. 243), which limit its use in some
patients, Treatment begins with very small doses
because the first effect of imipramine in panic dis-
order is to increase apprehension. sleeplessness, and
sympathetic overactivity, About a third of patients
treated with imipramine relapse when the drug is
stopped after 6 months, and need longer treatment.
Clomipramine appears to be about as effective as
imipramine.

e 5SRJIs also have an antipanic effect. Fluvoxamine,
paroxetine, and sertraline have been shown to have
therapeutic effects comparable to those of imipra-
mine. 55RIs do not have the anticholinergic or car-
diac side effects of imipramine but they have side
effects of their own (sec p. 244).

QBSESSIVE-COMPULSIVE DISCGRDER

Anxiolytic drugs As explained above, the general rule in
treating anxiety disorders is that anxiolytics should be
used only for short periods, usually while other treat-
ment is being initinted. This general rule has been
broken in the use of alprazolam. a high potency benzo-
cliazepine, as a treatment for panic disorder. High doses
of up to 6 mg per day (equivalent to about 60 mg of dia-
zepam) are used and continued for several months. The
treatment is effective but up to a third of patients experi-
ence withdrawal symptoms when the drug is stopped.
even when this is done slowly. The reatment was devel-
oped in the USA and has not been adopted widely in the
United Kingdom. [ it is used dosage should be increased
slowly over 2-3 weeks, and withdrawn slowly over about
6 weeks, About a third of those who improve with alpra-
zolam relapse if the drug is stopped after & months.

Cognitive therapy for panic disorder is a specialized
treatment directed to changing the fearful cognitions
that maintain the disorder (see p. 261). The short-term
effects of cognitive therapy ave as great as those of anti-
depressants or alprazolam and the relapse rate is lower.
In practice. it is often vsed after a trial of drug treat-
ment, but there is insufficient evidence of its effective-
ness in patients who have been unresponsive (o, or
have relapsed after, such treatment.

Obsessive-compulsive disorder

Clinical features

Obsessive-compulsive disorders are characterized by
obsessional thinking, compulsive behaviour, and varying
degrees of anxiety, depression, and depersonalization
{Table 6.10). Obsessional and compulsive symptoms were

IEEESAN Symproms of obsessional disorder

Obsessions

# thoughts

+ images
& rurmInations
#* doubs

& impulse

Riguals

‘Phobias’ (see text)

Slowness

Ocher symproms

* anxiety
# clepression
+ depersonalization
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described on pp. 8-9, but the main features will be
repeated here.

Obsessional thoughts are words, ideas, and beliefs
recognized by the patient as his own. The thoughts
intrude foreibly into the patient’s mind and the patient
attempts to exclude them. It is the combination of this
sense of being compelled to think these thoughts and
of resistance that characterizes obsessional symptoms.
Obsessional thoughts may be single words, phrases, or
rhymes: they are usually unpleasant or shocking to the
patient, obscene, or blasphemous.

Obsessional images have the same characteristics of
intrusion and resistance but appear as vividly imagined
scenes, often of violence or of a kind that disgusts the
patient. such as abnormal sexual practices.

Obsessional ruminations are intermal debates in which
continuous arguments are reviewed endlessly.

Obsessional doubts are thoughts about actions that
may have been completed inadequately. such as failing
to turn off a gas tap completely: or about actions that
may have harmed other people, for example the idea
that while driving his car past a cyclist the patient
might have caused an accident which he did not notice
at the time. Doubts may also be related to religious
observances, such as the adequacy of confession.

Obsessional impulses are urges to perform acts, usu-
ally of a violent kind. for example leaping in front of a
car or striking a child, or of an embarrassing kind, such
as shouting blasphemies in church. The urges are resis-
ted strongly. and aré not carried out, but the internal
struggle may be very distressing.

Obsessional rituals are repeated but senseless activities.
They may be mental activities, such as counting repeatedly
in a special way or repeating a certain form of words, or
behaviours. such as washing the hands 20 or more times a
day. Rituals are usually followed by temporary release of
distress (although occasionally they increase it). Some
rituals have an understandable connection with the
obsessional thoughts that precede them. for example,
repeated hand washing following thoughts about con-
tamination. Other rituals have no such obvieus connec-
tion; for example, routines concerned with laying out
clothes in a complicated way before dressing may follow
obsessional symptoms of an unconnected kind., The
ritual may be followed by doubts whether it has been
completed in the right way, and the sequence may be
repeated over and again. Patients are aware that their
rituals are illogical, and usually try 1o hide them.

Obsessional phobias Obsessional thoughts and com-
pulsive rituals may worsen in certain situations: for
example, obsessional thoughts about harming other
people often increase in a kitchen or other place where
knives are kept. When this happens, patients avoid the
situations and this combination of fearful thoughts
and avoidance is sometimes called obsessional phobia
because it resembles the fear and avoidance of phobic
patients {although the latter do not have fears that have
the special features of obsessional thoughts).

Obsessional slowness Obsessional thoughts and
rituals tend to slow the patient's performance of every-
day activities. A minority of obsessional patients are
afflicted also by extreme obsessional slowness that is
out of proportion to other symptoms. The cause is not
known.

Anxiety is an important symptom of obsessive-
compulsive disorders. Depressive symptoms are often
present. In some patients these are an understandable
reaction to the obsessional symptoms, but in others
there are recurring depressive moods that arise inde-
pendently of the other symptoms. Depersonalization
occurs sometimes, adding to the patient's disability.

Obsessional personality is described on p. 59
Although they share the same name, obsessional per-
sonality and obsessive-compulsive disorders do not
have a simple one-to-one relationship. Obsessional per
sonality is overrepresented among patients who devel-
op obsessive-compulsive disorder, but about a third of
obsessional patients have other types of personality.
Moreover, although people with obsessional personali-
ty may develop obsessive-compulsive disorders. they
are more likely to develop depressive disorders.

Prevalence

The 1-year prevalence is about 10 per 1000, with men
and women affected about equally.

Differential diagnosis
Obsessive-compulsive disorders have to be distinguished
from the following disorders in which obsessional
SYmptoms can occur:

¢ Anxiety disorders. Obsessional symptoms are less
severe than those of anxiety and develop later in the
course of the disorder.

+ Depressive disorder. Diagnosis can be difficult
because the course of obsessive-compulsive disorder
is often punciuated by periods of depression. Ob-
sessional symploms follow the depression in depres-
sive disorders and precede it in obsessional disorder.



The correct diagnosis is important because obsession-
al symptoms in depressive disorders usually respond
well to antidepressant treatment,

Schizophrenia. When obsessional thoughts have a
peculiar content, the clinical picture may suggest
schizophrenia. Repeated mental state examinations
will reveal other symptoms of schizophrenia and
an informant may describe other behaviours that
suggests this diagnosis.

+ Organic cerebral disorders. Although obsessional
symptoms may eccur in dementia, they are seldom pro-
minent and other features of dementia are present.

Aeriology

Predisposing causes

1. Genetic. Obsessive-compulsive disorder occurs more
frequently among members of the families of obses-
sive-compulsive patients than among the general
poepulation. It is not certain whether rhis familial
pattern indicates genetic causes rather than family
environment because the necessary large-scale twin
and adoption studies have not been carried out,

2. Organic factors. Parents with obsessive-compulsive
disorder have an increased rate of minor, non-
lecalizing neurological signs but no specific neuro-
logical lesion has been identified. Brain imaging
has not shown any definite structural abnormality,
but functional changes have been reported in the
orbitofrontal cortex and caudate nucleus.

3. Early experience. Obsessional mothers might be
expected to transmit a tendency to obsessional symp-
toms o their children through social learning. How-
ever, although children of such mothers are at
increased risk for psychiatric problems, more of
these problems are non-specific than obsessional.

Precipitating factors

Obsessive-compulsive disorders often begin when rhere
are stressful events but no specific kind of stressful
experience has been shown to be important,

Maintaining factors

Although checking behaviour and other rituals reduce
anxiety for a short time their long-term effect is to
reinforce and perpetuate the obsessional symptoms,
Avoidance of cues that provoke symptoms has the
same effect. (These findings are made use of in treat-
ment, see below.)

Prognosis

About two-thirds of obsessional disorders improve
within a year; the remaining third run a prolonged and

OBSESSIVE-COMPULSIVE DISORDER

usually fluctuating course with periods of partial or
complere remission lasting a few months to several
years. Prognosis is worse when the personality is obses-
sional, the symptoms are severe, and when there are
continuing stressful circumstances.

Treatment

Treatment begins with the general measures to reduce
anxiety, described on pp. 77-8. It is especially impor-
tant to detect and treat any co-morbid depressive disor
der. However, general measures are generally less
effective for obsessive-compulsive disorder than for
anxiety disorders, and specialist advice should usually
be obtained at an early stage. The following additional
measures apply (Table 6.11).

Information This is the important first step in treat-
ment. Patients with an obsessive-compulsive disorder
find their thoughts and actions so strange and ir-
rational that they often fear that they are ‘going mad'
and could act on the impulses they are resisting. [t
is important to explain that obsessive-compulsive
disorder does not progress in this way.

Reducing or avoiding stressors Obsessive-compulsive
symptoms are often worse when there are stressful cir-
cumstances, especially those causing anger that the per-
son finds hard to express. Alternative ways of dealing
with these situations should be discussed or, if these
cannot be found. ways of avoiding them.

Self-help methods It is important that patients resist
rituals for although these produce short-term relief
from distress, they maintain the disorder. Patients need
a lot of support and encouragement to resist the very
strong urge 1o carry ourt rituals, If the patient agrees, a
relative or close friend can help but most patients are
ashamed of the rituals and are therefore reluctant to
accept such help.

Management plan for obsessive-compulsive
disorder

& Adopt the general measures for ansiety disorders (see Table 6.4)
« Refer to a specialist if disorder is severe
¢ Reassure about fears of loss of contrel ar ofgoang mad’

#+ Reduce or come o rerms with stressors, especially those
Causing anger

¢ Help patient 1o resist rituals
* Prescribe a 5-HT uptake blocker (see text)
* Refer for cognitive behaviour therapy if there is no progress
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Medication 5-HT uptake inhibitors suppress obsessive-
compulsive symptoms, and the action is independent
of their antidepressant effect. Effective drugs include
the S5RIs, fluvexamine and fluoxetine, and the tricyclic
drug clomipramine, which is a non-specific inhibitor of
5-HT uptake. The efficacy of 55Rls and clomipramine
are similar with about half the patients improving
substantially, although clomipramine may be slightly
superior. All these drugs are slow to act, taking up to
6 weeks to reach their full effect. Medication is con-
tinued for & months, and for longer if the condition
relapses when the drug is withdrawn, $5RIs are the
usual first choice because elomipramine has to be given
in high dosage, which is liable to produce anticholiner-
gic and cardiac side effects. Clomipramine should be
used only with physically healthy patients and treat-
ment should usually be initiated by a specialist. Treat-
ment with either type of drug should be maintained
for up to 6 months and then reduced cautiously, watch-
ing for recurrence, and increased again for a further
2-3 months if symptoms reappear.

Anxiolytic drugs As with the anxiety disorders. anxi-
olytics should be used only for short-term relief of the
distress,

Cognitive behaviour therapy Exposure with response pre-
vention helps patients to suppress rituals while they
return to any situations they have avoided (see p. 260).
About two-thirds of patients with moderately severe
rituals improve substantially, though far fewer recover
completely. When rituals improve, associated obses-
sional thoughts usually improve as well. Thought stop-

ping (see p. 260) is used occasionally for the minority
of patients who have obsessional thoughts without
rituals, but the results are seldom satisfactory. Recently,
a novel form of cognitive therapy has been reported
to give good results with these patients but at the time
of writing this claim needs confirmation.

Psychosurgery was used, before modern ftreat-
ments were developed, to treat severe and intractable
cases of obsessive-compulsive disorder. Several kinds
of operative lesion were used, mainly involving the
frontal white matter. The immediate results of these
procedures was a marked reduction in the obsessional
symptoms but long-term benefits have not been proved.
With improvements in other trearments, psycho-
surgery is now used very rarely.

Further reading

Butler. G. & Hope, T. (1995). Manage your Mind: the Mental
Fitness Guide. Oxford University Press. Oxford.

A useful account of self-help methods for anxiety disorders and
other conditions.

Kennerly, H. (1995). Managing Anxiety: a Training Manual.
Oxford University Press, Oxford.

A practical guide to the psychological treatment of anxiety
disorders,

Mavassakalian, M. R. & Prien, R. F. (eds) (1996). Long-term
Treatments of Anxiety Disorders. American Psychiatric
Press, Washington, DC.

A review of the evidence about the effectiveness of both phar-
macological and psychological treatments.
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Physical symptoms not
explained by organic

pathology

Concern about symploms i5 a common reason for
patients to seek medical help. Many of these sym-
ptoms, such as pain, weakness, and fatigue, remain
unexplained by identifiable disease ewven after eox-
tensive medical assessment. Several general terms
have been used to describe these types of symptom—
somatization, somatoform, abnormal illness behaviour,
medically unexplained symptoms. and functional sym-
ptoms. We prefer the term functional symptoms,
which does not assume psychogenesis but only a
disturbance in bedily functioning.

There are many kinds of symptoms (Table 7.1). They
are considered in this textbook of psychiatry because psy-
chological factors (including psychiatric disorder) are
important in aetiology and because psychological and
behavioural interventions have a fundamental role in
treatment

A major obstacle to effective management of patients
with functional symptoms is that they feel their doctors
do not believe them. They are concerned that they may
be thought to be *putting it on’. However, the deliberate
manufacture of symptoms or signs is very uncommon in
ordinary practice and is considered on p. 95.

Classification of functional symptoms

Most functional symptoms are transient, but a sizeable
minority persist and are often disabling. They are clas-
sified in two parallel ways:

1. Medical syndromes (such as fibromyalgia and chronic
fatigue, chronic pain. and irritable bowel syndromes).
Although the specific terms are useful in everyday
medical practice, there is a substantial overlap in
patterns of syndromes.
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Some common physical symproms that may
have psychological causes

Pain syndromes

+ abdominal pain

¢ non-cardiac chest pain
+ headache

¢ arypical facial pain

+ muscular pain

#+ low back pain

# pelvic pan
-'Chrcrmc ia;;ue'__
‘Non-ulcer dyspepsia
Irntable bowel

Palpitabons

Dizziness

Tinnrus

Drysphoma

Premenstiual Lersaon

Food intolerance

T —

2. Psychiatric disorders (including anxiety, depression,
and somatoform disorders). Well recognized psychi-
atric disorders such as depression and anxiety often
present with somatic symptoms that may resolve
with effective treatment of these disorders. In other
cases psychological symptoms are not prominent
and the appropriate psychiatric diagnostic category
is a somatoform disorder as described below,

The existence of parallel classificatory systems is con-
fusing. In practice functional symptoms are best clas-
sified in terms of the medical symptom (for example
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chest pain) or syndrome (irritable bowel) with an addi-
tional second psychiatric diagnosis for the minority
with an associated psychiatric disorder.

Epidemiology

Functional symptoms are common—about one-fifth of
the population in all countries and communities. In
primary care only a small proportion of people with
functional symptoms ever receive a specific physical
diagnosis (Fig. 7.1). Up to half will remain disabled by
the symptoms at the 12 months’ follow-up; outcome is
poorest for patients with more intractable problems
who are referred to specialist care.

Functional symptoms may occur alone, but also com-
monly accompany serious physical illness. For exame
ple following a heart attack or cardiac surgery, minor
muscular chest aches and pains in the chest may be
misinterpreted as evidence of angina, and lead to un-
necessary worry and disability. Explanation and advice,
sometimes in the context of a cardiac rehabilitation pro-
gramme, may result in improvement in quality of life.

Aetiology

Functional symptoms are often put down to either physi-
cal or psychological causes. This simplistic separation of
mind and body causes is unhelpful both in explaining
aetiology or in planning treatment; it is also unacceptable
to many patients. An alternative approach uses an inter
active model in which physical, psychological, behaviour-
al, and social factors all contribute to the formation of
functional symptoms. This approach suggests that symp-
toms arise from minor physiological or pathological bod-
ily sensations (Table 7.2) that are perceived by the patient
as symptoms of illness and result in physical disability.
From the patient’s standpoint, illness fears that the



WEEIERFY Some causes of bodily sensations

Major physicial ;:T:-:imlng-p
Minor physical pathology

e

e

Physiologcal processes

+ autonomic effects of anxiery

& lack of sleep

& sinus tachycardia and minor arrhthymias
e effects of prolonged inactivity

» effects of fatngue

& hangover

+ effeces of overeaning

Some factors affecting a patient’s
understanding of bodily sensations

Childhoaod and later expenence of iliness and its management

@ K'I'I-OW|E€|.E.\E_£3TL-h; ilmess
# Press and telewision publcity
# Experience of il health of fiends and farmily

& Linderstanding of infermation given at previous consultanons
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symptoms are due to disease are often reasonable. For
example, a middle-aged man with a bad family history of
heart disease may be understandably concerned about
the implications of a chest pain which is. in fact, of
musculoskeletal origin,

The extent to which these bodily sensations are
noticed and the interpretation placed on them depend
on the person’s understanding, knowledge, and experi-
ence of illness (Table 7.3}, on emotional arousal and
personality (Fig. 7.2). It also depends upon social cir-
cumstances and upon the reactions of family, friends,
and health care professionals.

Understanding,
knowledge, experience
of iliness

Fig. 7.2 Aevology of medically
unexplaned symprams

——— Cognitive Interpretation +———

AETIOLOGY

Psychiatric disorder as a cause of functional
symptoms

Psychiatric disorder is a common primary cause of
functional symptoms. It may also be secondary to them
(for example anxiety disorder), but may then exacer-
bate and maintain the physical symptoms. The psychi-
atric disorders associated with functional symptoms
are divided into two broad groups:

1. Psychiatric disorders causing functional symp-
toms, most commonly adjustment disorder, anxiety
disorders af all kinds, and depressive disorder.

EOX 71 SOMATOFORM DISORDERS

Somatization disorder Uncommon, multiple
recurrent and changing physical symptoms not
accounted for by physical pathology. Begins in early
life, chronic and often fluctuating course.

Hypochondriasis Severe persistent anxiety about
ill health and conviction of disease despite negative
medical investigations and appropriate reassurance.

Body dysmorphic disorder Persistent, inappro-
priate concern about the appearance of the body
fe.g. about the shape and size of the nose or breasts).
Some patients demand cosmetic plastic surgery.
Surgery only helpful in those with clear and reason-
able expectations.

Pain disorder Poorly defined condition; chronic
pain cannot be accounted for by any primary phys-
ical or mental disorder,

Undifferentiated somatoform disorder The com-
monest subcategory. A large, ill-defined, residual
category of unexplained physical symptoms in spite
of negative investigation and medical reassurance.

Conversion disorder See p. 94

Bodily sensanions
Fhysiological processes

Maror pathology

l

Personahty
Emotional arousal

Symproms
Behawoural change
Drisabalicy

a1
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2. Somatoform disorders, conditions characterized by
persistent abnormal concern about physical health, and
unexplained physical symptoms without an under-
lying psychiatric disorder or emotional arousal. The
subclassification is summarized in Box 7.1 but i not
particularly useful in everyday clinical practice.

Patients’ understandable attempts to alleviate their
sympioms may paradoxically exacerbate them. For exam-
ple, excessive rest to reduce pain or fatigue may actually
prelong it. Doctors may also unintentionally maintain
symptoms by failing to address patients’ concerns or by
excessive investigation. Disability benefits can also be
a disincentive for some patients to return to jobs they
dislike, and litigation can maintain a focus on disabiliry,

Management

Although it is always essential to consider physical
disease as the cause of the patient’s symptoms. an ap-
proach exclusively devoted to this can lead to difficul-
ties if no disease is found. It is better to explain from
the start that the symptoms may be either organic or
functional. thus keeping open the option of a wider
discussion of causes. In this way the problems have
been framed from the outset in a way that allows
psychological treatment to be presented as part of
usual medical care rather than as an alternative that
the patient may feel does not take his symptoms seri-
ously. Table 7.4 summarizes the general principles of
assessment.

Physical investigation

An appropriate physical examination and any medical-
ly indicated investigations are essential. Thereafter, any
further test must be justified in terms of the likelihood
and value of new information. Investigations that can-
not be medically justified may increase the patient's
anxiety.

Principles of assessment of unexplained
physical symptoms

+ Organize any medically indscated pivysical investigation

& Identify the patient’s concerns about the symprams and beliel
of their cause

+ Review any previous history of unexplaned” symptoms

+ |nvestigate how the patent reacts 1o and atlempls (o cope
with the symptoms

* Lise screerung questions for depression and anxiety disorders

» Consider interviewang refatives

ALLILSEN Management of multiple somatic symptoms

& Explain that the symptoms are real and are familiar 1o you as
adocror

# Provide a positive explanation, including how behavioural,
psychological, and emotional factors may exacerbate
physiofogically based somatic fymproms

+ Identify and treat any depression or anxety disorder
+ Discuss the pavent’s and family’s wornes

# Cive practical adwice on coping with symptoms and
ENCOUrage retum to normal actnity

+ Discuss and agree the treatment plan
+ Agree folbow-up arrangements
+ Follow-up review

Explanation and reassurance

Most patients are reassured by being told that the
symptoms they have are common and rarely associated
with disease and that their doctor is familiar with
them, together with a promise of further review should
the symptoms persist (Table 7.5).

Reassurance needs to be given carefully. It is essential
to elicit all the patient's specific concerns before offer-
ing reassurance and to target this appropriately. Re-
assurance that fails to address patient’s concerns is
ineffective. When anxiety about disease is severe (hypo-
chondriasis), repeated reassurance is not only ineffect-
ive but may even perpetuate the problem.

A positive explanation for symptoms is more helpful
than a statement that no disease is present. Most patients
accept explanations in terms of psychelogical and social
factors as well as physiological ones provided they feel
the symptoms are accepted as real. The explanation can
usefully show the link between these factors—for exam-
ple. how anxiety can lead to physiological changes that
are experienced as somatic symptoms which, if regarded
a5 evidence of disease, lead to increased anxiety.

LIRS Non-specialist treatments of unexplained
physical symptoms

+ Discussion of, and help with, underlyng Flﬂ;)tlh'.‘l‘;'-l:.i
& Agreeing simple behavioural plans wath the patient and family
¢ Adwvice about anxiety management

+ Encouragement 1o use diaries as a basis for planning
pehavioural change

¢ Advice regarding a graded increase in activities
+ Antidepressant medication il there is clear depressive disorder

+ Explanation of seli-help programmes




Further treatment

Most of those with unexplained symptoms respond
to reassurance and explanation. Further treatment
({Table 7.6) for the rest should aim to modify beliefs,
reduce anxiety, and encourage a graded return to nor-
mal activity. Such treatment may include discus-sion of
how anxiety can increase one's awareness of minor
physical symptoms. Advice about simple ways of con-
trolling negative thoughts (see p. 261) can be com-
bined with encouragement to use physical relaxation
techniques (see p. 259).

Antidepressant medication is indicated when there are
definite symptoms of depressive illness, and is also valu-
able for atypical [acial pain and some other pain syn-
dromes whether or not there are prominent depressive
symptoms, Other useful interventions include help in
dealing with major personal family or social difficulties.
Practical advice on coping with symptoms and advice
about a graded return to normal activity is useful. Mem-
bers of the primary care or hospital team other than doc-
tors have important roles in treatment, follow-up. and
practical help,

Referral

It is often tempting to refer difficult patients to another
doctor but this can result in greater long-term difficul-
ties without achieving a more effective treatment plan.
When there is a clear reason for further medical or psy-
chiatric referral, this should be discussed with the
patient. The referral letter should clearly explain what
is required of the specialist. for example confirmation
of the diagnosis or advice on management.

Help from a psychiatrist might include more com-
plex antidepressant drug regimens and specialist psy-
chological interventions (Table 7.7). Among the later,
cognitive behavioural therapy has been shown to be
effective in randomized controlled trials for a variety of

Specialist treatments of unexplained
physical symproms

TAnmety MANIEeMEnt

+ Cognitive therapy to modify beliefs

# More complex antidepressant regimens

+ Behavioural programimes (0 increase activity

*+ lliness-specific interventions [eg. treatng physcal
deconditioning in chronic fatigue)

* Management of complex assocared social and psychiatric
problems

SOME COMMON CLINICAL PROBLEMS

functional syndromes, including non-cardiac chest pain
and irritable bowel, and for hypochondriasis.

Some common clinical problems

Irritable bowel syndrome

In primary care about haif of the parients seen with gut
complaints have functional disorders, the most common
type being irritable bowel syndrome. Most patients have
relatively mild symptoms and can be managed effectively
in primary care by a combination of improved diet, reas-
surance, and information, Antidepressant medication is
indicated if there are also symptoms of depression.
One-third of patients seen in primary care with irri-
table bowel syndrome are referred to gastrointestinal
specialists for futher assessment and treatment. Those
that do not improve following the use of dietary meas-
ures, antimotility agents, and further information
and reassurance may benefit from psychiatric or psy-
chological referral. Cognitive behavioural treatment,
antidepressant medication, and management of any asso-
ciated psychiatric or social problems can be helpful.

Musculoskeletal pain and chronic pain

Musculoskeletal symptoms (for example neck pain,
limb pain. low back pain, joint pain, and chronic wide-
spread pain) are frequent reasons for consultation in
primary care. Most patients can be effectively managed
using the general measures summarized in Table 7.8,
Early progressive mobilization and an early return to
work should be encouraged.

The treatment of severe chronic pain is difficult, and
paticnts are often referred to specialist pain clinics. Many
have organic disease, but experience more pain than ¢an
be accounted for by the pathology. Analgesia should be
made as cffective as possible and patients should be
encouraged to try other ways of coping with the pain.
These procedures include distraction and reducing any

LGRS Simple management strategies for
musculoskeletal pain

# Explain the difference becween hurt” and ‘harm’

& Reassure patients about the bemgn nature of cheir symproms
¢ Help patients regain control gver pain

& Encourage patients to'pace’ activities in small graded stages

& Advise that analgesic drugs should be taken on a regular
rather than a pain contingent basis

# Set realstic goals

= Agree rewards for success, for example engaging in a favourite
activity
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behaviour that focuses attention on the pain (e.g. re- Management of multiple chronic symptoms

peatedly rubbing or checking the area). Antidepressant
medication is sometimes helpful even in patients who
have no depressive disorder. Intensive specialist pain
management programmes should be multidisciplinary
and emphasize psychological techniques and the ways
in which patients and their families can participate in
planning treatment and monitoring progress.

Chronic fatigue syndrome

Depression, fatigue. and malaise are common follow-
ing influenza. hepatitis, infectious mononucleosis. and
other viral infections, but these usually improve over
days and weeks.

Chronic fatigue syndrome is characterized by more
persistent fatigue, and aching limbs with muscle and
Jjoint pains. Mild physical exertion is often followed by
increased fatigue and pain so that patients alternate brief
periods of activity with prolenged rest. Many patients are
convinced that their symptoms are caused by a chronic
virus infection or another, as yet. undetected medical
condition. However, few cases are found to have a
specific medical cause after thorough investigation.

In most cases. the causes of the syndrome are neither
wholly psychelogical nor wholly organic, but a variable
mixture of the two, with psychological factors becom-
ing increasingly common over time. Inactivity and the
resultant lack of physical fitness play a reinforcing role
in chronic cases. Some patients have definite symp-
toms of depressive disorder, and they may improve
with antidepressant treatment.

Treatment

The clinician explains that the syndrome is real,
common, and familiar and that although there is no
specific medical treatment, there are ways of achieving a
good outcome. A graded programme of slowly increasing
activity should be started with regular monitoring. Con-
siderable effort is needed to ensure that patients practise
progressively rather than alternating erratically between
excessive activity and resting in bed. It is often appro-
priate to seek specialist advice for these patients: cogni-
tive behavioural therapy and graded exercise therapy
have both been shown to be helpful.

Multiple chronic functional symptoms

Fatients who have multiple functional symptoms over
long periods are said to have either somatization dis-
arder or another subcategory of somatoform disorder.
They are difficult to treat and the aim of management
(Table 7.9) is often o limit distress and unnecessary
investigation rather than to achieve a cure. The general

+ Take a fudl history and if possible interview relatives
# Review medical notes; discuss with docrors currently mvolved

e Negotiate with other doctors to simplify the medical care:
# limit the number of saff involved
+ agree who has pnmary responsibility
+ minimize the use of psychotropic drugs
@ Arrange brief, regular appointments with the lead clician
+ Avoid repeated reassurance about the symproms
* Focus on coping with disability and psychosocal problems

# Encourage graded return to normal activines

approach already described for the treatment of func-
tional disorders is used, with an emphasis on avoiding
inappropriate investigation and ensuring a consistent
approach, if possible by a single doctor, usually the
general practitioner, A psychiatric assessment may be
useful in establishing a treatment plan although spe-
cialist psychiatric interventions are seldom of much
value.

Dissociative and conversion disorders

In the past these disorders were called hysteria, but
this term is not now used because it has acquired
pejorative meanings. Conversion disorder refers to un-
explained sensory and unclear symptoms; dissociative
disorder refers to unexplained amnesia, fatigue, stupor,
or identity disorder. The conditions are classified differ-
ently in DSM-IV and ICD-10. In the former, conversion
disorder is listed among somatoform disorders and
there is a separate category for dissociative disorder.
In ICD-10. both conditions are grouped together in a
single category dissociative disorder.

Conversion and dissociative symptoms also occur in
many psychiatric disorders other than conversion and
dissociative disorders, notably in anxiety, depressive,
and organic mental disorders. A conversion (or dissocia-
tive) symptom is one that suggests physical illness but
occurs in the absence of relevant physical pathology
and is produced through unconscious psychological
mechanisms. There are two obvious practical difficul-
ties in applying this concept:

1. It is seldom possible 1o exclude physical pathology
completely at the time when a patient is first seen.

2.1t is difficult to be certain thar the symptoms are
produced by unconscious mechanisms rather than
consciously and deliberately. (The deliberate feigning
of symptoms is known as malingering.)



The prevalence of conversion and dissociative disorder
varies between countries, being reported more often in
less industrialized societies. In Western societies the
prevalence is believed to be between 3 and 6 per 1000 for
women, and substantially less for men. Most dissociative
and conversion disorders of recent onset seen in general
practice or hospital emergency departments recover
quickly. Those that persist for longer than a year are like-
ly to continue for many years more. Occasionally. organic
disease may be present but undetectable when these
patients are first seen, becoming obvious later. For this
reason patients should be followed up most carefully.

Clinical features

Although conversion and dissociative symptoms are not
produced deliberately, they are nevertheless shaped by
the patient’s concepts of illness. Sometimes. the symp-
toms resemble those of a relative or friend who has been
ill. Sometimes they originate in the patient’s previous
experience of ill health; for example. dissociative memo-
ry loss may appear some years after head injury. Usoally
there are obvious discrepancies berween signs and symptoms
of conversion and dissociative disorder and those of or-
ganic disease; for example, a pattern of sensory loss that
does not correspond to the anatomical innervation of the
part. These discrepancies are important in diagnosis.
Motor sympltoms include paralysis of voluntary muscles,
tremor. tics, and abnormalities of gait. Sensory symptoms of
conversion disorder include anaesthesiae, paraesthesiae,
hyperaesthesiae. pain, deafness, and blindness. In gen-
eral, the sensory changes are distinguished from those in
arganic disease by: (i) a distribution that does not con-
form to the known innervation of the part; (i) their vary-
ing intensity; and (iii) their responsiveness 1o suggestion.
Dissociative symploms are less common. Dissociative
amnesia starts suddenly. Patients are unable to recall
long periods of their lives and sometimes deny any
knowledge of their previous life or personal identity. Ina
dissociative fugue the patient loses his memory and wan-
ders away from his usual surroundings. In dissociative
stupor, the patient is motionless and mute and does not
respond to stimulation, but he is aware of his surround-
ings. Multiple personality is an exceedingly rare condi-
tion (of uncertain validity) in which there are sudden
alterations between the patient’s normal state and ano-
ther complex pattern of behaviour (a second personality].

Management

Diagnosis depends partly on the exclusion of physical
causes, but also on psychological assessment to identify
psychological reasons for the onset and course of the
symptoms. An important differential diagnosis is from

SELF-INFLICTED AND SIMULATED ILLNESS

LA Treatment of acute conversion disarder

m— .

& Medical and psychiatric hrstory from patient an{i infarmancs

& Full examination and appropriate invesugation to exclued
pvysical causes

« Sympathetic bur positive reassurance that the patient is
suffering from an acute temporary condition and does not
have a disabling medical disorder

+ Discussion of cthe expecred rapid recovery

& Avandance of renforcement of disabality or symproms

* Oiffer comtinuing assessment and treatment of related
psychiatnic or social problems

physical disease. This depends on careful physical assess-
ment highlighting any discrepancies in physical signs
that are unlikely to have a physical basis. It is important
to keep an open mind and to remember that conversion
symploms are common accompaniments to physical
disorder.

Acute disorders seen in general practice or hospital
emergency departments often respond to simple meas-
ures (Table 7.10). For persistent cases the general approach
is similar, although the results are less satisfactory. Atten-
tion is directed away from the symptoms and towards
problems that have provoked the disorder. Staff should
show sympathetic concern for the patient, but at the
same time encourage selfhelp and avoid reinforcing the
disability. For example, a patient who complains of para-
lysis of the legs should be encouraged to return to walk-
ing. not offered a wheelchair. The main emphasis should
be to try and concentrate the patient’s attention on under-
standing problems and methods of solving them. More
intense psychological exploration seldom produces results
better than those of the simple measures described above.

Self-inflicted and simulated illness

Facritious disorder

The term factitious disorder refers to the intentional pro-
duction of physical pathology or the feigning of physical
or psychological symptoms, with the apparent aim of
being diagnosed as ill. Factitious disorder differs from
malingering in that it does not bring any external reward
such as avoidance of duties or financial compensation,

Common symptoms include skin lesions (‘dermatitis
artefacta’) and pyrexia of unknown origin. Sometimes
the patient deliberately worsens an existing physical
disorder; for example preventing the healing of vari-
cose ulcers or neglecting the care of diabetes. At other
times the whole condition is induced, for example by
selfinflicted damage to the skin.
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BOX 7.2 ETHICAL ISSUES OF

FACTITIOUS DISORDERS
Confidentiality
» Disclosure to other parties (e.g. employers)

+ Circulation of registers of ‘blacklists’
Invasion of privacy

+ Searching patients’ belongings

+ Videotaping

Involuntary treatment

There is no specific reatment. Supportve counselling
is ofien offered, and helps some patients but many do not
take up the treatment If deliberate feigning of symptoms
and signs is established, patents should be told sympa-
thetically whar has been discovered and offered help with
whatever problems might have led to the behaviour, This
should be part of a sympathetc plan that also offers psy-
chological help. Box 7.2 summarizes the ethical issues.

Munchausen syndrome is an extreme and uncom-
mon form of factitious disorder of poor prognosis, in
which a patient gives a plausible and often dramatic
history of an acute illness, with feigned symptoms and
signs. Symptoms may be of any kind, including psychi-
atric symptoms. These patients often attend a series of
hospitals. giving different names to each. Frequently,

strong analgesics are demanded for pain. Patients often
obstruct efforts to obtain addirional information about
them and may interfere with diagnostic investigations.

Munchausen syndrome by proxy refers to a form
of child abuse in which a parent (or occasionally
another adult, such as a nurse) gives a false account of
symptoms in a child, and may fake physical signs (sec
p- 299).

Malingering

Malingering is the fraudulent simulation or exaggera-
tion of symptoms with the intention of gaining finan-
cial or other rewards. It is the obvious external gain
that distinguishes malingering from factitious disorder
(see above). When malingering occurs it is most often
among prisoners, the military, and people seeking com-
pensation for accidents.

Malingering should be diagnosed only after a full
investigation of the case. When the diagnosis is certain,
the patient should be informed tactfully of this conclu-
sion and encouraged to deal more appropriately with
any problems that contributed to the behaviour.

Further reading

Mayou, R., Sharpe, M., and Carson, A. (2003). ABC of
psychological medicine, BM] Publishing group. London.
Includes general and more specific chapters on practical

management,
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Mood disorders

Changes of mood {depressionfelation) are common in
all psychiatric disorders and also frequently accompany
physical illness. This chapter is about disorders in which
mood change is the main psychopathological feature.
The abnormality is more intense and persistent than
normal variations in mood and often leads to problems
in occupational and social functioning. There may be
associated symproms, such as disturbances of thinking
and sleeping.

Depressive disorder is frequent in primary care
and general hospital practice but is often undetected,
especially when there are physical symptoms as well.
Unrecognized depressive disorder may slow recovery
and worsen prognosis in physical illness. [t is important.
therefore, that all doctors should be able to recognize the
condition, treat the less severe cases, and identify those
requiring specialist care because of suicidal risk or for
other reasons. Mania is less common, but is important
to recognize because it may lead to substantial impair-
ment of functioning and may arise as a consequence of
treatment of a depressive episode in a predisposed
patient.

The central features of depressive disorder are low
mood, pessimistic thinking, lack of enjoyment, reduced
energy. slowness, poor concentration. and low self-
esteem. The most readily available effective treatment
for depressive disorder is antidepressant medicine, but
all patients also require psychological and social sup-
port. Patients with recurrent disorders will often benefit
from long-term diug treatment to prevent relapses,

The features of mania are elevated mood, over-
activity, and poor judgement. Mania occurs as part of



98

& MOOD DISORDERS

bipolar disorder, in which there may also be episodes of
depression. Mania is considerably less common than
depressive disorder; it is important that mania is recog-
nized in its early stages because in the later stages the
patient becomes increasingly unwilling to accept treat-
ment. Long-term maintenance drug treatment 1o pre-
vent relapse should be considered in the management
of patients with recurrent bipolar illnesses.

Depressive disorder

General clinical features

Sadness is a normal emotion commonly experienced by
healthy people in response to misfortunes, especially
loss and including grief. It is often accompanied by some
anxiety, lack of energy, general malaise, and poor sleep.

Depressive disorder More severe unhappiness is the
central symptom of depressive disorder—a syndrome
of symptoms associated with low mood, depressive
thinking. and (in more severe cases) biclogical symp-
toms, Depressive symploms also occur in many other
psychiatric disorders, such as schizophrenia and de-
mentia. Together with anxiety, depression is the com-
monest psychelogical complaint in patients seen in
primary care and many cases are due to depressive
psychiatric disorder.

Masked depression Sometimes the symptoms of
depressive disorders are not immediately obvious
because the patient smiles and denies feeling miserable,
a condition described as masked depression. Diagnosing
depressive disorder therefore requires a careful search
for the whole range of symptoms described below, espe-
cially lack of pleasure in life, sleep disturbance, diumal
meod variation. and a pessimistic view of the finure.

Mild depressive disorder

Mild depressive disorder eccurs frequently and, despite
its name. implies an unpleasant, disabling. and persist-
ent syndrome. The wide range of mood. behaviour, and
other symptoms (Table 8.1) are usually considered by
the patient and by others to be distinctly different to
their usual personality and behaviour.

The patient characteristically complains of low mood,
lack of energy and enjoyment. and poor sleep. The par-
tern of the sleep disturbance is varied but it is ofien
difficult to fall asleep. and sleep is restless with periods
of waking during the night usually followed by sounder
sleep a few hours before waking. Mood may vary dur-
ing the day: usually it is worse in the evening than in
the morning. in contrast to the more severe disorder.

Features of mild depressive disorder

# Low mood
« Seen by others as different to normal character and behaviour

# Lack of energy or enjoyment

* Angery symproms

& Poor deep

+ Mood often worse in the evenings

& Pesormiom, but not suicidal ideation

Other symptoms include anxiety, phobias, and obses-
sional symptoms. Although anxiety may be a symptom
in all degrees of depressive disorder, it can be just as
severe in the mild as in the severe disorders.

Symptoms and signs of moderately severe
depressive disorder

Appearance

+ %ad appearance
+ Paychomonor retardaton
Low mood

+ Mauery and unhappiness
& Diurnal variation—worse i morning

& Anogty, imrabdicy, agitation

Lack of interest and enjoyment
¢ Reduced energy

+ Poos concentration

+ Subjective poor memiony

Depressive thinking
& Pessimestic and guilty thoughes
+ Ideas of personal failure

+ Hopelessnes

+ Suicidal ideas

& Sell-blame

# Hypochaondnacal ideas

Biological symptoms

& Early wakening and other sleep disturbance
+ Weight loss

+ Redeced appeute

# Reduced sexual dove
(-kher sl_l.lmptums- N - N
#IDi:vsmamat SYMpPLOms

+ Depersonakization, eic



Moderate depressive disorder

In depressive disorders of moderate severity (Table 8.2),
the central features are low mood. lack of enjoyment,
reduced energy, and pessimistic thinking.

Appearance of patient

The patient's appearance is often characteristic. Psycho-
motor retardation, which is a slowing of mental and
motor activity, is frequent, There may be agitation or
a feeling of restlessness, which may manifest itself as
an inability to relax, accompanied by restless activity.
When agitation is severe the patient cannot sit for long
and may pace up and down,

Mood

The patient is usually miserable. The low mood is usually
experienced as having a different quality than ordinary
sadness. There is dimal variation of mood, which is charac-
teristically worse in the morning than in the later part of
the day (see Biological symptoms, below).

Anxiety ane irritability are frequent.

Lack of interest and loss of enjoyment (anhedonia) are fre-
quent and important symptoms. although not always
complained of spontaneously. Patients show no enthu-
siasm for activities and hobbies that they would nor-
mally enjoy and describe a loss of zest for living and for
the pleasure from everyday things. They often with-
draw from social encounters.

Reduced eneryy is characteristic (although when accom-
panied by physical restlessness it can be overlooked).
The patient feels lethargic, finds everything an effort,
and leaves tasks unfinished. For example, a normally
houseproud woman may leave beds unmade and dirty
plates on the table. Understandably. many patients
attribute this lack of energy to physical illness and seek
help for this rather than for depression.

Poor concentration and complaints of poor memory
are common. However, if the patient is encouraged to
make a special effort, retention and recall can usually
be shown 1o be normal. Sometimes, however, apparent
impairment of memory is so severe that the clinical
presentation resembles that of dementia. This presen-
tation, which is particularly common in the elderly.
is sometimes called depressive pseudodementia (see
pp. 142=3).

Complaints about physical symptoms are common in
depressive disorders. They take many forms but com-
plaints of constipation and of aching discomfort in
any part of the body are particularly commeon. Com-
plaints about any pre-existing physical disorders usu-
ally increase, and hypochondriacal preoccupations are
COMIMON.

DEPRESSIVE DISORDER

Depressive thinking

Pessimistic thinking (‘depressive cognitions’) is when a
low mood is associated with gloomy thoughts about the
present, future, and past,

1. Thoughts concerned with the present. Patients see the
unhappy side of every event, think that they are fail-
ing in everything they do, and that other people see
them as a failure. They lose confidence and discount
any success as a chance happening for which they
can take no credit.

2. Thoughts concerned with the future. Patients expect the
worst. They may foresee failure in their work, the
ruin of their finances, misfortune for their families,
and an inevitable deterioration in their physical
health. These ideas of hopelessness are often accom-
panied by the thought that life is no longer worth
living and that death would come as a welcome
release. These gloomy preoccupations may progress
to thoughts of, and plans for, suicide. It is important to
ask about suicide in every case of depressive disorder. (The
assessment of suicidal risk is considered further on
Pp. 172-5))

3. Thoughts concerned with the past. These thoughts often
take the form of unreasonable guilt and selfblame
about minor matters: for example, patients may feel
guilty about some trivial act of dishonesty in the past
or about letting someone down. Usually, the patient
has not thought about these events for years, but as
the depression develops they flood back into memo-
ry accompanied by intense feelings of guilt. Gloomy
preoccupations of this kind strongly suggest depres-
sive disorder. Some patients have similar feelings of
guilt but do not attach them to any particular event,
Other memories are focused on unhappy events;
patients remember occasions when they were sad,
when they failed, or when their fortunes were at a
low ebb. These gloomy memories become more
frequent as the depression deepens.

Biological symptoms

This term is used to denote sleep disturbance, diurnal
variation of mood, loss of appetite, loss of weight, con-
stipation, loss of libido, and, in women, amenorrhoea,
These symptoms are more commeon in severe depres-
sion than in cases of moderate severity (see below).

Sleep disturbance is of several kinds:

& Early morning waking is the most characteristic form of
sleep disturbance. The patient wakes 2 or 3 hours
before their usual time. Patients do not fall asleep

99
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again, but lie awake feeling unrefreshed and often
restless and agitated. They think about the coming
day with pessimism, brood about past failures. and
ponder gloomily about the more distant future.
This combination of early waking with depressive
thinking is important in diagnosis.

+ Delay in falling asleep, and waking during the night,

¢ Excessive sleep: the patient wakes late feeling un-
refreshed.

Variation of appetite and weight The characteristic
pattern is for loss of appetite and weight loss, which
often seems greater than can be explained by the loss
of appetite alone. Instead of eating too little and losing
weight, some patients eat more and gain weight.
Sometimes they do this because eating brings them
temporary relief from their distressing feelings. in
other cases it is a side effect of medication.

Loss of libido is usual.

Orther psychiatric symptoms

Many other symptoms may occur as part of a depres-
sive disorder, including depersonalization, obsessional
symptoms, phobias, and conversion symptoms, such
as fugue or loss of function of a limb (see Chapter 1).
QOccasionally one of these dominates the clinical
picture.

Severe depressive disorder

As depressive disorders become more severe, all the
fearures described under moderate depressive disorder
occur with greater intensity. There may also be addi-
tional sympioms not seen in moderate depressive dis-
order. namely delusions and hallucinations ('psychotc’
symptoms: a disorder with these symptoms is called
psvchotic depression) (Table 8.3).

Symptoms of severe depressive disorder

Deiusons of

Ll Tl

210

* zuditon

+ rarely visual

The delusions of severe depressive disorders are con-
cerned with the same themes as the non-delusional
thinking of moderate depressive disorders, namely,
worthlessness, guilt, ill health and, more rarely, pover-
ty. When delusions with this kind of content occur in
depressive disorder. they are termed mood congruent.
Such delusions have been described in Chapter 1, but a
few examples may be helpful here. A patient with a
delusion of guilt may believe that some dishonest act,
such as a minor concealment in making a tax return,
will be discovered and that he will be punished severe-
ly and humiliated. He is likely to belicve that such pun-
ishment is deserved. A patient with hypochondriacal
delusions may be convinced that he has cancer or a
sexually transmitted disease. A patient with a delusion
of impoverishment may wrongly believe that he has
lost all his money in a business venture. A patient with
nihilistic delusions may believe that he has no future,
or that some part of him has ceased to exist or function
{e.z. that his bowels are wholly blocked). A patient with
persecutory delusions may believe that other people
are discussing him in a derogatory way, or about to take
revenge on him. When persecutory delusions are part
of a depressive syndrome, typically the patient accepts
the supposed persecution as something he deserves.
Mood-incongruent delusions may also occur: when
they do. the course of the illness may be more like
schizophrenia.

Perceptual disturbances may also be found in
severe depressive disorder. When hallucinations oc-
cur. these are usually auditory in the form of voices
addressing repetitive words and phrases to the patient.
The voices may seem to confirm their ideas of worth-
lessness (e.g. "you are evil; you should die’), or to make
derisive comments, or urge suicide. Visual hallucina-
tions may also occur, sometimes in the form of scenes
of death and destruction.

Suicidal ideas should be enquired about carefully in
any patient with a severe depressive disorder. Rarely.
there are homicidal ideas and when these occur they
may concern family members, including children.
Although rare, this possibility needs to be considered in
puerperal depressive disorder (see pp. 103-4).

Variants of moderate and severe depressive disorder
The clinical picture of severe depressive disorder is var
ied and several terms are sometimes used to describe
common patterns.

Agitated depression is a condition in which agitation
is particularly severe, Agitated depression occurs more
commonly among elder patients.



Retarded depression is a condition in which psycho-
motor retardation is prominent.

Depressive stupor is a rare variant of severe depressive
disorder in which retardation is so extreme that the
patient is motionless, mute, and refuses to eat and
drink. On recovering. patients can recall the events
taking place at the time they were in stupor.

Atypical depression A minority of patients have
prominent atypical features such as severe anxiety,
severe fatigue, increased sleep. and increased appetite.

Mania

Mania, a syndrome which is in some ways the reverse
of depression, occurs as part of bipolar disorder. The
term bipolar disorder implies episodes of both mania
and depressive disorder but the diagnestic category
also includes those who, at the time of diagnosis, have
suffered only manic illnesses (most patients with mania
eventually develop a depressive disorder). When manic
symptoms occur without significant psychosocial impair-
ment, the syndrome is called hypomania.

Clinical features

The central features of the syndrome of mania are:
elation or irritability, increased activity, and self
important ideas (Table 5.4).

R Clinical features of mania

Mood

%+ Euphornia

& Irmcabilicy

Appearance

Behawour

* Cheractivicy

= Discracubulicy

# Socially inappropriate behawiour
= Reduced sleep

& Increased appetite

# Increased hbido

Thenking and speech
+ Flight of ideas
+ Expansive ideas

+ Crandiose delusions
+ Hallucinations

Impaired insight

MANIA

+ Elevated mood may appear as elation. euphoria,

cheerfulness. undue optimism. and as infectious
gaiety. In other cases, it appears as irritability or
a tendency to become angry. Mood often varies dur-
ing the day, although usually not with the regular
diurnal rhythm characteristic of severe depressive
disorders (see p. 99). Sometimes elation is inter-
rupted by sudden brief episodes of depression.

Appearance often reflects the prevailing mood.
Patients often select brightly coloured and ill-
assorted clothes, When the condition is severe, they
may appear untidy and dishevelled.

Behaviour. Patients are overactive, often for long peri-
ods, leading to physical exhaustion. Manic patients
are distractible, starting activities and leaving them
unfinished as they turn repeatedly to new ones.
Behaviour may be socially inappropriate due to a
combination of increased activity, disinhibition and
grandiosity. The patient may go on unrestrained buy-
ing sprees, dramatically increase their sexual activity.
or increase their consumption of alcohol andfor
drugs.

Libido. Sexual activity is often increased.

Sleep is often reduced but the patient wakes feeling
lively and energetic and may often rise early and
engage in noisy activity to the surprise and distress of
other people.

Appetite is increased, and food may be eaten greedily
with lirtle attention 1o conventional manners.

Speech is often rapid and copious, reflecting thoughts
that occur in quick succession [‘pressure of speech’).
When severe, the rapid succession of thoughts is
difficult to follow; the term flight of ideas is used.

Thinking. Expansive (grandiose) ideas are common.
Patients believe that their ideas are original, their
opinions important, and their work is of outstanding
quality. Many patients become extravagant, spending
more than they can afford. for example on expensive
cars or jewellery. Others make reckless decisions to
give up good jobs or embark on plans for risky busi-
ness ventures. In severe cases there may be grandiose
delusions. For example, the patient may believe that
he is a religious prophet or an expert destined to
advise statesmen about great issues. At times there
are delusions of persecution, the patient believing that
people are conspiring against him because of his
special importance. Delusions of reference and passivity
Jeelings may occur. The delusions often change in
content over days.

10
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+ Hallucinations also ocour in severe cases. They are
usually consistent with the meoed and fluctuate in
content, taking the form of voices speaking to the
patient about his special powers or, occasionally, of
visions with a religious content.

+ Insight is invariably impaired. Patients may sce
no reason why their grandiose plans should be
restrained or their extravagant expenditure cur-
tailed. They seldom think of themselves as ill or in
need of treatment.

Most manic patients can exert some control over
their symptoms for a short time. Many do so when the
interviewer is assessing the need for treatment. with
the result that the severity of the disorder may be
underestimated. For this reason it is important, when-
ever possible, to interview an informant as well as the
patient.

Clinical patterns

Mild mania Physical activity and speech are increased;
mood is labile, mainly euphoric but at times irritable;
ideas are expansive; and the patient often spends more
than he can afford. By definition, there is some social
impairment in this and other patterns of mania (with-
out it, the diagnosis is hypomanial,

Moderate mania There is marked overactivity with
pressure and disorganization of speech; the euphoric
mood is increasingly interrupted by periods of irritabil:
ity. hostility. and depression; and grandiose and other
preoccupations may become delusional.

Severe mania There is frenzied overactivity. think-
ing is incoherent and delusions become increasingly
bizarre; and hallucinations are experienced. Very rarely,
however, the patient becomes immobile and mute
instead of overactive and talkative (manic stupor),

Mixed and alternating mood states

Occasionally, manic and depressive symptoms occur
together, as a mixed mood state. For example, an over-
active and overtalkative patient may have profound
depressive thoughts, including suicidal ideas.

In alternaring mood states, mania and depression fiol-
low one another in a sequence of rapid changes. Thus,
a manic patient may be intensely depressed for a few
hours and then quickly become manic again. Occa-
sionally, states of mania and depression follow one
another regularly with intervals of a few weeks or
months between them. The disorder is called rapid
cycling when four or more episodes of mood disorder

(depressive, manic, or mixed) occur within a 12-month
period.

Classification of mood disorders

The classification of mood disorders is descriptive and
based on clinical characteristics. There are three broad
approaches:

1. Aetiology: the extent to which symptoms are caused
by factors within the individual person (endogenous)
or by external stressors [reactive). Both types of cause
are present in every case and this is not a useful basis
for classification.

2. Symptoms: the nature and intensity of depressive
symptoms (neurotic and psychotic). This approach is
also unsatisfactory because there appears to be a gra-
dation of severity of the disorder rather than distinct
patterms.

3. Course: apart from classifying depression as a single
episode, recurrent, or persistent, there is an impor-
tant distinction between those who only have depres-
sive disorders (unipolar) and those who also have
manic episodes (bipolar). All manic patients are clas-
sified as bipolar, even if there has been no episode of
depressive disorder, This distinction has a genetic
basis and has implications for treatment.

The categories used for classification in 1CD-10 and
DSM-IV are broadly similar, although the terms are not
quite the same (Table 8.5). For most clinical purposes il
is useful to describe mood disorders systematically as
shown in Table 8.6. Depressive episodes can be divided
into mild, moderate. or severe. using standard criteria.
Within these main diagnostic categories it is possible to
specify disorders that have a seasonal pantern and those
in which general medical conditions or substance
dependence appear to be actiological factors.

Classification of affective disorders

IC0-10 DEM-IV

Manic epsode Manic episode

Depressive episode Major depressive episode
+ Mild

+ Moderate

* SEvere

Bepolar affecrive disorder Bipolar disorders
Persistent mood (affective) states

& Cyclothymia Cyclothymia

# Dysthymia Drysthymia




GGG Systematic scheme for the description of
affective disorders

The episode - -
+ Severity Mild, moderace, or severe
& Type Depressive, manic, mixed

& Specal feanures With neuronic sympooms

With psychotic symproms

With agitation

With retardation or swpor
Course  Unipolarorbipolr
:e_ti;:-lugr Predominantly reactive

Predominantly endogenous

— e e

The classification includes two categories for less
severe and more chronic illnesses:

1. Dysthymia, with chronic, constant, or fluctuating
mild depressive symptoms.

2. Cyclothymia, with chronic instability of moed with
mild depressive and manic symptoms.

Minor mood disorders

In primary care, the most frequent presentation of
mild depressive disorder is a mixture of anxiety and
depression; often referred to as minor mood (or affec-
tive) disorder. This term, which does not appear in
either ICD-10 or DSM-IV, covers a range of disorders in
which the symptoms are not sufficiently severe 1o meet
diagnostic criteria for depressive disorder, but may still
be disabling for the patient. Such conditions are com-
mon in general practice, Estimates of prevalence vary
from 18 to 79 per 1000 for men, and from 27 to 165
per 1000 for women. Looked at in another way, minor
mood disorders probably make up about two-thirds of
the psychiatric disorders seen in general practice. The
most frequent symptoms are:

+ anxiety and worrying thoughts:

+ sadness and depressive thoughts;

&

irritability;

& poor concentration;
+ insomnia;

« [atigue;

& somatic symptoms, including abdominal discomfort,
indigestion, flatulence, and poor appetite; palpita-
tions, praecordial discomfort, and concerns about

MINOR MOOD DISORDERS

heart disease; headache and pain in the neck, back,
and shoulders;

+ excessive concern about badily function.

About half of patients with minor mood disorders
improve within 3 months and a further quarter within
6 months. The rest continue to suffer from minor mood
disorder, or become more severe so that they are dia-
gnosed as having anxiety disorders. depressive disor-
ders, or somatoform syndromes.

Mood disorder following childbirth

Following childbirth, women may experience several
forms of mood disturbance (see Chapter 11).

Mild depression (baby blues) This occurs in the first
few days following childbirth. It is a normal phenom-
enon, OCcUrring in about 70 per cent of mothers and is
self-limiting, usually disappearing within a few days. The
main symptoms are irritability, lability of mood, mud-
dled thinking. and tearfulness, Of these symptoms, la-
bility of mood is particularly characteristic. All these
symptoms reach their peak on the third or fourth post-
partum day. Both the frequency of the emotional changes
and their iming suggests that maternity ‘blues’ may be
related to a readjustment in hormones after delivery, but
there is no direct evidence to support this idea.

Postnatal depressive disorder A depressive disorder
occurring in the first 3 months after childbirth occurs
in about 10 per cent of mothers and the symptoms of
are similar to a depressive disorder occurring at any
other time, although tiredness, irritability, and anxiety
may be more prominent than depressive mood and
there may be prominent phobic symptoms, There are
several factors that are thought to be involved in the
aetiology of postnatal depressive disorder and these are
probably exacerbated by the psychelogical adjustments
required after childbirth. by loss of sleep, and by the
hard work involved in the care of a baby. Some of these
women have a history of psychiatric illness and some
have experienced stressful events near the time of
onset of the disorder. Depressive disorder can have a
negative effect on bonding between mother and baby
and this can delay the infant's development. Efforts
should be mace, therefore, to identify mothers who are
developing a depressive disorder following childbirth
and. increasingly. simple screening tests such as the
Edinburgh Postnatal Depression Scale arve being used,

Puerperal psychosis usually begins in the first or sce-
ond week after delivery and occurs in about 1 in
500 births (see Chaprer 11). It is more frequent among
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primiparous women. those who have suffered previous
seripus major psychiatric disorder, and those with a
family history of psychiatric disorder. Delirium used to
be common before antibiotics were introduced to treat
puerperal sepsis. Nowadays, the usual clinical picture is
of a severe psychotic mood disorder or schizoaffective
disorder, although varying levels of confusion and dis-
orientation lend an organic “flavour’ to the clinical
picture.

Seasonal affective disorder (SAD)

Some people repeatedly develop a depressive disorder
at the same time of year. In some cases this timing
reflects extra demands on the person at a particular
time of year: in other cases there is no such extra
demand. and it has been suggested that the cause is
related to changes in the season, for example, in the
length of daylight. Although these affective disorders
are characterized mainly by the season at which they
occur. they are also said to be characterized by some
symptoms that are less common in other affective
disorders, for example hypersomnia and increased
appetite with cravings for carbohydrates.

The most common pattern is of onset in the
autumn or winter, and recovery in the spring or
summer. This pattern has led to the suggestion that
shortening of daylight is imporiant. Some patients
improve after exposure to artificial light, usually
given in the early morning (see p. 253). It is uncertain
for which patients the treatment is effective, or how
lasting are its effects.

Differential diagnoses
Depressive disorders

These disorders have to be distinguished from the fol-
lowing conditions.

+ Mormal sadness. The distinction from normal sad-
ness depends on the presence of other symptoms of
the syndrome of depressive disorder.

+ Grief. Although depressive disorder resembles un-
complicated griel in many ways, severe pessimism,
suicidal thoughts, profound guilt, and psychotic
symptoms are all rare in grief. Severe symptoms per-
sisting for more than 2 months after bereavement
suggest a depressive disorder,

+ Anxiety disorder. Mild depressive disorders are
sometimes difficult to distinguish from anxiety dis-
orders. Accurate diagnosis depends on assessment of

the relative severity of anxiety and depressive symp-
toms, and on the order in which they appeared.
Similar problems arise when there are prominent
phobic or obsessional symptoms. (These points are
discussed further in Chapter 6.

+ Functional physical symptoms (see Chapter 7). It is
not uncommon for depressive disorder to present
with concern about non-specific and medically unex-
plained physical symptoms, without a direct com-
plaint of psychological symptoms. Careful enquiry
will elicit these additional symptoms.

¢ Schizophrenia. The differential diagnosis of de-
pressive disorder from schizophrenia depends on a
careful search for the characteristic features of schizo-
phrenia (see Chapter 9). Diagnosis may be difficult
when a patient has both depressive symptoms and
persecutory delusions, but the distinction can usually
be made by examining the mental state carefully and
by establishing whether the delusions followed, and
are consistent with, the depressive symptoms (mood-
congruent depressive disorder) or whether the delu-
sions came first or are not congruent with the mtod
disorder [schizophrenia). For example, in depressive
disorder, persecution is usually accepted as the de-
served consequence of the patient’s own failings: in
schizophrenia it is strongly rejected. Some patients
have symptoms of both depressive disorder and
schizophrenia: these schizoaffective disorders are dis-
cussed in Chapter 9. A depressive syndrome may also
occur following treatment of the psychotic symp-
toms of schizophrenia: it is called post-psychotic
depression.

¢ Dementia. In middle and late life, depressive dis-
orders may be difficult to distinguish from dementia
because some patients with depressive disorder com-
plain of considerable difficulty in remembering and
some demented patients are depressed. In depressive
disorders, difficulty in remembering occurs because
poor concentration leads to inadequate registration.
The distinction between the two conditions can often
be made by careful memory testing. Standard psy-
chelogical tests are required in doubtful cases, but
even these may not decide the issue. If memory dis-
order does not improve with recovery of normal
mood, dementia is probable (see pp. 142-3).

¢ Substance abuse. Depressive symptoms are com-
mon in substance abuse and some patients with
depressive disorder abuse alcohol or non-prescribed
drugs to relieve their distress. The sequence of the
depressive symptoms and substance abuse should be



determined, as well as the presence of the features of
depressive disorder other than low mood.

Manic disorders

Manic disorders have to be distinguished from: schizo-
phrenia, organic brain disease involving the frontal
lobes (including brain tumour and gencral paralysis of
the insane), endocrine disorders, and states of excite-
ment induced by amphetamines and related drugs.

=« Schizophrenia. Diagnosing manic disorders from
schizophrenia can be most difficult. In manic dis-
orders, auditory hallucinations and delusions can
occur, including some delusions that are characteris-
tic of schizophrenia—such as delusions of reference.
In mania these symptoms usually change quickly in
content, and seldom ourlast the overactivity. When
there is a more or less cqual mixture of features
of the two syndromes, the term schizoaffective {or
*schizomanic’) is used. These conditions are discussed
further in Chapter 9.

+ Dementia should always be considered. especially in
middle-aged or older patients with expansive behav-
iour and no past history of affective disorder. In the
absence of gross mood disorder, extreme social dis-
inhibition (e.g. urinating in public) strongly suggests
frontal lobe pathology. In such cases appropriale
neurological investigation is essential.

¢ Endocrine disorders. Hyperthyroid states may cause
symploms suggestive of mania. Physical signs of cle-
vated thyroid should be sought and blood levels of
thryoid hormones estimated.

* Abuse of stimulant drugs. The distinction between
mania and excited behaviour due to the abuse of
amphetamines depends on the history. together with
examination of the urine for drugs before treatment
with psychotropic drugs is started. Drug-induced
states usually subside quickly once the patient is in
hospital and free from the drugs (see Chapter 13).

Epidemiology

Major depressive disorders are frequent with a pre-
valence in Western countries of 20-30 per 1000 for men
and 40-90 per 1000 for women. The lifetime risk is about
1in 10 for men and 1 in 4 for women. It is not certain
why consistently higher figures are reported for women.
Depressive disorders are more common in urban than
rural populations and, in general, the prevalence is high-
er in groups with adverse socioeconomic factors |e.g
in homeless people). The high prevalence means that

AETIOLOGY

depressive disorders are one of the most important
causes of disability in all countries. Depressive disorders
cause both direct costs to health services and much
greater indirect costs due to inability to work.,

Bipolar disorder is less common. The prevalence is
between 1 and 6 per 1000 and the lifetime risk is rather
less than 1 in 100. First-degree relatives are at much
higher risk—with a 12 per cent lifetime risk of bipolar
disorder, a 12 per cent lifetime risk of recurrent depres-
sive disorder. and a 12 per cent risk of dysthymic or
other mood disorders.

A primary care doctor responsible for 2000 patients
of all ages may expect to sec 20-30 patients a yeatr pre-
senting with major depression and perhaps one or two
patients presenting with an episode of mania.

Aectiology

In broad terms, mood disorders are caused by an inter-
action between: (i) stressful events; and (i) consti-
tutional factors resulting from genetic endowment
and childhood experience. These actiological factors
act through biochemical and psychological processes,
which have been partly identified by research. More is
known about the aetiology of depressive than of manic
disorders, For this reason, and because it illustrates the
multifactorial approach to actiology in psychiatry, we
focus here on depressive disorders,

Genetic causes

Genetic factors have been studied mainly in moderate
Lo severe cases of mood disorder, rather than in milder
cases. Parents, siblings, and children of severely de-
pressed patients have a higher lifetime risk for mood
disorder (10-15 per cent), than the general population
(1-2 per cent). Twin studies indicate that these high
rates among families are due to genetic factors. Thus
the concordance of bipolar disorder is the same {about
70 per cent) among monozygotic twins reared together
and menozygotic twins reared apart, and higher than
the concordance between dizygotic twins (23 per cent).
Studies of adopted children confirm the importance
of genetic causes of depressive disorder because the
risk of developing the disorder is higher in a child who
was born to a parent with a history of serious depres-
sive disorder, but raised by adoptive parents with no
such history. than in a ¢hild who was born to parents
with no history of serious depressive disorder. Bipolar
disorders are more frequent in the families of bipolar
probands than in the families of unipolar probands.
However. unipolar cases are frequent in the families
of bipolar as well as unipolar probands. Thus unipolar
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cases may be of more than one genetic type. Although
the circumstantial evidence for genetic factors is there-
fore strong, no single gene, or combination of genes,
causing depression have yet been consistently identified.

Personality

It has been suggested that genetic factors might predis-
pose to affective disorder through an effect on person-
ality, or alternatively that variations in personality (e.g.
cyclothymic personality, see p. 52) reflect the same
genetic factors that cause illness. Unipolar depressive
disorders have not been found to be associated with a

single personality type.

Predisposing environmental factors

Depressive disorders often seem to begin after pro-
longed adversity. such as difficulties in marriage or at
work. These adverse circumstances seem to prepare the
ground for a final acute stressor, which precipitates the
disorder. For example, there is evidence that having the
care of several young children. poor economic circum-
stances, and an unsupportive marriage increase vulner
ability to depression.

Looked at another way, certain factors protect against
the action of stressors and people who lack them are
more vulnerable. Thus, some women appear 1o be
more vulnerable 1o depressive disorder when they have
nobody with whom they can confide. Clearly, there is
some overlap between the concepts of vulnerability
and protective factors.

Precipitating environmental factors

Clinically, depressive disorders often seem to follow
stressful life events. This association is not necessarily
causal: instead it might be coincidental or the stressful
event itself might be a consequence of the early, but
unrecognized, stages of the illness {e.g. losing a job
because of deteriorating performance) rather than a
cause in its own right {e.g. losing a job when a whole
factory closes). Epidemiological research has shown
that there is an excess of life events independent of the
illness in the week preceding a depressive disorder. but
this association is non-specific since life events also oc-
cur in excess in the weeks before the onset of schizo-
phrenia, and before acts of deliberate selFharm. The
effect is substantial: the risk of developing a depressive
disorder is increased about six-fold in the & months
after experiencing moderately severe life events (the
corresponding figure for schizophrenia is about three-
fold}. Loss events, such as bereavement, are particularly
likely to lead 1o depressive disorder.

Life events also provoke mania, but less often than
depressive disorder. Surprisingly. mania can follow an
event that would be expected to produce a depressive
response (e.g. a bereavement) as well as an event that
would be expected to produce elation (e.g. success and
excitement).

Physical conditions as predisposing or
precipitating factors

Most physical conditions are non-specific stressors
but a few appear to precipitate depressive disorder by
direct biological mechanisms. They include influenza and
some other viral infections, childbirth (see pp. 158-9),
and Parkinson's disease.

A number of psychoactive substances, brain injury,
some neurological endocrine disorders, and several
other physical illnesses can produce secondary manic
illnesses. In addition, in some people with a family his-
tory of bipolar disorder. antidepressant medication can
precipitate a manic episode,

Mediating processes

Two kinds of complementary mediating processes have
been studied: psychological and biochemical.

Psychological mediating processes

Depressed patients think in a gloomy, self-deprecating
way that worsens and prolongs the initial change of
mood. Their abnormal thinking can be divided into
three components:

1. They remember unhappy events more easily than happy
Ones.

2. They have intrusive gioomy thoughts (‘negative thoughts’).
for example, ‘1 am a failure as a mother’.

3. They have unrealistic beliefs, for example, ‘I cannot be
happy unless | am liked by everyone | know'.

Depressed patients also think in illogical ways (‘cog-
nitive distortions’), such as drawing a general con-
clusion from a single event; for example ‘I have failed
in this relationship, so 1 will never be loved by anyone’.
These illogical ways of thinking allow the intrusive
gloomy thoughts and the unrealistic expectations to
persist despite evidence to the contrary.

Repeated negative thoughts deepen the depressive
mood, while unrealistic beliefs convert everyday expe-
riences into stressful problems. These ways of thinking
may also explain why some disorders persist after the
original causes have passed, since they set up a vicious
circle in which depressive thinking generates low
mood, which then perpetuates the depressive thinking.



It is not known whether these modes of thought pre-
cede the depressive disorder and play a part in its onset.

Biochemical mediating processes

There is increasing evidence of biochemical abnormal-
ities, at least in the more severe depressive disorders,
but their nature is uncertain. Also, it is not known whe-
ther there is a single abnormality present in every
patient with depressive disorder, or whether different
abnormalities lead to the same clinical picture.

The strongest evidence is for an abnormality of 5-HT
{serotonin) function. There are three main strands of
evidence:

1. Concentrations of the main 5-HT metabolite (5-HIAA) are
reduced in the cerebrospinal fluid (C5F) of patients
with severe depressive disorders. This is very indirect
evidence since concentrations of 5-HT in the brain
could be very different from those in C5F.

2. 5:HT concentranions are reduced in the brains of de-
pressed patients who have died by suicide. This reduc-
tion could. however, be caused by drugs used to
commit suicide or by post-mortem changes.

3. Neuroendocrine funclions that involve 5-HT lransmission are
reduced in depressed patients. However, the findings
of an abnormality in neurons controlling endecrine
function is not necessarily evidence for the same
abnormality in neurons controlling mood.

If low 5-HT function is important in causing de-
pressive disorder, then increasing this function should
be therapeutic. All antidepressant drugs increase 5-HT
function but until recently most have also had effects
on other neurotransmitter systems. Recently, drugs
have been developed that have specific 5-HT effects (the
55Rls. see Chapter 16) and these have antidepressant
effects. The action of rransmitter systems in the brain,
however, is through checks and balances. Hence it can-
not be argued that, because increasing 5-HT function
improves depressive disorder, reduced 5-HT function
causes the disorder. The point becomes more obvious
when parkinsonism is considered: in this disorder, anti-
cholinergic drugs have therapeutic effects bur the
abnormality is of a loss of depaminergic function.
Recently, the picture has become more complex with
the discovery that there are several kinds of 5-HT recep-
tor, each with different functions. It seems possible
that antidepressant drugs exert their effects mainly on
5-HT, receptor function.

Noradrenergic function also seems to be reduced in
depressive disorders. Most antidepressant drugs affect
this transmitter system; they affect both pre- and post-
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synaptic noradrenergic neurons in a complicated way.
but the overall action is a brief initial increase of func-
tion followed by a decrease. It seems unlikely. there-
fore, that the beneficial effect of antidepressant drugs
can be due to a direct effect on noradrenergic receptors
since, as just mentioned, noradrenergic function appears
to be decreased in depressive disorders.

Endocrine abnormalities

A causal role for endocrine abnormalities is suggested
by the association of mood disorder with Cushing's
syndrome. Addison’s disease. and hyperparathyroidism
(Cushing's syndrome is sometimes associated with ela-
tion rather than depression of mood). It has also been
suggested that depressive disorders occurring after
childbirth or at the menopause are related to endocrine
changes at these times but there is no strong evidence
for this. :

Among endocrine causes, interest has centred on
cortisol. Plasma cortisol is increased in about half of
patients with depressive disorder. Howewver, this in-
crease in cortisol is not specific to depressive disorder;
it occurs also in mania and schizophrenia. The change
does not seem o be just a reaction to the stress of being
ill. for it involves a change in the diurnal pattern of
secretion of cortisol (being high in the afternoon and
early evening after which time it normally decreases), a
change not seen after exposure 1o stressors. It has been
suggested that the elevation of cortisol may arise after a
prolonged life stress and may predispose to depression by
interfering with brain 5-HT function.

Conclusion

Genes predispose to depressive disorder and mania,
although the precise mode of inheritance is unknown,
Recent adverse social circumstances also predispose to
depression. People who lack confiding relationships
seem to be more vulnerable than others to stressful cir-
cumstances. An accumulation of long-term problems
may increase vulnerability to acute stressors. Depres-
sive disorder is preaipitated by stressful life events (espe-
cially loss), and by certain kinds of physical illness.
Depressive disorders are maintained by continuing stres-
sors and in some cases by depressive thinking.

Course and prognosis

Unipolar depressive disorders may start at any time
from childhood to late life, the most common age of
onsel being in the late twenties. Untreated illnesses
can last 6 months or more, with a significant minority
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lasting for years. With treatment, each episede lasts
2-3 months on average, Most patients eventually recov-
er from the episode, although recurrences are com-
mon. At least half of those who have a single episode
followed by complete recovery will eventually have
another episode.

Bipolar disorders usually begin in the first half of life,
90 per cent starting before the age of 50. They run a
recurring course with recovery between episodes of ill-
ness. Each episode generally lasts several months—on
average about three. Most patients experience depres-
sive as well as manic episodes, but a few have only
manic episodes.

Suicide is substantially more frequent among patients
with affective disorder than among the general popula-
tion. Among patients with severe depressive disorder
about 1 in 10 eventually commits suicide.

Puerperal psychosis Most patients recover fully from
puerperal psychosis but a few (mostly those with a
schizophrenic psychosis) remain chronically ill. At a
subsequent birth. the recurrence rate for puerperal
depressive illness is between 1 in 2 or 3 (compared with
1 in 500 for those without a previous puerperal psy-
chosis). At least half the women with a puerperal de-
pressive illness go on to develop a depressive illness
unrelated to childbirth.

Management of depressive disorders

Most patients with depressive disorders are treated in
primary care. However, not all those needing treatment
are recognized. This is partly due to a lack of under-
standing of the recognition and treatment of the
conditon.

Detection of depressive disorders

It is important that all doctors remain aware of the
high prevalence of depression in all settings. The detec-
tion of depression can be improved if the doctor always
remembers to ask two simple screening questions:

1. During the last month, have you often been bothered
by feeling down, depressed, or hopeless?

2. During the last month, have you ofien been bothered
by little interest or pleasure in doing things?

Doctors with good interviewing skills are also more
likely to detect depression and to produce betler out-
comes. possibly because good interviewing provides
non-specific benefits as well as leading 1o improved
diagnosis and the provision of effective treatment.

Assessment

A patient who is suspected of having a depressive disor-
der needs a comprehensive assessment that includes a
consideration of medical, psychological, and social
needs and an assessment of the risks (Table 8.7}

Diagnosis depends on thorough history taking and
examination of the physical and mental state of the
patient. Differential diagnosis has been discussed ear-
lier in this chapter (see p. 104). Particular care should
be taken:

+ not to overlook a depressive disorder in a patient
who complains of the physical symptoms of depres-
sion such as fatigue or poor sleep rather than
depressed mood ('masked depression’);

+ not to diagnose a depressive disorder simply on the
grounds of prominent depressive symptoms; the
latter could be part of another disorder, for example
an organic psychiatric syndrome caused by cerebral
neoplasm;

¢ to remember that certain drugs can induce depres-
sion (see p. 152);

+ to determine if the patient has suffered from a pre-
vious episode of mania, in which case the diagnosis
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would be bipolar depression and the treatment
would be as described below (see p. 117).

Sewerity The severity of the disorder is judged from the
symptoms and behaviour. Whenever possible, an inform-
ant should be interviewed as well as the patient. More
severe illnesses are accompanied by ‘biological’ symp-
toms, and by the presence of 'psychotic’ symptoms (e.g.
hallucinations and delusions). The risk of sufcide must be
judged in every case (the methods of assessment are
described in Chapter 12). It is also important to assess
how far the depressive disorder has reduced the patent's
capacity to work or to engage in family life and social
activities. In this assessment, the duration and course of
the condition should be taken into account as well as the
severity of the present symptoms and disability. The
length of history not only affects prognosis. it also gives
an indication of the patient’s capacity to tolerate further
distress. A long continued disorder, even if not severe,
can bring the patient to the point of desperation.

Aetiological Factors Possible aetiological factors may
include both known medical and psychiatric causes
and precipitating, predisposing. maintaining, and patho-
plastic factors. Precipitating causes may be psychologi-
cal and social (the life events discussed earlier in
the chapter) or they may be physical illness or its treat-
ment. In assessing such causes enquiries should be
made into the patient’'s work. finances, family life,
social activities, general living conditions, and physical
health. Problems in these areas may be recent and
acute, or chronic background difficultics may exist
such as prolonged marital tension, problems with chil-
dren, and financial hardship. In planning treatment,
maintaining factors are usually of the most relevance.

Social consequences The impact on the patient's
everyday life should be considered by asking about abil-
ity to work, cffects on leisure interests, and, particular-
ly, consequences for family life. Such information is not
only an indication of the severity of the disorder, but
may bring up issues that require advice and discussion
with the patient and family. The effect of the disorder
on other people should also be considered, It is impor-
tant to consider whether the patient could endanger
other people by remaining at work (e.g. as a bus driver),
Effects in the family are important. especially the
effects on young children: a severely depressed mother
may neglect her children. Danger may also arise when
there are depressive delusions that could lead to action.
Severely depressed mothers may sometimes kill their
children because of the belief that they are doomed to
suffer if they remain alive. Severely depressed patients
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cccasionally kill their spouses. In the longer term,
depressive disorder in either parent is associated with
the development of emotional disorder in the children.

Social resources The patient’s social resources should be
considered next. Enquiries should cover family, friends,
and work. Supportive families and friends can help pa-
tients through periods of depressive disorder by provid-
ing company, encouraging them when confidence is lost,
and guiding them into suitable activities. For some pa-
tients, work is a valuable social resource, providing dis-
traction and comradeship. For others it is a source of
stress. A careful assessment is needed in each case.

Treatment of the acute phase of depression

Treatment of depressive disorder can be divided into
three main stages (Fig. 8.1):

1. An acute phase to relieve symptoms of depression
and achieve recovery.

2. Continuation therapy to preserve the improvement.

3. A maintenance phase to protect vulnerable patients
from further episodes.

There are several effective treatments for depressive
disorders and the choice of treatment for each individ-
ual patient will depend on several factors. including the
severity of the disorder, the patient's own preferences,
and the availability of the treatments.

General aspects of acute phase treatment
As well as the specific treatments outlined above, non-
specific and supportive measures are very important.
The patient may have an unclear view of the nature of
depressive disorder and its treatment. The doctor
should therefore provide a clear outline of the nature
of the disorder and the available treatments, including
both likely benefits and possible adverse effects, and
should discuss the patient's preferences and agree a
treatment plan. Active follow-up with early identi-
fication of any problems leads to better adherence to
the prescribed therapy and improved cutcomes. During
the initial weeks of treatment, patients should be seen
and supported—those with severe disorders may need
to be seen every 2 or 3 days, while others are usually
seen weekly. The possibility of the emergence of a
manic episode should be kept in mind when depres-
sion is being treated because the first manic episode
follows treatment for a depressive disorder in some
patients with bipolar disorder.

It is important to advise the patient that there are
a number of things that they can do themseclves o
promote recovery from depression,
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Fig. 8.1 Treatment of depressive disorders.

* Activity. The level of activity should be considered
for every patient. Depressed patients give up activ-
ites and withdraw from other people. In this way,
they become deprived of social stimulation and re-
warding experiences, and their original feelings of
depression increase. It is important to make sure that
parients are occupied adeguately, but also that they
are not pushed into activities in which they may fail
pecause of slowness or poor concentration. Hence.
the range of activity appropriate for a depressed pa-
tient is narrow and changes as the illness runs its
course, If the patient is treated at home, it may be
helpful 1o discuss with relatives how much the
padent should do each day.

+ Diet. Appetite may be diminished in depression and

the patient should be encouraged to eat regularly
and healthilv.

+ Sleep. Simple advice should be given on how to deal

with any insomnia that accompanies the depression
{see p. 167).

In can be helpful to involve the patient's relatives
in the treatment plan. In particular, they should be helped
to understand the disorder as an illness, to avoid cri-
ticizing the patient. and to encourage appropriate activity.

Even when not being treated with a specific psycho-
logical treatment, all depressed patients require sup-
port, encouragement, and repeated explanation that
they are suffering from illness not moral failure. When
the depressive disorder appears to have been pre-
cipitated by life problems, discussion and problem-
solving counselling may be required. However, when
the depressive disorder is severe, discussion of prob-
lems may increase hopelessness. The more depressed
the patient. the more the doctor and others should take
over problems in the early days of treatment. When
mood improves, the problems can be reconsidered.

Specific treatments for depressive disorder
Antidepressant drug treatment

Antidepressant drugs are the most widely available
effective treatment for depressive disorder and are pre-




scribed widely in both primary and secondary care.
As with most effective treatments, they are not with-
out adverse effects so their use should generally be
restricted to patients with at least a moderate level of
symptom severity in whom depressive symptoms are
causing impaired functioning.

There are several groups of antidepressant drugs
which are fully described on pp. 242-8. The usual first
choice is a selective serotonin reuptake inhibitor or a ui-
cyclic drug,

Combined drug regimens

Combined treatment may be useful when patients have
not responded to monotherapy, although there is limit-
ed evidence on its efficacy. Combinations of drugs are
more likely to lead to interactions and adverse effects
and should generally be initiated by a specialist. used
cautiously, and monitored carefully.

The most commonly recommenced combination treat-
ment is lithwm plus an antidepressant, which is effective
in some patients who have not responded to the anti-
depressant alone. Combinations of tricyclics and MAOIs
and tricyclics and a SSRI may be effective in some
patients unresponsive to either drug given separately.

Electroconvulsive therapy (ECT)

ECT is described more comprehensively on pp. 252-3.
The antidepressant action of ECT is quicker than that
of antidepressant drugs, bur it causes more adverse
effects. especially impairment of short-term memory.
For these reasons, ECT is mainly used to treat severe
depressive illness in only a couple of situations:

1. The depressive disorder has not responded to ade-
quate antidepressant drug treatment.

2. A rapid response is necessary because of high suicidal
risk or severe psychomotor retardation,

ECT is probably most effective in severe depres-
sive disorder with delusions andfor psychomotor
retardation.

Psychological treatment

Supportive and problem-solving treatments All de-
pressed patients and their families need supportive
care Lo sustain them until improvement takes place.
Persistent interpersonal problems maintain depression
and problem solving can resolve the difficulties. The
least severe illnesses can usually be treated by problem
solving and psychological and social support; more
severe depressive disorders are wsually treated with
drug treatment with psychological and social support
(though a few receive cognitive therapy, see below).
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Dynamic psychotherapy Although depressed patients
often express guilt and regrets about experiences in
their recent or remote past, these feelings generally
resolve as mood improves and there is no evidence that
dynamic psychotherapy speeds this process. Indeed, it
is generally better not to dwell on past events in the
early stages of treatment for this may only increase the
patient’s guilty introspection.

Cognitive therapy (see p. 258) is as effective as anti-
depressant drugs in the treatment of moderate depres-
sive disorders and may also prevent relapse. In practice,
cognitive therapy is seldom used for these purposes,
because antidepressant drug treatment is simple, gen-
erally effective, less time consuming. and hence more
available. Cognitive therapy may be useful for helping
residual depressive symptoms that remain after anti-
depressant treatment. Cognitive therapy is sometimes
used for recurrent or chronic depressive disorders in
which depressive thinking seems to make the patient
more vulnerable to life events or to perpetuate the
disorder. However, this use has not been thoroughly
evaluated by clinical trials.

Interpersonal psychotherapy is a standardized form
of brief psychotherapy that focuses on improving the
patient's interpersonal functioning and identifying the
problems associated with the onset of the depressive
episode. Interpersonal therapy has been shown to be
effective for cutpatients with unipolar non-psychaotic
depressive disorders but in practice antidepressant
drugs and problem solving are used more often.

Tailoring the treatment according to the severity of

the disorder

The appropriate treatment for a person with depressive
disorder depends on the severity of the disorder. All
treatments have adverse effects and financial costs as
well as benefits, and so it is important o make sure
that the likely benefits are worth the costs. There is lit-
tle point in providing an intensive and expensive psy-
chotherapy to a patient with a mild disorder that is
likely to resolve spontaneously and quickly. On the
other hand, a patient with a severe disorder may need
early intensive drug treatment, or inpatient care (such
a patient is also likely to need urgent referral to the spe-
ciahist mental health services).

Mild depressive disorders

Mild depressive disorders seldom require treatment
with antidepressant drugs or an intensive psychological
treatment. especially when they are clearly reactions vo
stressful life events that have resolved. Patients should
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receive a clear explanation of the problem and their
part in overcoming it, and should be encouraged to talk
about their feelings and discuss their problems. The
patient should be encouraged to eat well, take exercise,
and try to get sufficient sleep. Such help is particularly
important after bereavement or other kinds of loss.
Self-help reading materials may also be helpful.

Many patients with mild depressive disorders have
slept badly for weeks. A hypnotic drug may be given for
a few days to restore sleep, but such treatment should
not be prolonged. If the depressive symptoms do not
respond quickly to social and psychological measures
and if sleep problems persist. sedative antidepressants
should be prescribed to be taken at night.

Should the patient remain at work? When the dis-
order is mild, work can be a valuable distraction from
depressive thoughts, and can provide companionship.

Moderately severe and severe depressive disorder

All except mild depressive disorders should be treated
with antidepressant drugs or with specific psycholo-
gical wreatments. The decision about which treatment
to try first should be made jointly by the doctor and
patient and will depend on the severity of the symp-
toms, the patient’s preferences. and the availability of
the treatments.

Is antidepressant drug treatment required? Anti-
depressant drugs are effective for most patients with a
depressive disorder of at least moderate severity, and
particularly those with biological symptoms. A history
of previous response 1o medication and severe symp-
toms both suggest a good response 1o treatment. No
single antidepressant is clearly more effective than
another and the choice for a particular patient
depends on:

¢ the response of the patient to any previous anti-
depressant medication:

+ adverse effects;

¢ concurrent medical illnesses;
+ concurrent mediaction;

+ toxicity in overdose;

¢ COSL

Doctors should become familiar with the use of one or
two drugs from each group.

Is psychiatric referral appropriate? Moderately severe
depression is usually treated by non-specialists, for
example, general practitioners. However, it is essential
to consider in every case whether psychiatric referral is

Situations when a patient should be referred
for specialist advice

# Inall severe and some moderarely severe cases, especially when
there is 2 substanual risk of suicide or harm to the welfare ar e of
another person {particularly dependent children)

+ When the diagnosis is in doubrt

* When a patient has failed 1o respond 1o antidepressant
Lreatment

+ When day or inpatent care is required
# When cognitve behaviour treatment may be required

required (Table 8.8) and, if so. whether the referral
should be for outpatient treatment or whether imme-
diate inpatient or day patient care is required (see
below).

Is hospital care needed? In deciding the need for
inpatient or day patient care, consideration is given to:

« severity and risk to the patient and to others, espe-
cially to any dependent children;

¢ the patient’s ability to look afier himself,

+ the availability of social support (a patient living
alone may need hospital care for a disorder that
could be treated at home if there was a supportive
family member who could be present day and night).

Should the patient remain at work? When the disor
der is more severe, retardation, poor concentration,
and lack of drive are likely to impair performance, and
this failure may add to feelings of hopelessness. Some-
times, poor performance at work may endanger other
people, and when the potential for such danger is great
(as in the case of driving a heavy goeds vehicle) the
patient should not work even if the risk of failure is
small.

What information do the patient and family need

about medication?

It is essential that the drugs are taken in the full pre-
scribed dose, A depressed patient’s adherence to antide-
pressant treatment can be improved by informing the
patient and the family about the nature of the medica-
tion, its potential benefits and side effects, any possible
toxic effects, and the importance of continuing a full
dosage for an adequate period of time, It is important
to explain that, although side effects will appear quick-
ly. the therapeutic effect is likely to be delayed for
2-3 weeks, Patients should be warned about the effects
of taking alcohol because of its sedative effects. They
should be advised about driving, particularly that they



QLUICEEN Steps to follow if there is a lack of response
to antidepressant treatrment

+ Review diagnosis

+ Check compliance wath present treatment

+ Review psychaological and social causes

& Increase dose Lo maximum

¢ Consider change to antidepressant of a different group®

* Obtain speciabst opinion concerning need for hospital
admussion and further creatment”™

¢ Combined drug treatment”
& Consider ECT*

“These steps usually require a specialise opsnion (see text)

should not drive while experiencing sedative or any
other side effects that might impair their performance.

Failure to respond to treatment

Around 30 per cent of patients with a depressive dis-
order do not respond within 6 weeks to a combination
of antidepressant drugs, graded activity, and psycho-
logical treatment. In these cases the treatmenl plan
should be reviewed at 6 weeks and earlier in severe cases
(Talle 8.9).

# [s the diagnosis correct? The diagnosis should be
reviewed carefully.

¢ Hove stressors been overlooked? A check should be made
for stressful life events or continuing difficulties that
may have been overlooked.

¢ |5 the patient taking the full prescribed dose of medicine?
Check again that the patient has been taking the
medication in the full amount. If not, the reasons
should be sought. Some patients are convinced that
no treatment can help, others are unable to tolerate
drug side effects.

-

Should the dose be increased? If the preceding enquiries
reveal nothing, the dose of antidepressant may be
increased if it is not already maximal,

# Should the medication be changed? If the patient cannot

tolerate the drug, or there has been no response to
the maximum tolerated dosage, an antidepressant

drug from another group may be tried.

+ Frequent supportive interviews should be continued with
monitoring of severity. and the patient reassured
that depressive disorders almost invariably event
vally get better. Meanwhile, provided that the pa-
tient is not too depressed, any problems contributing

to the depressed state should be discussed further.
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+ 5 specialist opinion reguired? If serious depression per-
sists, specialist advice should be obtained concerning
the need for combined antidepressant drug treat-
ment, day care, admission o hospital. or, in the most
severe cases, electroconvulsive therapy.

Continuing failure to respond

Disorders that do not fully respond to at least two ade-
quate courses of antidepressant medicine are called
treatment resistant. In these cases, it is usually worth
trying alternative treatments, for example, cognitive
therapy may be effective in patients with residual symp-
toms of depression following antidepressant treatment.
For most patients however, the next step is combina-
tion therapy. The best established combinations are:

+ lithium augmentation of an antidepressant drug.;
particular care is required if lithium is added to a
5-HT uptake blocker since this produces neurotoxic
side effects in a few cases;

+ thyroid hormone augmentation of antidepressant
drug. usually with triiodothyronine, although the
evidence on this is limited;

& MAOI augmentation of a tricyclic drug. The reverse
procedure of adding a tricyclic drug to a MAOI should
not be used because it is more likely to cause serious
toxic effects.

Specialist advice should be sought before using any
of these drug combinations.

ECT should also be considered in the trearment of
patients with depressive disorders that do not respond

to drugs.
Continuation therapy

The continuation phase of rreatment focuses on main-
taining improvements made during treatment of the
acute phase for the next 6 months or 50, After recovery
from a depressive disorder the patient should be followed
up for several months either by the family doctor or by a
psychiatrist. At this stage it is often valuable to discuss
possible precipitants of the illness with the patient and in
joint interviews with close relatives. This discussion is
particularly important when there have been repeated
depressive disorders provoked by life events.

Some residual symptoms may take several months to
disappear and many patients are particularly vulnerable
to relapse during this period. With antdepressant medi-
cines, the same dose of the successful reatment should
be continued during the continuation phase. Patients will
need encouragement to continue with treatment, deal
with any adverse effects, and advice about the appropri-
ate level of activity and about returning to work.
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Prevention of relapse

Maintenance medication Patients who responded to
acute phase treatment, remained well during the contin-
uation phase, and are at moderate or high risk of relapse
{e.g. those with a history of relapse relatively soon after
successful treatment of depression, or on the ending of
continuation therapy) will benefit from longterm thera-
py for at least 2 years with antidepressants at the same
dose that was effective in the acute phase. On average
long-term drug treatment halves the nsk of relapse.

Cognitive therapy may also reduce the relapse rate
after a moderately severe depressive disorder but there
15 less evidence than for maintenance for antidepressant
drugs. Cognitive therapy is sometimes tried for patients
who have repeated episodes of depression, despite main-
tenance medication, that are apparently related to
depressive forms of thinking.

Life changes If the depressive disorder was clearly
related to stressors such as overwork or complicated
social relationships. the patient should be helped to
change to his lifestyle in the hope that this will reduce
recurrence.

Recognizing early signs of relapse It can also be help-
ful to have a written, agreed care plan should de-
pressive symptoms recur. The patient should be fully
involved in this process by being helped to understand
the risk of relapse. taught to recognize warning signs,
and by agreeing on an appropriate action plan. When
appropriate, the patient’s relatives should be involved.

Management of mood disorders
following childbirth

Baby blues

The patient and her partner should be reassured that
the condition is common and short lived. Mo other
treatment is needed.

Postnatal depressive disorder

Postnatal depression is assessed in the same way as
other depressive disorders. with attention to any ideas
that suggest a risk to the child (see p. 149). The Edin-
burgh Scale (see Box 8.1) can aid assessment and sug-
gests topics to be explored further in the interview. If
there is doubt about the risk to the child, or when risk
is judged to exist, a specialist opinion should be ob-
tained. Patients need a clear explanation of the nature
of the condition and the plan of treatment, together
with support from the medical team and. if possible.

from the extended family. The general practitioner
should liaise with the midwife, health visitor, and any
specialist mental health services involved in the case to
ensure necessary support and frequent monitoring. Addi-
tional help with child care may be needed. If the severity
of the disorder is more than mild, or if a mild disorder
persists for longer than a few weeks, treatment with
antidepressant drugs may be indicated. The psychological
components of the treatment plan resemble those for
other depressive disorders (see above), Most cases can be
treated in the community. However, when the disorder is
severe or if there is a risk of self-harm or harm to the
baby, hospital treatment may be required. If admission is
necessary—especially if it is likely to be prolonged—then
there are advantages to treatment in a specialist mother
and baby unit if one is available.

Puerperal psychosis

The treatment of puerperal psychosis is the same as that
for psychotic disorders occurring outside pregnancy (see
pp. 116and 117, When the disorder is not severe and the
mother has no ideas of harming hersell or the baby, treat-
ment can be at home along the lines described above for
non-psychotic postnatal depressive disorder. When the
disorder is severe, or there are ideas of harm to the self or
the baby, the mother should usually be admitted to hos-
pital. if possible to a special mother and baby unit. If anti-
depressant or antipsychotic drugs or lithium have to be
prescribed, then breast-feeding will have to be stopped.
ECT is often used because it has a rapid effect. which il
successful enables the mother to resume the feeding and
care of her baby.

Women who have had a puerperal psychosis should
be referred to a psychiatrist if they become pregnant
again and monitored closely during subsequent deliver-
ies. Patients who have a history of bipolar disorder and
who are taking long-term lithium therapy will need
specialist assessment. In some cases the lithium can be
gradually stopped before the first trimester to mini-
mize the risk of fetal abnormality, or before the deliv-
ery and restarted soon afier but with no breast-feeding.
Patients with schizoaffective disorders may need con-
tinued antipsychotic therapy—conventional anti-
psychetics are usually Favoured.

Management of bipolar disorder
Assessment

The assessment of a depressive episode in a patient
with bipolar disorder is essentially the same as the
assessment of a unipolar depressive episode (see above),
although the treatment is different, as described below.
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BEX 81 EDINBURGH POSTNATAL DEPRESSION'SCALE (EPDS)

The EFDS was developed for screeming postpartum women in oulpaticnt, home visiting seitings. or at the 6-8 weck postpartum
examination. It has been utilized among numerous populations including US women and Spamish speaking women in other coun-
tries. The EPDS consists of 10 questions, and can usually be completed in less than 5 minutes. Resposes are scored 0. 1, 2, or 3 accord-
ing to increased severity of the symptom. Items marked with an asterisk () are reverse scored (i.e. 3, 2, 1, and @), The total score is
the sum of the sceres for each of the 10 items. Validation studies have milized various threshold scores 1o determine which women
were positive and in need of referral. Cut-off scores ranged from 9 to 13 points. Therefore, to err on the safe side, 2 woman scoring
2 or more points or indicating any suicidal ideation - sconng 1 or higher on question 10 - should be referred immediately for follow-
up. Even il a woman scores less than 9, if the clinician feels the clieat is suffening from depression, an appropnate referral should be
made. The EPDS 15 only a screening tool, It does not diagnose depression - that 15 done by appropriately licensed health care per-
sonnel, Users may reproduce the scale without permission providing the copyright is respected by quoting the author names, title,
and source of the paper in all reproduced copies.

Instructions for users

1. The mother is asked to underline 1 of 4 possible responses that comes the closest to how she has been fecling the previous 7 days,
2, All 10 questions must be completed.

3. Care should be taken to avoid the possibility of the mother discussing her answers with others,

4. The mother should complete the scale hersell, unless she has limited English or difficulty reading.

Name: Date:

Address: Baby's age:

As you have recently had a baby, we would like to know how you are feeling. Please underline the answer which comes clasest to
how you have fel in the past 7 days. not just how you feel today.

Here is an example, already completed:
1 have felt happy
Yes, all the time
Yes, most of the time
Mao. not very ofien
Mo, not at all
This would mean: ~1 have felt happy most of the nme during the past week”. Please answer the following 10 questions in the same way.

In the past 7 days:

1. I have been able to laugh and see the funny side of things
As much as | always could
Mot quite so much now
Definitely not so much now
Mot at all

2. | have looked forward with enjoyment to things
As much as [ ever did
Rather less tham | used 1o
Defimitely less than | used to
Hardly at all

*3. 1 have blamed mysell unnecessarily when things went wrong
Yes, most of the time
Yes, some of the time
Mot very often
No, never

4. | have been anxious or worried for no good reason
Mo, not at all
Hardly cver
Yes, sometimes
Yes, very oficn
*5. | have felt scared or panicky for no good reason
Yes. quite a log
Yes, sometimes
Mo, not much
Mo, not at all

EDINBURGH POSTNATAL DEPRESSION SCALE (EFDS)

J.L. Cox, |.M, Holden, R. Sagovsky
From: British Journal of Psychiatry (1987), 150, 782-786.

*6. Things have been getting on top of me
Yes. most of the time [ haven't been able to cope at all
Yes, sometimees | haven’t been coping as well as usual
Mo, most of the ume [ have coped quite well
Mo, | have been coping as well as ever

*7. | have been so unhappy that | have had difficuley sleeping
Yes. most of the time
Yes. sometimes
Mot very often
Ma, not at all

*8. | have felt sad or miserable
Yes, most of the time
Yes, quite often
Mot very often
Mo, not at all

*9. | have been so unhappy that | have been crying
Yes, most of the time
Yes. quite ofien
Onily occasionally
Mo, never

*10. The thought of harming myself has occurred to me
Yes, quite often
Sometimes
Hardly ever
Never
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The assessment of a manic patient is difficult, and
the help of a spedalist will usually be required. In the as-
sessment of mania, the steps are those already outlined
for depressive disorders. They are: (i) decide the diag-
nosis: (i) assess the severity of the disorder: (iii) form an
opinion about the causes: (iv) assess the patient’s social
resources; and (v) judge the effect on other people.

Diagmesis depends on a careful history and examina-
tion. Whenever possible, the history should be taken
from relatives as well as from the patient because the
patient seldom recognizes the full extent of the abnormal
behaviour. Differential diagnosis has been discussed ear-
lier in this chapter: it is important to remember that
mildly disinhibited behaviour can result from intoxica-
tion with drugs or alcohol or, rarely. from frontal lobe
lesions (e.g. by a cerebral neoplasm).

Severity and the degree of psychosocial dysfunction
should be carefully considered because this has impor-
tant implications for diagnosis (e.g. for discriminating
between hypomania and mania, see p. 101) and man-
agement. For this purpose it is essential to interview
another informant. Manic patients are able to exert
a degree of selfontrol during an interview with a
dector, and then behave in 2 more disinhibited and
grandiose way immediately afterwards. At an early
stage of the disorder it is easy 1o be misled by patients
in this way and to miss the opportunity to persuade
them to enter hospital before causing difficulties for
themselves, for example. through ill-judged decisions
at work or unaffordable extravagance.

Usually, the causes of a manic disorder are largely
endogenous: some cases follow physical iliness, treat-
ment by drugs (especially steroids). or operations. It
is important to identify any life events that may have
provoked the onset and also to identify maintaining
factors.

The patient’s resources and the effects of the illness on
other people should be assessed along the lines already
described for depressive disorders. Even for the most
supportive family, it is extremely difficult to care for a
manic patient at home for more than a few days unless
the disorder is exceptionally mild. The patient’s respon-
sibilities in the care of dependent children or at work
should always be considered carefully.

Treatment of mania

General aspects of treatment

It is important Lo commence treatment for a manic
cpisode as quickly as possible because of the high like-
lihood of serious personal and social consequences that
might follow from the errors of judgement that are

characteristic of the disorder. The general practitioner
will need to contact the specialist services urgently. and
should commence effective drug treatment if the diag:
nosis is clear and the patient is agreeable. Milder manic
episodes may be treated on an outpatient basis, but
more severe disorders with associated loss of judge-
ment will almost always need initial treatment as an
inpatient. When the disorder is more severe, compul-
sory admission is likely to be needed.

Almost all patients with a manic episode will need
drug treatment and, because it is important to com
mence this as soon as possible, many patients with
a previous bipolar disorder keep a small supply of
antipsychotic medication to take if they experience
prodromal symproms of mania (see below).

The clinical status should be monitored frequently.
Progress is judged not only by the mental state and gen-
eral behaviour, but alse by the pattern of sleep and
by the regaining of any weight lost during the illnes.s.
As progress continues. antipsychotic drug treatment 15
reduced gradually. It is important, however, not 1o dis
continue the drug too soon, otherwise relapse may
oreur,

During treatment a careful watch should be kept for
the appearance of depressive symprtoms because tran-
sient but profound depressive mood change and de-
pressive ideas are common among manic patients.
Also, the clinical picture may change rapidly from
mania to a sustained depressive disorder. In either case.
suicidal ideas may appear. A sustained change to a
depressive syndrome may require treatment, including
the use of antidepressant drugs, which should be used
cautiously to avoid precipitation of a manic relapse.
Following recovery, regular follow-up is necessary to
detect relapse into mania or the onset of depression.
Patients should be helped to deal with or to come 1@
terms with any precipitating causes of the episode, and
with the consequences of any ill-judged actions taken
during the acute illness.

Specific treatment for mania

Antipsychotic drugs

Antipsychotic drugs have an established place in the
treatment of mania. The older. conventional nntipsylf-
chotics are frequently used, but there is now more evi-
dence for the effectiveness of the newer atypical
antipsychotics, which are also better tolerated in the
short term. An atypical antipsychotic such as olanzap-
ine. quetiapine, or risperidone is therefore usually the
first choice of treatment. Antipsychotics should gener-
ally not be used to control behaviour because the doses
required for this effect are high and adverse effects are



therefore more likely. A benzodiazepine such as
lorazepam or diazepam should be used instead.
Lithiwm

Lithium is effective in mania, but less so than antipsy-
chotic drugs, and it can be difficult to use safely in
severely disturbed patients. The effect in mania may
take several days o begin. Lithium is therefore used
mainly in patients with milder manic episodes, espe-
cially when it is intended to continue the treatment
in the leng term to prevent relapse. Lithium is also
used in combination with antipsychotics—caution is
required when used in combination with haloperidol
because extrapyramidal effects occur commonly.

Antiepileptic drugs

Valproate is effective in acute mania. It is slightly less
effective than antipsychotics, but causes fewer adverse
effects. Thus, it may be particularly useful in patienis
who are not currently taking a long-term mood stabi-
lizer, and who have a mild manic illness without psy-
chotic features. An advantage of valproate over lithium
in the acute phase is that a high loading dose can be
given, which leads 1o a more rapid response and short-
er hospital stay. Carbamazepine is another antiepileptic
drug that can be used in mania,

Electreconvulsive therapy

Although there is little evidence from randomized tri-
als, clinical experience indicates that ECT has a power-
ful therapeutic effect in mania. Nevertheless, ECT is
not a first-line treatment; its use is mainly in the
uncommon cases when antipsychotic drugs are ineffec
tive and the patient is so seriously disturbed that to
spend time trying further medication or awaiting natu-
ral recovery is not justified.

Treatment of bipolar depression

General aspects of treatment

Depressive episodes cause more disability then manic
episodes in most people with bipolar disorder. The
general aspects of treatment are the same as those
described above for unipolar depression. but there
are important differences in both the effectiveness of
treatment and the risks associated with treatment. As
with the treatment of mania. the clinical status of the
patient should be monitored frequently because rapid
mood fluctuations are common.

Specific treatment for acute bipolar depression
Antidepressant drugs

Although there is less evidence than for unipolar
depression, it appears that antidepressant drugs are
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reasonably effective in bipolar depression and that
there are no differences in efficacy between the classes
of drugs. About 5-10 per cent of patients with bipolar
depression develop a manic episode following treat-
ment with an antidepressant drug and the risk is worse
with tricyclics than with §5Rls. For this reason antide-
pressant medication should usually be given only with
the cover of an effective antimanic drug such as an
antipsychotic, lithium, or valproate.

Antipsychotic druigs

There is some cvidence that olanzapine, one of the
atypical antipsychotic drugs. is modestly effective in
bipolar depression, but is more effective when added to
an S5RL

Lithiwm

Lithium is less effective in depression than in mania,
but it is sometimes used in less severe but recurring
cases when it is used for prophylaxis after recovery
from the acute cpisade. Also, when a depressive epi-
sode occurs in a patient who is already taking long-
term lithium. one treatment option is (o increase the
dose of lithium.

Antiepileptic drugs

There is no good evidence that valproate or carbama-
zepine are effective treatments for bipolar depression.
Lamortrigine, another antiepileptic, may be effective,

Electroconvulsive therapy

As in other severe or resistant depressive episodes, ECT
is indicated when alternative therapies have not been
effective.

Psychelogical treatments

Although cognitive behaviour therapy and inter-
personal psychotherpy are effective in unipolar de-
pression (see p. 111). there is very little evidence that
they are effective in bipolar depression

Treatment of mixed mood episodes

Manic symptoms usually predominate over depressive
symptoms in mixed states and treatment of mixed
states is therefore usually the treatment of a manic
episoade, with antipsychotics alone or in combination
with a mood stabilizer. Mood stabilizers may also be
used alone. Antidepressants should not be used when
manic symptoms predominate, although they may be
used when depressive symptoms are prominent.

Continuation therapy

This term refers to prevention of relapse in the first
few weeks and months following recovery from mania
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or depression (i.e. return of symptoms after initial
improvement during a single episode of illness). Fol-
lowing resolution of mania, the acute phase treatment
is usually continued for several weeks or months and
then gradually discontinued (unless relapse prevention
with the same agent is being considered, see below),
Following the resolution of bipolar depressive dis-
order, it is uncertain whether antidepressants should
be continued because the prolonged use of anti-
depressants can precipitate a manic episode.

Prevention of relapse

Bipolar disorder has a strong tendency to relapse.
Following the first severe episode of mania, the risk of
a serious manic relapse ocourting in any year is about
10-20 per cent. The risk is greater when patients have
suffered multiple previous episodes—for example,
after three previous episodes, the annual risk of relapse
is about 20-30 per cent.

Long-term drug treatment

Longterm drug treatment can substantially reduce the
risk of relapse. There are several available treatments
and the choice will depend on adverse effects and pre-
vigus response to treatment. At present, the compara-
tve efficacy of the drugs is largely unknown. Combinations
of drugs are frequently used in practice, although there
is little evidence to support this.

Lithium

Lithium reduces the risk of relapse and is more ef.
fective at preventing manic than depressive episodes.
The benefits ourweigh the risks of adverse events for
most patients who are at least at moderate risk of
relapse (those with three or more previous episodes,
very severe previous episodes, or a strong family his-
tory of recurrent bipolar disorder). Because lithium
treatment is associated with several adverse effects, the
plasma levels should be monitored regularly (see
p. 251).

Antiepileptic drugs

Valproate reduces the risk of relapse. although it is
uncertain how it compares with lithium. Carbamaze-
pine may also be useful for some patients although it
is probably less effective than lithium. Lamotrigine is
effective at preventing depressive relapses,

Antipsychatic drugs

Long-term treatment with antipsychotic drugs is usu-
ally reserved for patients with recurrent psychotic

BOX:82 CHARACTERISTIC EARLY

WARNING SIGNS OF MANIC REL
+ Reduced need for sleep
& Increased physical activity

+ Elated mood

 Irritability or rage if plans and wishes are not
satisfied

|
¢ Racing thoughts |
|
|
I

+ Unrealistic plans

+ Spending recklessly

L

symptoms or for when alternative treatments have not
proved effective.

Education to recognize early signs of relapse

Many patients develop characteristic prodromal symp-
toms before a relapse (see Box 8.2). These patients can
be helped to recognize these symptoms and can be
given an agreed plan of action te use when the pro-
dromal signs occur. This approach can help patients
avoid manic episodes but it is less certain that it helps
avoid depressive episodes,

Psychological treatments
Cognitive therapy and family therapy can help prevent

relapse. Cognitive therapy may work through several
mechanisms:

1. Better adherence to medication due to improved
understanding of the personal risks caused by the
illness,

2. Early detection due to improved self-monitoring of
mood.

3. Improved self-regulation of behaviour and the for-
mulation of action plans.

Further reading

Goodwin, G. M. (2003). Evidence-based guidelines for
treating bipolar disorder: recommendations from the
British Association for Psychopharmacology. Journal
of Psychopharmacology 17 (2): 149=173.

National Institute for Clinical Excellence Depression: the
managenient of depression in primary and secondary care.
(Draft.) www.nice.org.ukfpage.aspx?o=98408.
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Schizophrenia and
related disorders

Schizophrenia and related disorders are characterized
by psychotic symptoms such as delusions and hallu-
cinations. There is a spectrum of severity. In schizo-
phrenia, the patient suffers from psychotic symptoms
and functional impairment. In delusional disorders,
the patient experiences delusions but there is no evi-
dence of hallucinations or any of the other symptoms
characteristic of schizophrenia.

Schizophrenia can be a particularly disabling illness
because of its course which, although variable, is fre-
quently chronic and relapsing. The care of patients with
schizophrenia places a considerable burden on several
groups, from the patient’s family through to the health
and social services. General practitioners may have only
a few patients with chronic schizophrenia on their lists
but the severity of their problems and the needs of their
families will make these patients important.

This chapter aims to provide sufficient information
for the reader to be able to recognize the basic symp-
toms of schizophrenia and related disorders and to be
aware of the main approaches to treatment.

Diagnosis and clinical features

Clinical features of schizophrenia

The clinical presentation and outcome of schizophre-
nia vary and schizophrenia can be a confusing illness to
understand. It is best to start by considering simplified
descriptions of two common presentations: (i} the acute
syndrome; and (ii) the chronic syndrome. It is then eas-
ier to understand the core features as well as the diver-
sity of schizophrenia,
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The acute syndrome (positive symptoms)

The main clinical features of the acute syndrome

(Table 2.1} can be illustrated by a short case study of a

patient, which illustrates the following commen fea-

tures of acute schizophrenia (Case study 9.1).
Common features include:

¢+ hallucinations;

+ persecutory ideas:

+ social withdrawal;

+ impaired performance at work;

¢ the false idea of being referred to (a delusion of
reference, see p. 7).

The term positive syndrome is sometimes used 1o
refer to these features. It refers 1o the appearance of

The acute syndrome (positive symptoms)

CGASE STUDY 9.1 ACUTE SCHIZOPHRENIA

A previcusly healthy 20-year-old male student had
been behaving in an increasingly odd way. At times |
he appeared angry and told his friends that he was
being followed by the police and secret services; at
other times he was seen to be laughing to himself
for no apparent reason. For several months he

| had spent more time on his own, apparently pre-

octupied with his own thoughts, and his academic |
work had deteriorated. When seen by the family |
doctor he was restless and appeared frightened. He |
said that he had heard voices commenting on his |
actions and abusing him. He also said that the

police had conspired with his university teachers to

harm his brain with poisonous gases and take away |
his thoughts. and that the police had arranged for l
items referring to him to be inserted into television i

programmes.

| |

Appearznce and behavour

+ preoccupied, vathdrawn, inactive

# T@5TIR3S, NOY, INConssent

Mood

+ mood change
+ plunting
L INCongnucy

Disorders of thinking

® Vagueness
« formal though: disarder

* ditprders of the stream of thought

Hallucinatons

* auditory
* vigugl

* ractile, olfactory, gustatory

Delusions

* primary

* seconoary [esoecially persecurony)

hallucinations and delusions in contrast to the loss
of function in the chronic syndrome—the negative
syndrome.

Appearance and behaviour

Many patients with acute schizophrenia appear entire-
ly normal. Some appear awkward in their social behav-
iour, preoccupied and withdrawn, or otherwise odd.
Others smile or laugh without obvious reason, or
appear perplexed by what is happening to them. Some
are restless and noisy. and a few show sudden and
unexpected changes in behaviour. Others retire from
company. spending much time alone in their rooms,
perhaps lying immobile on the bed apparently deep in
thought.

Mood

Abnormalities of mood are commeon. There are three

main kinds:

1. Mood change such as depression, anxiety, irritabili-
ty. or euphoria. Depressive symptoms in the acute
syndrome may develop in one or more of three ways:

+ as an integral part of the disorder—caused by the
same processes that cause the other symptoms
such as the delusions and hallucinations:

e a5 a response 1o insight into the nature of the ill-
ness and the problems to be faced:;

+ a5 side effects of antipsychotic medication.

2. A reduction in the normal variations of mood, called
blunting for flattening) of affect. A patient with this



disorder may seem indifferent to others because of
unchanging mood.

3. Emotion not in keeping with the situation, a condi-
tion known as incongruity of affect. A patient may,
for example, laugh when told about the death of his
mother.

Speech and farm of thought
Speech may be difficult to follow. In the early stages, a
patient's talk may be vague so that it is difficult to
grasp the meaning. Later there may be more definite
abnormalities (formal thought disorder). These abnor-
malities are of several kinds. Some patients have
difficulty in dealing with abstract ideas (a phenomenon
called concrete thinking), while others become preoc-
cupied with vague pseudoscientific or mystical ideas.
There is a lack of connection between the ideas
expressed by the patient (loosening of associations).
The links between ideas may be illogical, or they may
wander from the original theme. In its most extreme
form, loosening of association leads to totally incoher-
ent thought and speech (word salad).

There may be disorders of the stream of thought,
such as pressure of thought, poverty of thought, and
thought blocking (all of which are described on p. 5).

Perception

Auditory hallucinations are among the most frequent
symptoms of schizophrenia. They may be experienced
as simple noises or complex sounds of voices or music.
Voices may utter single words, brief phrases. or whole
conversations. The voices may seem to give commands
to the patient. A voice may speak the patient's thoughts
aloud, either as he thinks them or immediately after-
wards. Sometimes, two or more voices may seem fo
discuss the patient in the third person. Other voices
may comment on his actions. As explained later, these
last three symproms have particular diagnostic value
(see p. 123).

Visual hallucinations In schizophrenia, visual halluci-
nations are less frequent than auditory ones, and they
seldom occur without other kinds of hallucination. A
few patients experience tactile, olfactory, gustatory,
and somatic hallucinations, which are often inter-
preted in a delusional way. For example, hallucinatory
sensations in the lower abdomen may be attributed to
unwanted sexual interference by a persecutor.

Abnormalities of the content of thought

Delusions pccur commenly in schizophrenia. Primary
delusions (see p. 6) occur occasionally and when present
are important because they seldom occur in other disor-

DIAGNOSIS AND CLINICAL FEATURES

ders and are therefore of value in diagnosis. Most delu-
sions are secondary, that is, they arise from a previous
mental change. Delusions may be preceded by so-called
delusional mood (see p. 7). which is seldom found in
conditions other than schizophrenia, or by hallucina-
tions. Several kinds of delusion cccur. Persecutory delu-
sions are commeon, but are not specific to schizophrenia.
Less commen, but of greater diagnostic value, are: delu-
sions of reference (false beliefs that objects, events, or
people have a special personal significance, see p. 7);
delusions of control (the feeling of being controlled by
an ourside agency, see p. 8); and delusions about the
possession of thought (the idea that thoughts are being
inserted into or withdrawn from the person’s mind, or
‘broadeast’ to other people, see p. 8).

Cognitive function

Patients with schizophrenia may have evidence of pre-
maorbid cognitive impairment and there is increasing
evidence that this increases following the onset of the
iliness. The most severely affected neuropsychological
functions appear to be executive functions (which inte-
grate subsidiary abilities such as perception and memo-
ry). although there is little evidence for deficits specific
to schizophrenia (see below),

Insight

Insight is usually impaired. Most patients do not accept
that their experiences result from illness, often ascrib-
ing them instead to the malevolent actions of other
people. This lack of insight is often accompanied by an
unwillingness to accept treatment.

The combination of disturbed behaviour, hallucina-
tiens, and delusions is often referred to as positive
symptoms. Schizophrenic patients do not necessarily
experience all these symptoms. The clinical picture is
variable, as explained later in this chapter (see pp. 123-4).

The chronic syndrome (negative symptoms)

In contrast to the *positive’ symptoms of the acute syn-
drome, the chronic syndrome is characterized by ‘nega-
tive' symptoms (Table 9.2) of:

« underactvity;

+ lack of drive;

# social withdrawal;

+ emotional apathy;

thought disorder.

The syndrome can be illustrated by a brief case study
of a typical patient. This description illustrates several

of the features of what is sometimes called a ‘*schizo-
phrenic defect state’ (Case study 9.2),
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The chronic syndrome (negative symptoms)

Lack of drive and activity
Sooal withdrawal

Abnormalives of behaviour

Abnormalives of movement

* stupor and excitement
+ abnormal movements
+ abmormal tonus
Speech

::;dubed In Amaount

+ evidence of thought disorder
Mood disorder

¢ blunting

& incongruity

* depression

Hallucinations

+ pspecially auditory

Delusions

¢ systemnatized

+ gncapsulared

e e e

Ornientation

* age disorientauion

ATenuion

+ normal

Memory

» normal

Insight

+ vanaple

impairment of volition

The most striking feature is diminished volition, that is
a lack of drive and initiative. Left to himself, the patient
may be inactive for long periods. or may engage in aim-
less and repeated activiry.

imeeairment of daily living skifls

Social behaviour often deteriorates. Patients neglect
personal hygiene and their appearance. They may with-
draw from social encounters. Some behave in ways that
break social conventions, for example talking intimate-
ly to strangers, shouting obscenities in public, or behav-
ing in a sexually uninhibited manner. Some patients
hoard objects, so that their surroundings become clut-
tered and dirty.

SE JTHEICHRONIGISYNDROME

A middle-aged man lives in a group home for psy-
chiatric patients and attends a sheltered workshop.
In both places he withdraws from company. He is
usually dishevelled and unshaven, and cares for
himself only when encouraged to do so by others.
His social behaviour is odd and awloward. His speech
is slow. and its content vague and incoherent. When
questioned, he says that he is the victim of persecu-
tion by extraterrestrial beings who beam rays at
him. He seldom mentions these ideas spontaneous-
ly and he shows few signs of emotion about them or
about any other aspects of his life. For several years
this clinical picture has changed little except for
brief periods of acute symptoms, which are usually
| related to upsets in the ordered life of the group
I

home.
I—__—_—l'__"'-_..

Movement disorders
A variety of disturbances of movement occur, which
are often called catatonic. They will be described only
briefly here (they are detailed in The Shorter Oxford Text-
book of Psychiatry). Stupor and excitement are the most
striking catatonic symptoms. A patient in stupor is
immaobile, mute, and unresponsive, although fully con-
scious. Stupor may change (sometimes quickly) to a
state of uncontrolled moter activity and excitement.
Patients with chronic schizophrenia sometimes make
repeated odd and awkward movements. Repeated move-
ments that do not appear to be goal directed are called
stereotypies; repeated movements that do appear to
be goal directed are called mannerisms. Occasionally,
patients have a disorder of muscle tone that can be
detected by placing the patient in an awkward posture,
when the sign is present, the patient maintains this
posture without apparent distress for much longer
than a healthy person could without severe discomfort
{waxy flexibility). When catatonic symptoms are
prominent the illness is referred to as catatonic
schizophrenia.
Speech and form of thought

Speech is often abnormal, reflecting thought disorders
of the same kinds as those found in the acute syndrome
(see above).

Affect and perceplion

Affect is generally blunted, and when emotion is
shown, it may be incongruous. Hallucinations are
common, and any of the forms occurring in the acute
syndrome may occur in the chronic syndrome.




Thought cantemnt

In chronic schizophrenia delusions are common and
often systematized. They may be held with little emo-
tion. For example, patients may be convinced that they
are being persecuted but show neither fear nor anger.
Delusions may also be ‘encapsulated” from the rest of
the patient’s beliefs. Thus, a patient may be convinced
that his private sexual fantasies and practices are wide-
ly discussed by strangers; but his remaining beliefs are
not influenced by this conviction, nor is his work or
social life affecred.

Cognitive function

It is now recognized that people with schizophrenia
frequently suffer from a variety of cognitive impair-
ments and that these impairments are asseciated with
important aspects of functional outcome, such as the
acquisition of social skills and the chances of successful
employment. Many areas of cognitive functioning ap-
pear to be affected, the best established are deficits in
learning and secondary memaory. attention, and execu-
tive functioning. Verbal fluency and motor functioning
also appear to be affected, although to a lesser extent.

Insight

Insight is often impaired; the patient does not recog-
nize that his symptoms are due to illness and is seldom
fully convinced of the need for treatment.

Factors modifying the clinical features

In schizophrenia several factors can interact with the
disease process to modify the clinical picture.

Age of onsel

The symptoms of adolescents and young adults often
include thought disorder, mood disturbance. and dis-
rupted behaviour. With increasing age. paranoid symp-
toms are more common, and disrupted behaviour is
less frequent.

Gender

The course of the illness is generally more severe in
males,

Seciocultural background

Sociocultural factors may affect the content of delu-
sions and hallucinations. For example, delusions with a
religious content are more common among patients
from a religious background. Recent rechnological
innovations are often used to explain symptoms. For
example, a patient may think that his auditory halluci-
nations are due to nanotechnology.

Social stimulation The amount of social stimulation
has a considerable effect on the type of symptoms.

DIAGNOSIS AND CLINICAL FEATURES

Understimulation increases “negative’ symptoms such as
poverty of speech, social withdrawal, apathy, and lack
of drive, and also catatonic symptoms. Overstimulation
induces ‘positive’ symptoms such as hallucinations,
delusions. and restlessness. Modern treatment is de-
signed to avoid understimulation; as a result ‘negative’
features including catatonia are less frequent than in
the past. This policy can, however, result in a degree of
overstimulation leading to more positive symptoms.

High emotional expression by people with whom the
patient is living is one form of social stimulation that
increases symptoms. Overt expressions of criticism
seem to be particularly important. The more time the
patient spends in the company of highly critical people,
the more likely he is to relapse. This is a reason why
some patients are less disturbed when living in a hostel
than with their family.

Diagnosis

The diagnosis of schizophrenia is based entirely on
the clinical presentation (history and examination). The
only diagnostic tests used are those needed to exclude
other disorders when there is clinical suspicion,
Because the diagnosis is based on clinical findings. it is
made more reliable when diagnostic ariteria are used to
specify patterns of symptoms that must be present to
make the diagnosis. The currently most widely used
diagnostic criteria are those in the International Classi-
fication of Diseases. version 10 (ICD-10) (see Appendix
9.1) and the Diagnostic and Statistical Manual of the
American Psychiatric Association, version IV (DSM-IV].
Currrent diagnostic criteria for schizophrenia include
the following:

1. Individual symptoms that have been found to
be highly specific for schizophrenia and therefore
have a high positive predictive value, These are called
Schneider’s *first rank’ symptoms after the clin-
ician wheo first described them (Table 9.3, and
described more fully in Chapter 1). They occur in
abourt 70 per cent of patients who meet the full diag-
nostic criteria for schizophrenia.

2. Symptoms that are more frequent but less discrimi-
nating than first rank symptoms (e.g. prominent hal-
lucinations. loosening of association. and flat or
inappropriate affect).

3. Impaired social and occupational functioning.

4. A minimum duration (6 months in DSM-IV bur,
unfortunately, a different period—1 month—in
ICD-10).
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Schneider's first rank’ symptoms of
schizophrenia®

# Hearing thoughts spoken aloud

# "Third person’ hallecinations

* Hallucinations in the form of a commentany
+ Somatic hallucinations

* Thought withdrawal or insertion

* Thought broadcasting

+ Delusional perception

# Feelings or actions experienced as made or influenced by
external agents

* The terrns wied in thag st are explamed in Chaprer 1.

5. The exclusion of: (i) organic mental disorder; (i) major
depression: (iii) mania; or (iv) the prolongation of
autistic disorder (which is a mental disorder of child-
hood, see pp. 291-3).

Classification of psychotic disorders that do not meet
the diagnostic criteria for schizophrenia

Both ICD-10 and DSM-IV provide categories for disor-
ders that resemble schizophrenia bur fail to meet the
diagnostic criteria for schizophrenia in one of the fal-
lowing three ways:

1. Duration too short. Cases lasting for less than 1 month
are called acute psychotic disorders in both classi-
fications. DSM-IV has an extra category for cases
lasting less than the 6§ months required in this classi-
fication for the diagnosis of schizophrenia. These
cases are called schizophreniform. (Since ICD-10
requires a duration of only 1 month, it does not
require this extra category.)

2. Prominent affective symptoms. These cases are called
schizoaffective in both classifications (see p. 125).

3. Delusions without other symptoms of schizophrenia, These
are called delusional disorders (in ICD-10 the rerm
is persistent delusional disorder). Delusional disorder
is described later in the chapter.

Differential diagnosis

Schizophrenia needs to be distinguished from four
other types of disorder: (i) organic syndromes; (ii} psy-
chotic mood disorder; (iii) personality disorder; and
{iv) schizoaffective disorder.

Organic syndromes
In younger patients the most relevant organic diagnoses
are:

+ Drug-induced states. These states can resull from the

use drugs of abuse, especially amphetamines (see p. 201),
but also phencyclidine, cocaine, ecstasy, and LSD.
Cannabis intoxication may cause perceptual distor
tions but rarely frank psychosis. Cannabis may, howev-
er, precipitate relapse in patients with established
schizophrenia. Many prescribed drugs can rarely cause
psychotic reactions, but steroids and the dopamine
agonists used in the treatment of Parkinson's disease
are probably the most commonly implicaved drugs.

+ Temporal lobe epilepsy should be considered when
the condition is brief and there is evidence of cloud-
ing of consciousness. {In a few patients, chronic tem-
poral lobe epilepsy gives rise to a persistent state
resembling schizophrenia more closely.)

In older patients, the organic brain diseases that
should be excluded include:

» Delirium. This can be mistaken for an acute episode
of schizophrenia, especially when there are promi-
nent hallucinations and delusions. The cardinal fea-
ture of this disorder is clouding of consciousness (see
pp. 219-20).

Dementia can resemble schizophrenia, particularly
when there are prominent persecutory delusions.
The finding of memory disorder suggests dementia.

Some other diffuse brain diseases can present a
schizophrenia-like picture without any neurological
signs or gross memory impairment; for example, gen-
eral paralysis of the insane, a form of neurosyphilis.

To exclude organic disorders, the history taking and
mental state examination should focus on cognitive
impairment (including disorientation and memory
deficit), which tends to be more severe in organic dis-
order than in schizophrenia. A thorough physical
examination should be done, including a neurclogical
examination.

Psychotic mood disorder
The distinction between mood disorder and schizo-
phrenia depends on three main factors:

1. The degree and persistence of the mood disorder.

2. The congruence of any hallucinations or delusions to
the prevailing mood.

3. The nature of the symptoms in any previous episodes
{if previous episodes were predominantly mood,
then current mood disorder is more likely).

Sometimes, mood and schizophrenic symptoms are so
equally balanced that it is not possible to decide
whether the primary disorder is affective or schizo-



phrenic. As explained above these cases are diagnosed
as schizoaffective disorder (see below),

Personality disarders

Differential diagnosis from personality disorder may be
difficult. especially when there have been insidious
changes of behaviour in a young person who does not
describe hallucinations or delusions. As well as interview-
ing relatives, it may be necessary to make prolonged
observations for first rank and other features of schizo-
phrenia before a definite diagnosis can be reached.

Schizoaffective disorder

Some patients simultaneously have definite schizo-
phrenic symptoms and definitive affective (depressive
or manic) symptoms of equal prominence. These disor-
ders are classified separately because it is uncertain
whether they are a subtype of schizophrenia or of affect-
ive disorder. Schizoaffective disorders may require both
antipsychotic and antidepressant or mood stabilizing
drug treatment. When patients recover, the affective
and schizophrenic symptoms improve together, and
most patients lose all their symptoms. although many
have further episodes. Some of these subsequent epi-
sodes are schizoaffective, but others have a more
typical schizophrenic or a more typical affective form.

Epidemiology
Incidence

The annual incidence of schizophrenia is between 10
and 20 per 100 000 of the population. In men, schizo-
phrenia usually begins between the ages of 15 and 35
years. In women. the mean age of onset of the disorder

AETIOLOGY

is later (Fig. 9.1). Although the incidence of schizophre-
nia is similar worldwide, it may be higher in certain
ethnic groups (e.g. Afro-Caribbean immigrants in the
UK).

Prevalence

The point prevalence of schizophrenia is about 4 per
1000 imuch higher than the incidence because the
disorder is chronic). The hifetime risk of developing schiz-
ophrenia is about 10 per 1000. The prevalence of schizo-
phrenia is higher in sociceconomically deprived areas:
in people who are homeless, the prevalence is 100 per
1000.

The general practitioner with an average list of 2000
may expect 1o have about eight patients with schizo-
phrenia. An inner city doctor, with a large homeless
population, may have considerably more cases (50-100)
Although the numbers are usually small, the needs of
these patients for medical care are great.

Aetiology

The aetiology of schizophrenia is uncertain, although
there is evidence for several risk factors (Table 9.4).
There is strong evidence for genetic causes, and good
reason to believe that stressful life events may provoke
the disorder. Structural changes have been found in the
brains of some schizophrenic patients. particularly in
the temporal lobes, but it is not yet certain how they
are caused. These and some other aetiological factors
will be discussed briefly; a longer account can be found
in The Shorter Oxford Textbook of Psychiatry,
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Risk facrors for schizophrenia

Risk factors Relative risk of developing schizophrenia (%)
Predisposing
Cenelic Monozygotic twin of a schizophrenic patient &0
Dizygotic owin of a schizophrenic patient 15
Child of a schizophrenic patient 10-15
Sibling of a schizophrenic patient 10-15
Erwironmental Abnarralities of pregnancy and delivery 2
Maternal influenza (second timester) 2
Fetal malnutrition 2
winter birth 11
Precipitating Chronic cannabis consumption 2
Genetic factors + monogenic (i.e. caused by a single gene);

There is strong evidence for the heritability of schizo-
phrenia from three sources:

1. Family studies have shown that schizophrenia is
more common in the relatives of schizophrenic
patients than in the general population (where the
lifetime risk is approximately 1 per cent). The risk
i5 10-15 per cent in the siblings of schizophrenics:
among the children of one schizophrenic parent,
10-15 per cent; and among the children of two schiz-
ophrenic parents, about 40 per cent,

2. Twin studies indicate that a major part of this famil-
ial loading is likely to be due to genetic rather than to
environmental factors. Among monozygotic twins,
the concordance rate (the frequency of schizophre-
nia in the sibling of the affected rwin) is consistently
higher (about 40 per cent) than among dizygotic
rwins (about 10-15 per cent).

3. Adopton studies confirm the imponance of genetic
factors. Among children who have been separated from
a schizophrenic parent at birth and brought up by non-
schizophrenic adoptive parents, the likelihood of dev-
eloping schizophrenia is no less than that among
children brought up by their own schizophrenic parent.

Although twin studies point to genetic factors, they
also indicate that environmental factors are important
because. even among identical twins. half the siblings
do not develop schizophrenia (see below).

Specific genes and the mode of inheritance
No specific genes have yet been identified for schizo-

phrenia. It remains unknown whether schizophrenia
is:

* polygenic (i.e. caused by the cumulative effect of
several genes); or

» heterogeneous (i.e. schizophrenia could be not one
disorder but several, each caused by a different gene
OT genes).

With advances in molecular genetics, it is hoped that
the gene(s) for schizophrenia will be identified in the
next decade.

Environmental factors

These can predispose to the development of schizo-
phrenia, precipitate the onset, provoke relapse after
initial recovery, and maintain the disorder in persisting
Cases.

Predisposing factors Some factors putatively implicated
in the development of schizophrenia are summarized in
Table 9.4. The role of most of the environmental factors
remains uncertain. Abnormalities of pregnancy (bleed-
ing. diabetes. rhesus incompatibility. pre-eclampia).
labour (uterine atony. asphyxia. emergency Caesarean
section), and fetal development (low birth weight, con-
genital malformartions, reduced head circumference)
have been associated with increased risk of schizophre-
nia, although the size of the association is small and
the mechanism of action remains obscure. There is also
an association with low social class and this is probably
both cause and effect: social deprivation increases
exposure to several risk factors and it is likely that peo-
ple who develop schizophrenia tend to become increas
ingly socially deprived. There is some evidence that
heavy cannabis consumption is associated with the
development of schizophrenia,



Precipitating factors of schizophrenia include stress-
ful life events occurring shortly before the onset of the
disorder.

Maintaining factors include strongly expressed feel-
ings. especially in the form of critical comments,
among family members (“high emotional expression’).
High expressed emotion may lead to increased relapse
rates and can be modified by family therapy.

Finally, it has been suggested thart inconsistent forms
of child rearing predispose to schizophrenia, but this
is not supported by evidence. Such speculations have
caused unjustified guilt in some parents.

Pathophysiology

The response of some schizophrenic symptoms to anti-
psychotic drugs suggests that they may have a bio-
chemical basis. A disorder of dopaminergic function is
implied by the efficacy of dopamine-blocking anti-
psychotic drugs. but there is little direct evidence that
abnormal dopaminergic transmission is the cause of
schizophrenia. Furthermore, the effect of antipsychotic
drugs is not specific to schizophrenia; they reduce hal-
lucinations and delusions in delirium, dementia, and
severe depressive disorder,

Schizophrenia as a disorder of brain
development

It is currently thought thar schizophrenia is a neuro-
developmental disorder caused by one or more genes—
possibly interacting with environmental factors. This
idea is based on several pieces of evidence:

1. Evidence of brain abnormalities, particularly in the
temporal lobes, has been consistently found in studies
performing computerized tomography (CT) and mag-
netic resonance imaging (MRI) scans of patients with
schizophrenia. These abnormalities do not appear to
progress during the course of the disorder.

2. Patients with schizophrenia are more likely than
controls to have dermatoglyphic abnormalities (some-
times associated with central nervous system dev-
elopmental disorder) and separate ‘soft' neurological
sigms,

3. Post-mortem studies have not found gliesis in the
brains of schizophrenic patients. This means that it is
likely that the brain abnormalities occurred early in
life.

4. Subjects who subsequently develop schizophrenia
are more likely than controls to have developmental
problems during childhood.

COURSE AND PROGNOSIS

Taken together, this evidence suggests a pathological
process that takes place early in life and results in ab-
normal neurodevelopment, which is sometimes observ-
able during childhood. This theory does not explain
why the age of onset of schizophrenia is usually so
much later or why the illness is often episodic.

Course and prognosis

The course of schizophrenia is variable:

+ acute illness with complete recovery: 20 per cent;
+ recurrent acute illness: 20 per cent:

+ chronic illness starting acutely: 20 per cent;

¢ chronic illness starting insidiously: 20 per cent;

+ suicide: 10-15 per cent.

In contrast to traditional views of a poor long-term
prognosis in the majority of patients, it is now recog-
nized that at least 30 per cent [and possibly as many
as 50 per cent) of patients either recover completely
or suffer minimal symptoms in the long term. This
change to a more optimistic view of the prognosis is
probably due to a combination of the increased recog-
nition of milder illnesses and better treatment.

Patients with recurrent acute episodes often do not
recover to the previous level after each relapse and so
gradually deteriorate. The risk of suicide is high among
young patients in the early stage of the disorder when
insighr is still present into the likely effect of the illness
on the patient’s hopes and plans.

WCHEEEY Factors predicting poor outcome in
schizophrenia

Features of the illness

& Insidious onser

+ Long first episade

+ Previous psychiatnic history
& Megative symproms

¢ Younger age at anset

Features of the patient

<« Male

# Sungle. separated, widowed, or divorced
@ Poor psychosexual adjustment

* Poor employment record

+ Social wolation

# Poor compliance
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The best outcome is in disorders of acute onset
following stress. Other predictors of outcome, some
related to the illness, some to the ill person, are listed
in Table 9.5. Although of some value, these predictors
cannot be used to make a definite prediction for an
individual patient. For this reason, advice to patients
and relatives should be given cautiously. especially at
the first episode of illness. The factors listed in Table 9.5
are those operating before or at the onset of schizo-
phrenia. Factors acting after the onset are discussed
next.

Life events

As noted above, stressful life events can precipitate
relapses, and patients exposed to many life events gener-
ally have a less favourable course. In general, as explained
above, an overstimulating environment increases posi-
tve symptoms, while an undersimulatng cne increases
negative symptoms. Prognesis depends in part on how
far a balance can be achieved berween these extremes.

Family life

In general, after discharge from hespital, schizophren-
ics returning to their families have a worse prognosis
than those entering hostels. As explained above,
relapse is especially likely in families where relatives
make many critical comments, express hostility, and
show signs of emotional overinvolvement. In such fam-
ilies the risk of relapse is greater if parients spend
much time in contact with their close relatives (35
hours a week has been suggested as a cut-off point).
Reducing this contact by arranging day care appears to
improve prognosis and so may family therapy.

Cultural background

There is some evidence that the outcome of schizo-
chrenia is better in less developed countries, where
fewer demands are made on schizophrenics and there
iz greater family support. as pam of a wradidonal, rural
wav of life,

Assessment and management

Whereas most patients with depressive disorders are
treated in primary care, the majority of schizophrenic
patients are treated mainly by the specialist psychiatric
services. However. the first evidence of schizophrenia is
usually detected by general practitioners, There is evi-
dence that a delay in starting treatment may be associ-
ated with poorer outcome and it is important that
general practitioners are familiar with the basic assess-

ment and appreciate that referral for full assessment
and management should be made as soon as possible.
The importance of early intervention has recently led
to the development of specific services that aim o
engage the patient with services and effective inter-
ventions as quickly as possible after the onset of
symptoms.

Assessment of non-urgent cases

Sometimes the patient asks for help with the symptoms
of schizophrenia, but more often relatives or other
people draw attention to problem behaviours that could
be caused by schizophrenia. For example, a general prac-
ticoner may be asked to help a young person who is
becoming increasingly withdrawn and showing odd
behaviour, or an elderly woman who is reclusive and sus-
picious. In these situations, family doctors are in a good
position to make an initial assessment because they will
often know the family and the patient's background.
The doctor should try to do the following:

+ Obtain a good description of the patient’s symptoms
and behaviour. When possible this should be supple-
mented by infermation from an informant.

*» Assess the patient’s level of functional impairment.
For example, is the patient still working? Is the
patient having difficulties in his or her relationships?

+ Make an assessment of the degree of risk the patient
poses to himself and others (see pp. 172-5).

L

Clearly inform the patient of the results of the assess-
ment and try to persuade the patient to accept refer
ral to the specialist mental health services.

When the patient will not accepr referral, the pres
entation should be discussed with a psychiatrist. Treat-
ment can then sometimes be commenced, although
it is advisable to maintain contact with a psychiatrist
in case the situation deteriorates,

Assessment and management of acutely
disturbed patients

Sometimes the family doctor’s first encounter with a
schizophrenic patient is during an episode of disturbed
behaviour, This may occur when the patient is in the
early stages of the disorder, or during a relapse of
the established condition. If the patient has been or
seems likely to become aggressive, special care should
be taken. It is unwise to be alone with such a patient
wntil an assessment of dangerousness has been made.
On the other hand, the doctor is sometimes called w0
see a patient who is being restrained by several people.



An attempt should then be made to calm the patient
and, if possible, remove the physical restraint while
ensuring that helpers remain close at hand during the
assessment.

Since not all overactive, aggressive, or otherwise dis-
turbed behaviour is due to schizophrenia. the doctor's
first task when assessing this problem is to make a pro-
visional diagnosis. The main task is to exclude any
acute organic disorder or non-psychotic disorder (such
as personality disorder). At this stage the diagnosis
between schizophrenia and mania may be difficult to
make but the distinction does not affect the immediate
management [Table 9.6).

If the cause of the behaviour disturbance appears to
be a psychotic disorder, it is usually appropriate to refer
for an urgent psychiatric opinion for assessment of the
level of care required. including the need for hospital
admission. Admission to hospital will depend om:

e the severity of the psycholic. mood, cognitive, or
behavioural symptoms:

¢ the nature of the psychotic symptoms (e.g command
auditory hallucinations telling the patient to harm
himself or others);

+ the level of social support:

¢ the patient’s insight into the iliness and acceptance
of need for treatment.

If the patient refuses admission to hospital when this
is considered essential for his (or other people’s) health
or safety, compulsory powers for admission to hospital
may be required (Box 9.1: see also pp. 320-1). Increasingly,
alternatives to hospital admission, such as intensive
community treatment, are being developed because

IEHATEERT] Acsessment and management of acutely
disturbed patients

Make a provisional diagnosis

ASSESSMENT AND MANAGEMENT

BOXOATETHICAL ISSUES OF COMPULSORY

TREATMENT

Compulsory treatment is usually considered ethical
when:

& the patient is suffering from a severe mental dis-
order and does not consider himself ill andjor will
not consent to treatment;

+ rreatment is necessary for the health or safety of
the patient or to protect others.

Ethical issues include:

& the nature of the psychiatric diagnosis: for exam-
ple. in the USSK and China, political dissidents
were considered mentally ill and compulsorily
detained and treated:

& the balance between individual freedom and the
protection of others;

¢ what is "effective’ treatment? Treatment may be
defined vaguely as supportive care provided in
hospital to prevent deterioration, or more spe-
cifically as a defined therapeutic intervention
with known beneficial and adverse effects,

home treatment is often preferred by patients and their
relatives (see Chapter 19).

Management of an acute episode of schizophrenia

If the diagnosis is uncertain, and if safe to do so. it may
be desirable to withhold drug treatment for several
days to allow the diagnosis to be clarified (Table 9.7).

Hospital management of an acute episode
of schizophrenia

Antipsychone medicanion

Appropriatée acivities

& agute organic disorder

# alcohol or drug intocication or withdrawal
<+ personality deorder

# schizophrena

- rnan'ra

P-mupnate ﬂamlnamn and blood and unne specimen (if
patient permics)

Antipsychanc drug treatment if needed

Decide the need for admission to hospatal {may require Ment;tl
Health Act powers)

Counselling For patlenL and farmily

Good respnnse and good prognosis

« continue medicanion for & manths, gradual return to work and
social activities

* regular review and counselling

Incmplete response and or poor pmgnum

+ long-term medication I{r:cmﬂder depﬂt}

» counselling and support for family (reduece’expressed
emonon’)

& 355055 needs for she!r.ered work of hnusmg
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When the diagnosis is sufficiently clear, antipsycho-
tic medication is started. The antipsychotic effect may
take 2-3 weeks 1o begin, but antipsychotics also have
a calming effect. which may reduce the need for a
separate sedative.

If the patient is very excited or abnormally aggres-
sive, drug treatment may be needed for immediate be-
havioural control. A sedative benzodiazepine such as
diazepam or lorazepam (see pp. 236-7) is usually used
for behavioural control, often in combination with an
antipsychotc. Escalating doses of antipsychotic drugs
should not be used for behavioural control, because
adverse effects may occur that discourage patients from
continuing treatment in the long term.

Anrtipsychotic drug therapy

The most effective treatment for acute psychotic symp-
toms is antipsychotic drug therapy (see pp. 235-42),
Most antipsychotic drugs have an immediate sedative
effect. followed by an effect on psychotic symptoms
(especially hallucinations and delusions). which may
take up to 3 weeks to develop fully.

There are many antipsychotic drugs, which differ
more in side effect profiles than in effectiveness,
Equivalent doses of these drugs are shown in Table 9.8.
These equivalents should only be used as a rough guide,
and the manufacturer’s instructions should be follow-
ed. Antipsychotic drugs should be started at a low dose
and increased gradually. Second generation ‘atypical’
agents are often used because of the lower risk of extra-
pyramidal side effects. However, the decision abour
which drug is 1o be used should be tailored for the indi-
vidual patient and take into account the patient’s pref-
erence. For an acutely ill patient, effective treatment
usually begins with olanzapine 10-20 mg or chlorpro-
mazine 100 mg three times a day. or an equivalent dose
of another drug. Depending on side effects. the dose
can be increased if there is no response, but not above

900 mg of chlorpromazine a day. Prescribers should fol-
low the manufacturer’s literature or a work of reference.

Commonly used antipsychotic drugs with
the normal daily dose range

-_'Atypﬁa!'_ e
Fram-_ndone (4=16mg)
Chanzapine [5-20 mg)
Sertindole (12-20 mg)
Clozapine (100-500 mg)"

Conventional

Halopendol (2=30 r.:g]
Crlorpromazine {100-600 mg)
Tnfuoperazine (5-30mgl
Sulpirige (400=-B00 mgl_

* Somarries thog o effectiee in schizoghrenia resstant 1o conventional
anhparohotics

Choice of antipsychotic drug (scc p. 242)

There are many antipsychotic drugs (Table 9.8), which
are divided into two groups: the conventional (some-
times called first generation) and ‘atypical’ (second
generation) antipsychotics. The conventional anti-
psychotics include chlorpromazine and haloperidol. They
have been available for many years and are effective
but cause troublesome extrapyramidal side effects. The
second group, the ‘arypical’ antipsychotics, cause fewer
extrapyramidal side effects, but cause other adverse
effects including weight gain, The atypicals include ris-
peridone, olanzapine, and clozapine. Clozapine is cur-
rently the only drug that has been shown to be effective
in illnesses that do not respond to adequate courses
of conventional antipsychotics. The main problem with
clozapine is that it causes agranulocytosis in < 1 per ¢cent
of cases which, rarely, may be fatal. The main side effects
of antipsychotics are shown in Table 9.9,

Side effects of antipsychotic drugs

Conventional antipsychotics
* Sedanon, 70-80%

+ Antcholnengic and antiadrenergic effects {including dry
mouth, constipation, Blurred vision, urinary retention,
tachycardia), 10-50%

# Extrapyramidal s:de effeces (parkinsonism, dystonia, akathisia,
neyralepuc malignant syndrome), 608

* Tardive dyskinesa, 4% per year of anupsychotic medication
* Endocnne effects: galactorrhoea and oligemenorrhoea

+ Weight gain

& Sexual dysfuncuon

+ Allergy

Atypical antipsychotics (eg rnspendone, clanzaping)

+ Sedation

+ Wieight gan

* Orthostat hypotenson
+ Hypergiycaemia

+ Sexuzl dysfuncrion

Clozapine

©Sedaion — =
&« Weight gan

& Hypersalvation

& Tachycardia

& Orhostatic hypotension

& Seizures, 3%

* Agranubocytons, < 1%




The usual initial choice of drug is increasingly an atyp-
ical antipsychotic, although conventional drugs may still
be used, especially when cost is an issue, Within either
group, the drugs have different side effect profiles and
these usually determine which drug is used. For example,
chlorpromazine is suitable when sedation is desirable,
and triflugperazine is appropriate when sedation is not
required. Extrapyramidal side effects occur frequently
when conventional antipsychotic drugs are used and
anticholinergic medication can be used to prevent the
development of extrapyramidal symptoms including
acute dystonic reactions, akathisia, or parkinsonism. How-
ever, the goal of all drug treatment should be to avoid the
side effects by adjusting the dose of the chosen antipsy-
chotic. If the patient fails to respond to at least two trials
of adequate doses of the first-line antipsychotic given for
an adequate duration, clozapine should be considered.

Effects of antipsychotics

Following the commencement of an annpsychotic, symp-
toms of excitement, irritability. and insomnia usually
improve within a few days. Hallucinations and delu-
sions may take longer to improve, often changing grad-
ually over several weeks. Il there is no improvement, a
check should be made that the patient is taking the
prescribed drugs. IF not, the reason should be deter-
mined and an attempt made to ensure compliance. If
the patient is taking the prescribed dose, this should be
increased cautiously unless it is already at the top of
the recommended range.

Other aspects of hospital treatment

The patient should not be left unoccupied to become
absorbed in his symptoms, nor overstimulated since
this prolongs the acute symptoms. Nurses and occupa-
tional therapists should work together to arrange a
suitable programme of activity.

As well as drug treatment, psychological support and
education about the illness and treatment are needed
to help the patient accept the limitations imposed by
the effects of the illness on his day-to-day life, and on
his hopes for the future. With the patient’s permission,
similar counselling should be offered to the family.

Electroconvulsive therapy (ECT)
ECT is not used regularly in the treatment of schizo-
phrenia but there are two important indications:

. When there are severe depressive symptoms accom-
panying schizophrenia.

2.In the rare cases of catatonic stupor.

ECT is often rapidly effective in both these conditions.
ECT may also be effective in acute episodes of schizo-

ASSESSMENT AND MANAGEMENT

phrenia, even without severe depression or stupor, but
it is seldom used because drug treatment is simpler and
equally beneficial. The main exception is a postpartum
psychosis. when a rapid response is particularly impor-
tant (see p. 115,

Drug-resistant symptoms

About 70 per cent of acute episode symptoms respond
to antipsychotic drug treatment. Drug-resistant symp-
toms can be treated in two ways.

Alternative drug therapy Clozapine is the only agent
that has clearly been shown to be effective in patients
where symploms are resistant to treatment with con-
ventional antipsychotics (see p. 239). In practice, if a
patient does not respond to two or more courses of
different first-line agents. than clozapine should be
considered.

Psychological treatment There is some evidence sug-
gesting that cognitive therapy may reduce preoccupa-
tion with drug-resistant hallucinations and delusions,

Prevention of relapse

Preventing relapse in patients who recover fully from

an acute episode

If the symptoms are well controlled on discharge from
hospital, the dual aims of management are to continue
to control symptoms with antipsychotic drugs, while
making arrangements for daily living that protect the
patient from too many stressors, and enable him to
return as far as possible to his previous life. Even if the
patient is free from symptoms, antipsychotic medica-
tion should be continued for 6 or more months, at a
dose that does not produce intolerable adverse effects,
For patients living with their families. family therapy
aimed at reducing the number of critical comments.
and improving the family’s knowledge of the disorder
can reduce the relapse rate.

Long-term treatment of patients who do not fully
recover from an acute episode

The general aims of treatment are similar to those for
patients who recover in hospital, but more attention
has to be give to the social aspects of care.

The main approach to management is based on a sys-
tematic assessment of the patient’s medical and social
needs. Patients with schizophrenia who do not fully
recover may have multiple social needs (e.g. hous-
ing and occupation), which are best met by a mulrti-
disciplinary team (see pp. 271-2). A care plan should be
developed in which the problems are listed with the
interventions proposed.
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In caring for patients with chronic schizophrenia,
an experienced community nurse is often one of the
key professionals. The roles of the community nurse
include:

+ acting as the key worker responsible for coordinating
the care plan:

¢ monitoring the patient’s mental state;
+ administering depot neuroleptic medication;

+ monitoring compliance with medication and the
presence of side effects;

+ arranging or carrying out specific behavioural and
psychological interventions:

# encouraging the education and support of the
patient and his relatives:

# liaison with other care workers,

Drug therapy

Condnuation therapy reduces the risk of relapse. Since
adherence with medication is often poor, intramuscular
depot injections are often used instead of oral medica-
gon. There are two main problems. First, 20 per cemt of
padents remain well without drugs and long-term con-
ventional antipsychotic medication leads o persistent
tardive dyskinesia in 15 per cent of subjects after 4 years
of treatment. Therefore, if all patients receive continu-
arion treatment. some will be exposed unnecessarily to
the risk of developing side effects. Unfortunately, it is
not possible to predict which patients will benefit from
continuing drug treatment. The clinician and patient
therefore need to work together to judge the benefit of
contnuation treatment by reducing the drugs cautiously
when the patient has been free from symploms for
several months. Patients taking long-term continuation
therapy should be assessed every 6 months for signs of
tardive dyskinesia. weight gain, and hyperglycaemia (see
Pp- 239-41).

Second, although anricholinergic drugs reduce par-
kinsonian side effects, they may increase the likelihood
of dyskinesia. They should not be prescribed routinely
but only if there are extrapyramidal side effects that can-
not be avoided by adjusting the dose of the antipsychotic
drug.

Family therapy

Family psychoeducation aimed to reduce emotional
involvement and criticism has been shown to reduce
the rate of relapse in schizophrenic patients living with
their families.

Treatment of associated depressive symptoms

Depressive symptoms in schizophrenia are common
and may need specific treatment.

Antidepressants When depressive symptoms are severe,
antidepressant medication can be given, although it is
probably less effective in this situation than in depressive
disorder. Antidepressants are also indicated in schizo-
affective disorder.

Lithium may be beneficial for schizoaffective dis-
orders, especially when there is a mixture of schize-
phrenic and manic symptoms (see pp. 248-9).

Psychosocial care and rehabilitation

The main aim of psychosocial care and rehabilitation is
to reduce the long-term disability experienced by many
patients with schizophrenia. In practice. psychosocial
care is usually tailored to the individual patient’s needs.
Skill is required to arrange a care plan that is optimally
stimulating but not too stressful. The approach is a gen-
eral one including supportive care from community
nurses and others. There is only limited evidence for
the effectiveness of specific methods that include the

following,

Social skills training uses a behavioural approach to
help patients to improve interpersonal, self-care, and
coping skills needed in normal life.

Employment training This includes a range of activi-
ties from help in developing the skills necessary to
obtain and hold down a job, to the provision of shel-
tered employment or other cccupational activities.

Cognitive remediation therapy aims to help the neu-
ropsychological impairments that are often associated
with schizophrenia and, hence, improve psychosocial
functioning

Management of schizophrenia in primary care

In general, acute psychotic episodes should be dealt
with by the specialist services because successful out-
come often needs multidisciplinary team work and/or
admission to hospital.

After the acute episode, general practitioners provide
the majority of care for up to 25 per cent of schizo-
phrenic patients. As well as requiring care for their psy-
chiatric disorder, schizophrenic patients often have
significant physical iliness. There is evidence that less
notice is taken of the physical problems of schizo-
phrenics than of other patients. Also, drug regimens



initiated by psychiatrists tend to be continued without
regular reviews by the general practitioner.

A number of steps are needed to improve the care of
schizophrenic patients in the community:

1.Hospital catchment areas should be based on
primary care practices rather than administrative
boundaries.

2. Psychiatrist and general practitioners should work
closely together.

3. The responsibilities of the specialist and primary care
teams should be defined clearly.

4.Clear and consistent advice should be provided o
patients and carers about diagnosis, treatment, and
prognosis.

5. The training of general pracritioners and psychia-
trists in the care of these patients should be linked,

Management of aggressive behaviour in
patients with schizophrenia

Overactivity and disturbances of behaviour are com-
mon in schizophrenia. Violence to others, although
often feared by lay persons, is uncommeon, and homi-
cide is rare. Nevertheless, the risk of violence should be
assessed in all cases—it is greater when there are delu-
sions of control, persecurtory delusions, or auditory
hallucinations.

Threats of violence should be taken seriously, espe-
cially if there is a history of such behaviour in the past,
whether or not the patient was ill at the time. The dan-
ger usually resolves as acute symptoms are brought
under control, but a few patients pose a continuing
threat and require regular close supervision.

Treatment for a potentially violent patient is the same
as for any other schizophrenic patient, although a com-
pulsory order is more likely to be needed. While medica-
tion is often needed to bring disturbed behaviour under
immediate contral, much can be done by providing a
calm, reassuring, and consistent environment in which
provocation is avoided. A hospital with a special area
with an adequate number of experienced staff is usually
able to rely less on the use of large doses of medication.

Delusional syndromes

Delusional disorder

I{elusionnl disorder is a chronic and unshakeable delu-
sional system, developing insidiously in a person in mid-
dle or late life. The delusional system is encapsulated, and
other mental functions are normal. The patient can often

DELUSIONAL SYNDROMES

work and maintain a reasonable social life. Disorders con-
forming strictly to this definition are rare; most eventual-
Iy turn out to be an early stage of schizophrenia.

Specific delusional syndromes

The remaining delusional syndromes can be divided
into two groups: those with special kinds of symptoms,
and those occurring in particular situations, OF the first
group, only pathological jealousy is described, and of
the second group, only induced psychosis is described
ithe other conditions are described in The Shorter Oxford
Textbook of Psychiatry).

Pathological jealousy

In pathological jor morbid) jealousy. the essential feature
is an abnormal belief that the sexual partner is unfaith-
ful. The condition is called ‘pathological’ because the
belief, which may be an overvalued idea or a delusion, is
held on inadequate grounds and is unaffected by rational
argument. Jealousy is not classified as pathological be-
cause of strong feelings of jealousy or a violent response
to a lover's infidelity; the condition is classified as patho-
logical when the jealousy is based on unsound reasoning,
Vanous other terms have been given to the syndrome,
including sexual jealousy, eratic jealousy, morbid jeal-
ousy, psycholic jealousy, and the Othello syndrome.

Clinical features
Pathological jealousy is more common in men than
women. The main feature is an abnormal belief in the
partner’s infidelity. This belief may be accompanied by
other abnormal beliefs, for example, that the partner is
plotting against the patient. The mood is variable and
includes misery, apprehension, irritability. and anger.
Commuonly, there is intensive seeking for evidence of
the partner's infidelity; for example, by searching in
diaries and correspondence, and by examining bed
linen and underwear for signs of sexual secretions. The
patient may follow the spouse abour, or engage a
private detective. Typically. the jealous person cross-
questions the spouse incessantly. This may lead to vio-
lent quarrelling and paroxysms of rage in the patient,
and sometimes to a dangerous assault or murder. The
partner may become worn out and even make a false
confession in an attempt at pacification.

Aetiology

Pathological jealousy may be secondary to other psychi-
atric disorders, including schizophrenia, depressive dis-
order, alcoholism, and organic disorder. Pathological
jealousy can also arise from a personality disorder, in
which the person has a pervasive sense of his own inade-
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quacy, and a vulnerability to anything that might in-
crease this sense of inadequacy, such as loss of status, In
the face of such threats, the person may project blame on
to the partner in the form of jealous accusations.

Prognosis
The prognosis is difficult to predict but is generally

poor, depending on the prognosis of any underlying
psychiatric disorder and of the patient’s personality.

Assessment

Because of the risk of violence, the assessment of a
patient with pathological jealousy should be particular-
Iy thorough. and specialist psychiatric advice is neces-
sary. The spouse should be seen alone to allow a much
more detailed account of the patient’s morbid beliefs
and actions than may be elicited from the patient. In
general practice, the spouse may be the first person to
seek help, The doctor should try to find out tactfully;

+ the strength of the jealous person’s belief in the part-
ner's infideliy;

+ the amount of resentment. and whether vengeful
action has been contemplated;

+ provoking factors for outbursts of resentment, accu-
sarion, or cross-questioning;

+ the partmer's response to such outbursts from the
padent—an angry response may inflame the problem;

+ the patient’s response to the partner's behaviour;

« whether there has been any violence and, if there
has, how it was inflicted and whether there was any
injury.

Further points about assessment of risk are listed on
pp. 172-5.

In addition 1o these specific enquiries, the doctor
should take a marital and sexual history from both pan-
ners. It is also important to seek any evidence of an
underlying psychiatric disorder (see Aetiology, above)
as this will have important implications for treatment,

Treatment

The treatment of pathological jealousy is usually dif
ficult, because the jealous person is usually uncoopera-
tive. Specialist advice is usually needed. If there is a
primary disorder (see above). it should be treated. If no
primary disorder is identified. an antipsychotic drug,

such as trifluoperazine or chlorpromazine. given in the
dosage used for schizophrenia, may reduce the intensi-
ty of the jealous beliefs and the emotional disturbance.

Open discussion of the problem may help by reduc-
ing emotional tension. The partner should be encour-
aged to behave in ways that least provoke the patient’s
jealousy. and avoiding arguments and aggressive
responses to the patient's questions.

If there is no response to such treatment, or if the risk
of violence is high from the beginning, inpatient care
may be necessary for the jealous patdent. The doctor
should warn the spouse if there is a risk of serious vio-
lence. If treatment fails. it may be necessary to advise
temporary or lasting separation to protect the spouse.

Induced psychosis (folie a deux)

An induced psychosis is a paranoid delusional system
that develops in a healthy person who is in a close rela-
tionship with another person, usually a relative, who
has an established, similar delusional system. The delu-
sions are nearly always persecutory.

Induced psychosis is more frequent in women than
in men. Before the induced psychosis appears, the per-
son with the fixed delusional state has usually been
dominant in the relationship, while the other person
{who later develops the induced psychesis) has often
been dependent and suggestible. Generally, the two
have lived together for a long time in close intimacy,
often cut off from the outside world. Once established.
the condition persists until the two people are separat-
ed, when it usually improves gradually. This occurs
sometimes without treatment but more often anti-
psychotic medication is required.

Further reading

Mclntosh, A., Lawrie, 5. (2003). Schizophrenia in Clinical
Evidence, BM] Publishing Group. London. UK.

McKenna, P. ). (1997). Schizophrenia and Related Syndromes.
Psychology Press. Hove, UK.

A readable and comprehensive account of the aetiology, diagno-
sis, Treatment, and prognosis,

Mational Institute for Clinical Excellence, (2002).
Schizophrenia: core interventions in the treatment amd man-
agement of schizophrenia in primary and secondary care
(WICE guideline]. www.nice.org.uk/page.aspx?o=42461.



APPENDIXI ICD-10 CRITERIA FOR SCHIZOFPHRENIA

Appendix 9.1 ICD-10 criteria for schizophrenia

{a) Thought echo, thought insertion or withdrawal,
and thought broadeasting.

(b} Delusions of control, influence, or passivity, clear-
ly referred to body or limb movements or specific
thoughts, actions, or sensations; delusional per-
ception.

{€) Hallucinatory voices giving a running commentary
on the patient’s behaviour, or discussing the patient
among themselves, or other types of hallucinatory
voices coming from some part of the body.

(d} Persistent delusions of other kinds that are cultur-
ally inappropriate and completely impossible,
such as religious or political identity, or superhu-
man powers and abilities (e.g. being able to con-
trol the weather, or being in communication with

aliens from another world)

e} Persistent hallucinations in any modality, when
accompanied either by fleeting or half-formed
delusions without clear affective content, or by
persistent overvalued ideas, or when occurring
every day for weeks or months on end.

{f) Breaks or interpolations in the train of thought,
resulting in incoherence or irrelevant speech. or
neclogisms.

(g} catatonic behaviour, such as excitement, postur-
ing, or waxy flexibility, negativism, mutism, and
stupor.

{h) ‘MNegative' symptoms such as marked apathy,
paucity of speech, and blunting or incongruity of
emotional responses, usually resulting in social
withdrawal and lowering of social performance; it
must be clear that these are not due to depression
or neurcleptic medication.

{i} A significant and consistent change in the overall
quality of some aspects of personal behaviour,
manifest as loss of interest, aimlessness, idleness,
a selfabsorbed attitude, and social withdrawal.

Diagnostic guidelines. The normal requirement
for the diagnosis of schizophrenia is that a minimum
of one very clear-cut symptom (and usually two or
more if less clear-cut) belonging to any one of the two
groups listed as (a)-(d) above, or symptoms from at
least two of the groups referred to as (e)-(h). should
have been clearly present for most of the time during a
period of 1 month or more. Conditions meeting such
symptomatic requirements but of a duration of less
than 1 month (whether treated or not) should be diag-
nosed in the first instance as acute schizophrenia-like
psychotic disorder and reclassified as schizophrenia if
the symptoms persist for longer periods.

Viewed retrospectively, it may be clear that a pro-
dromal phase in which symptoms and behaviour—
such as loss of interest in work, social activities.
and personal appearance and hygiene, together with
generalized anxiety and mild degrees of depression
and preoccupation—preceded the onset of psychotic
symptoms by weeks or even months. Because of the
difficulty in timing onset, the 1-month duration crite-
rion applies only to the specific symptoms listed
above and not to any prodromal non-psychotic
phase,

The diagnosis of schizophrenia should not be made
in the presence of extensive depressive or manic
symproms. unless it is clear that schizophrenic symp-
toms antedated the affective disturbance. If both
schizophrenic and affective symptoms develop to-
gether and are evenly balanced. the diagnosis of
schizoaffective disorder should be made, even if the
schizophrenic symptoms by themselves would not
have justified the diagnosis of schizophrenia. Schizo-
phrenia should not be diagnosed in the presence of
overt brain disease or during states of drug intoxica-
tion or withdrawal. Similar disorders developing in
the presence of epilepsy or other brain disease should
be diagnosed as organic delusional (schizophrenia-
like) disorder and those induced by drugs as psychotic
disorder due to psychoactive substance use.

135



5 c,ﬁl?

Delirium 135

Dementia 140

Other organic psychiatric
syndromes 143

Meurological syndromes 144

Epilepsy 146

Delirium, dementia, and
other cognitive disorders

This chapter deals with organic psychiatric disorders:
that is. psychiatric disorders resulting from brain dys-
function caused by organic pathology inside or outside
the brain. It should be read in conjunction with
Chapter 11 on psychiatry and medicine and Chapter 16
on psychiatry of the elderly. The former describes the
general psychological impact of major physical disor-
ders of all types: the latter describes the commonest
causes of dementia in old age and ol their manage-
ment. Three types of clinical problem are described in
this chapter.

1. Acute generalized impairment of brain function,
delirium, in which the most important feature is
impairment of consciousness. The disturbance of
brain function is generalized, and the primary cause
is often outside the brain, for example, anoxia due to
respiratory failure.

2. Chronic generalized impairment, dementia. in
which the main clinical feature is generalized intel-
lectual impairment. There are also changes in mood
and behaviour. The brain dysfunction is generalized,
and the primary cause is within the brain, for exam-
ple, a degenerative condition such as Alzheimer's
disease,

3. Specific syndromes, which include disorders with a
predominant impairment of memory only (amnesic
syndrome), of thinking, or of mood, or personalicy
change. We also describe a number of neurological
disorders that frequently result in organic psycho-
logical complications, including a review of the
psychiatric features of epilepsy.
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RLEEUAY Classification of organic mental states

WLBALEY Clinical features of delirium

Global s;-ndlgr_nE_ Impaired consciousness
+ Daliriurm + disorientanion

* Dementia * POOF CONCENTTALON
Specific syndromes Behaviour

* Amnesic syndrome + ovetactive

* Organic mood disorder + underactive

# Organic delusional state Thinking

+ Qrganig personglity disgrder

Table 10.1 lists the main categories of psychiatric
disorder associated with organic brain disease. The fol-
lowing sections describe these syndromes and the
psvchiatric consequences of a number of neurological
conditions.

Delirium

Clinical features

Delirium is characterized by impairment of conscious-
ness (Table 10.2). It is a common accompaniment of phys-
ical illness, occurring in about 5-15 per cent of patients
in general medical or surgical wards, and about 20-30 per
cent of padents in surgical intensive care units. It is espe-
cally common in the elderly [see Chapter 16). Most
patients recover quickly, and only a few need specific
meatment. Terms such as confusional state and acute
organic syndrome are outdated and should be avoided.

Impairment of consciousness is the most important
svmptom and is recognized by disorientation (uncer-
tainty about the time, place, and identity of other
people) and poor concentration. The features fluctuate
ir intemsity and are often worse in the evening.

Behaviour may be either overactive, with noisiness
and irritability, or underactive, Sleep is often disturbed.

Thinking is slow and muddled but the content is often
complex. Ideas of reference and delusions are usually
transient and poorly elaborated.

Mood may be anxious, perplexed, irritable, or de-
pressed and is often labile.

Perception may be distorted with misinterpretations,
illusions {mainly visual), and visual hallucinations. Tacuile
and auditory hallucinations occur but are less frequent.

Memory Disturbance of memory affects registration.
retention, and recall, as well as new learning.

* muddled (confused)
+ ideas of reference

+ defusions

Mood

+ anxious, irmtable

+ depressed

* perplexed
Perception

* msinlerpretations

+ illusions
+ hallucmations (mainly visual)

Mernory

+ impaired

Fluctuating course, worse i the evening

Insight is impaired.

Amnesia On recovery there is usually amnesia. The
features of delirium vary between patients, in part
reflecting personality. There are two main patterns of
presentation: (i) the patient is restless and oversensitive
to stimuli, and may have hallucinations and delusions;
and (ii) the patient is inactive and lethargic.

Aetiology

There are many causes of delirium the mest important
of which are listed in Table 10.3. It is more frequent
among children and the elderly, among people with
previous brain damage of any kind. and in conditions
of low sensory input (such as isolation and low levels of
illumination).

Management

Treatment is directed both to identifying and dealing
with the underlying physical cause and with measures
1o treat the patient’s anxiety. distress, and behavioural
problems (Fig. 10.1).



WGERRIER Some causes of delirium

DELIRIUM

¢ Patients need reassurance and reorientation to reduce
anxiety and disorientation; these should be repeated

Diug intomication frequently.

Alcohal withdrawal o Relatives should receive a clear explanation of the nature

Metabalic failure of the disorder to relieve their own anxiety and to

* cardiac help them reassure and reorientate the patient.

* rESpiratony ¢ There should be a predictable, consistent routing. In a

» renal hospital ward there are advantages in nursing the

+ bepatic patient in a quiet side room. At night there should fc:e
. enough light to enable the patient to know easily

+ hypoglycaemia where he is but not so much that sleep is disturbed.

Fever Relatives and friends should be encouraged to stay or

* systermic infection

MNeurdlogical causes

+ encephalitss

to visit frequently.

o It is important to give as fow drugs as possible since
these may worsen the delirium.

139

* space-occupying lesions ¢ Small doses of a benzodiazepine or other hypnotic
are useful to promote sleep at night, Benzodiazepines
should be avoided during daytime as their sedative
effects may increase disorientation.

# raised intracraneal pressure
+ following an epileptic seizure

Obgain infarmaton fram ather informants and medical notes

|

Asgess patient’s mental state
Confirm the diagnosis of delinum
Determune the physical cause
Treat the phwsical cause

Reduce duonentation:
regrentace repeatedly
CONSKIENT FOUnING

|

Reduce anxsety:
Reassurance
{(Madicanion])

Avoid over- or understimulation

Infarm and support relatves

If eaim if agnated, disturbed, or distressed:
Monitor progress Censider hypnotic at night
Fig. 10.1 Treatment of Consider regular medication

delirium MOnitor progress, review medication
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CASE STUDY 10.1 DELIRIUM

| As a general hospital duty doctor you are called in the
middle of the night to see a 69-year-old man who has
| become disturbed and distressed 3 days after major
E abdominal surgery. The nursing staff, who have not
. known the patient before, say the patient has been
! attempting to pull out his drip, has been shouting inco-
herently, and seems frightened. He has accused them of
| being gaolers in a prison. You look at the case notes,
| which contain routine medical information, but find
| that in the nursing notes the patient has been intermit-
| tently rather drowsy and that during the day his rela-
dves reported that he seemed confused.
{|Seek information from others and case notes|
You find it difficult to interview the patient who
| seems unable to concentrate on your questions and
makes disconnected comments about being in prison
and having been attacked by people who want to kill
him. He is unable to say where he is or to tell you the
date. He is bewildered and fearful. You diagnose delir-
ium. You notice that he has pyrexia and the nurses
tell you that he appears to be developing a wound
i infection. Consider physical rreatment.
jAssess diagnosis and immediate treatment needs|
You arrange for the patient be moved 1o a quiet.
well-lit side room. You explain to the patient that he is
safe in hospital and that vou will be able 1o help him

feel better. One of the nurses takes responsibility for
looking after the patient and for repeatedly reassur-
ing him that all is well, Despite Teassurance, the
patient remains very agitated. Your prescribe 3 Mg of
haloperidel, which the patient is willing to take as
syrup. You also prescribe 3 mg of haloperidol to be
taken three times a day as a regular regime.
|Emphasize envirommental measures; caulious use of medica-
tion for disturbed behaviour| _

In the morning you review the patient who 1s
calmer. You discuss a consistent, reassuring regime
with the day nursing staff, explain to the relatives
what has happened, and encourage them to spend
time with the patient explaining and reassuring him
about what is going on.
|Repeated explanation, involvement of relatives|

You also discuss the response of the patient and
your treatment with the responsible medical team so
that they are able 1o continue with a consistent long-
term plan.
[Involve medical team in plan|

During the next few days the medical team review
the patient’s mental state. There is marked improve-
ment in orientation. mood, and behaviour thus enabl-
ing a step-by-step reduction over a period of 3 days
and then stopping of the regular medication.
[Review medication]

+ When patients are particularly distressed and behav-
iourally disturbed. carefully monitored antipsvehotic
medivation can be valuable. Following an initial dose
sufficient to treat the acute situation. a regular oral
dose may be given. adequate to calm the patient
without causing excessive drowsiness. Haloperidol
is suitable: the effective daily dose usually varies
berween 3 and 15 mg. If necessary. the first dose of
2-5 mg can be given intramuscularly. (See Case
study 10.1.)

Dementia

Dementia is a generalized impairment of intellect.
memory. and personality. without impairment of con-
sciousness. It is an acquired disorder, as distinct from
learning disability in which impairments are present
from birth isee Chapter 21). Although most cases of
dementia are irreversible. a small but imporiant group
are remediable. Dementia before the age of 65 is s-aEd o
be presenile. Dementias of the elderly are described
more fully in Chapter 16.

Clinical features

Dementia usually presents with impairment of memo-
ry. Other features include changes in behaviour, mood
disorder, delusions. and hallucinations (Table 10.4).
Although dementia generally develops gradually, it
may come 1o notice after an acute deterioration caused
by either a change in social circumstances or an inter-
current illness. There may also be uncharacteristic
aggressive behaviour or sexual disinhibition. In a mid-
dle-aged or elderly person any social lapse that is out of
character should always suggest dementia. The clinical
picture depends in part on the patient's premorbid
personality; for example, neurotic and paranoid traits
may become exaggerated. People who are socially iso-
lated or deaf are less able to compensate for failing
intellectual abilities. On the other hand, a person with
good social skills may maintain a social facade despite
severe intellectual deterioration.

Cognitive function Disorders of cognitive function are
central. Forgetfulness usually appears early and is promi-



LLLERUEY Clinical features of dementia

Cognition

* pOO MEmory
+ impaired attention

+ aphasia, agnosia, aprama
+ disonentated

Behaviour

+ odd and disorganized

# restless, wandering

# self-neglect
* drsnhibinon
Mood

* anxiety

#* depression
Thinking
* slow, impovenished

¢ delusions

Perceprion

# illusions

+ hallucinatxons
Insight

& impaired

nent; difficulty in new learning is generally a conspicu-
ous sign, Memory loss is more obvious for recent than
for remote events. Patients often make excuses to hide
these memory defects. and some conlabulate. In some
cases there are specific deficits of aphasia, agnosia. or
apraxia. Attention and concentration are also impaired.
Disorientation for time, and at a later stage for place and
person, are almost invariable once dementia is well
established (but in contrast to delirium are not usually
prominent in the early stagel.

Behaviour may be disorganized, restless, or inappro-
priate. Typically there is loss of initiative and reduction
of interests. Some patients become restless and wander
about by day and sometimes at night. When patients
are taxed beyond their restricted abilities, there may be
a sudden change to tears or anger (a “catastrophic reac-
tion’). As dementia worsens patients care for themselves
less well and may become disinhibited, neglecting
social conventions. Behaviour becomes aimless. Event-

ually, the patient may become incontinent of urine and
faeces,

DEMEMNTIA

Changes of mood In the early stages. changes of mood
include anxiety, irritability, and depression. As demen-
tia progresses emotions and responses to events
become generally blunted, though there may be sud-
den changes of mood without apparent cause or the
catastrophic reactions noted above.

Thinking slows and becomes impoverished in content,
There may be difficulty in abstract thinking. reduced
flexibility. and perseveration. Judgement is impaired.
False ideas. often of a persecutory kind, gain ground
easily and may progress to delusions, In the later stages,
thinking becomes grossly fragmented and incoherent.
Disturbed thinking is reflected in the patient’s speech, in
which syntactical errors and nominal dysphasia are
common. Eventually, the patient may utter only mean-
ingless noises or even become mute.

Perceptual disturbances (illusions and hallucinations)
may develop as the condition progresses. Hallucina-
tions are often visual,

Insight is usually lacking into the degree and nature of
the disorder.

Aetiology

Dementia has many causes, of which the most impor-
tant are listed in Table 10.5. Among elderly patients.
degenerative disorders (notably Alzheimer’s disease)
and vascular causes predominate. Although these and
many other causes are irreversible, when assessing a
patient the clinician needs 1o keep in mind the whole
range of causes, so as not to miss any that might be
partly or wholly treatable, such as an operable cerebral
neoplasm, chronic subdural haematoma, or normal
pressure hydrocephalus. Table 10.6 summarizes the
‘primary dementias' (i.e, diffuse diseases of the brain
that can cause dementia). The first three are described
in Chapter 16.

Management

Any suspicion of dementia should lead to detailed ques-
tioning about intellectual function and neurological
symptoms. [t is important to interview other informants,
since patients are often unaware of the extent of the
change in themselves. Also, details of the mode of onset
and progression of symptoms may be provided more
accurately by an informant. In doubtful cases, standard-
ized procedures for assessing cognitive state may be of
value, but in interpreting the results it is essential to take
account of previous education and achievement. The
Mini Mental State Examination (see p. 37) is used widely
in assessment; it combines standard questions with tests
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Some causes of dementia

Degeneraine

+ degenerative newrological disorders causing dementia (see
Table 106) (eg, multiple sclerosis)

Mormal pressure hydrocephalus

Intracramial tumour

Orther space-oocupying kesions

# chrome subdural hzematoma

Traumatic

# severe head injury

of spatial ability. The aim should be to perform the mini
mum of investigations to reveal the cause of the disorder,
whether acute or chronic.

Computerized tomography is valuable in the diagnosis
of both focal and diffuse cerebral pathology. It should be
requested if there is any suspicion of organic brain dis-
ease in patients up to late middle age, or if there is any
suggestion of a focal brain lesion in the elderly.

Psychological testing Specific tests of memory, learning,
and other aspects of cognitive function are sumetim_es
used by specialists to identify and quantify patients with
localized brain lesions. A commonly used basic test is the

i H ¥
Infections Wedhsler Adult Intelligence Scale (WAIS). which is a well
* postencephalitis, HIV standardized test providing a profile of verbal and non-
Vasgular

+ mutn-infarct demenna

verbal abilities. It should be given by a trained tester.
Organic impairment is suggested by a discrepancy
between performance 1Q (as an estimate of current capa-

e city) and verbal IQ {as an estimate of previous capacity).

#* alcohol

Anowia Aspects of differential diagnosis

* cardiac arvest Organic or functional?

* carbon monowide poisoning It is sometimes difficult to distinguish between func-
Vizamin lack tional and organic psychiatric disorder, especially when

T an organic disorder presents with disturbances of be-
: haviour and thinking in the absence of obvious neurc-

o logical symptoms or signs. In affective disnrd_er arlld
¥ thamine schizophrenia there may be an impression of impair-
Meabalic ment of cognitive functions.

* duabiies Pseudodementia

Endocrine

A common diagnostic problem is presented by so-called
depressive pseudodementia. In this syndrome, a de-

* nypotnyroudem

LLIESTRT Degenerative neurological diseases causing dementia

Alzheimers doease See Chapier 16
Vascuiar dementia See Chapeer 16
Lewy body dementia See Chaprer 16

Frontorempedal dementias A group of dementizs {including Pick’s disease) thar are the second most common cause of

primzy dementia befure old age; behavioural changes are often early

A rare degenerative disorder, which is autosomal dominant. The pathological changes affect mainly
the frontal lobes and caudate nucleus There are choreiform movements of the face, hands, and
shoulders. dysarthng, and abrermal gait Dermentia usually follows these neurological signs but may
préceds them Occasonally there are persecurory delusions. A predictive test using a palymorphic
DA marker s avalable for members of affected Tamilies

FuningLon s CRofes

Praon durase 4 group of disorders lincluding Creutzfeld=Jacob disease) that cause dementia and a variety of

neuroiogical sgng

B——

Cogritive Impartment ooours in @ minanty of cases. It is related o the severity and duration of the
disegse

Parknsons dissase

e



pressed patient complains of poor memory and appears
intellectually impaired because poor concentration
leads to inadequate registration and depressive mood
leads to slowness and self-neglect. Characteristic fea-
tures are:

¢ a history from another informant that the depressed
mood preceded the memory problems:

¢+ memory testing shows that the poor performance
improves when interest is aroused;

+ the patient is retarded and unwilling to cooperate in
the interview, by contrast, patients with dementia
are usually willing to reply to questions but make
mistakes.

Conversely, an organic disorder can present with mood dis-
order or behaviour change that suggests a functional disor-
der. The points in favour of an organic cause are:

¢ the cognitive disorder preceded the mood or other
disorder;

+ cognitive defects occur in specific areas of intellectu-
al function;

¢ neurological signs;

¢ the presence of symptoms seldom found in non-
organic disorder, such as visual hallucinations.

It is important to consider a possible organic cause in
every case of acute psychological or behavioural distur-
bance, especially when there are atypical features. The
diagnosis of functional disorder is partly by exclusion
of organic causes but also by the finding of positive evi-
dence of psychological aetiology since organic causes
may be undetectable in the early stages of disease.

Delirium or dementia?
Delirium is an acute reversible condition; dementia is a
chronic disorder. As shown in Table 10.7, delirium is cha-

EEIRIR Features of delirium versus dementia

Delirium Dementia
ACULE ONsel Insichious onset
Fluctuating course Stable or progressive”

Mormal consciousness
Thunking impovenshed

Impaired consciousness
Thinking disorganized

Perceprual disturbance
Commaon

Perceptual disturbance
UNCOMIMEn

Alertress usually impaired Normally alert

“Bxcept multi-infarce demenna

OTHER ORGAMNIC PSYCHIATRIC SYNDROMES

racterized by an acute onset, fluctuating course, impaired
consciousness, and disorganized thinking. Also, percept-
ual disturbance is more frequent and alertness more
often impaired in delirium. Especially in the elderly.
the two syndromes may occur together; when this hap-
pens the underlying dementia may be overlooked or
the delifum may not be detected or treated. Sometimes
a longstanding dementia becomes apparent only after
successful treatment of a more recent delirium.

Stupor

Stupor is a rare condition in which the patient is im-
mobile and unresponsive but has a normal level of
consciousness. Stupor can occur in severe affective dis-
orders (see p. 101) and schizophrenia (see p. 122). Le-
sions of the brainstem or mesencephalon can cause a
similar clinical picture, although in these cases there
may be some impairment of consciousness.

Management

The management of dementia is described more fully
in Chapter 16 on the elderly. A minority of patients
have a treatable cause. For the remainder, treatment
aims to reduce disability and provide support. When-
ever possible, care is outside the hospital, either with
relatives or in residential accommeodation. The aims of
treatment are to:

+ maintain any remaining ability as far as possible;

L]

relieve distressing symptoms;

-

arrange for the practical requirements of the patient:

support the family.

Other organic psychiatric syndromes

Brain pathology may give rise to several specific psychi-
atric syndromes as well as the generalized disorders
described above. Sometimes these syndromes are asso-
ciated with focal neurological signs, but the psychiatric
syndrome may be the only abnormality (for example
frontal and temporal syndromes).

Amnesic syndrome

The amnesic syndrome (otherwise known as the am-
nestic syndrome) is characterized by a prominent
disorder of recent memory. in the absence of the gen-
eralized intellectual impairment observed in dementia
or the impaired consciousness seen in delirium. The
condition usually results from lesions in the posterior
hypothalamus and nearby midline structures, but occa-
sionally results from bilateral hippocampal lesions. It is
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QLSRN Clinical features of amnesic syndrome

— =

* Recent memory severely impairad
+ Remote memory spared

* Ditorientation in nme

+ Confabulation

+ Ocher cogritive funcoons preserved

often described as Korsakov's syndrome after the
Russian neurologist who first described the clinical fea-
tures, or as the Wernicke-Korsakov syndrome because
the amnesic syndrome may accompany an acute neuro-
logical syndrome described by Wernicke (Wernicke's
encephalopathy| characterized by impairment of con-
sciousness, memory defect, disorientation, ataxia, and
opthalmoplegia.

Alcohol abuse is the most frequent cause, and seems
to act by causing a deficiency of thiamine. Other
causes include carbon monoxide poisoning, vascular
lesions, encephalitis. and wwmours of the third
ventricle.

Clinical features

The central feature of the amnesic syndrome is a
profound impairment of recent mentory (Table 10.8). The
patient can recall events immediately after they have
occurred, but cannot do so even a few minutes afier-
wards, Thus. on the standard clinical test of remember-
ing an address, immediate recall is good but grossly
impaired ten minutes later. One consequence of the
profound disorder of memory is an associated disorien-
tation in time. Gaps in memory are often filled by confab-
ulation. The patient may give a vivid and detailed
account of recent activities that, on checking, turn out
to be inaccurate. It is as though he cannot distinguish
between true memories and the products of his imag-
nation or recollection of events from times other than
those he is trying to recall. Such a patient is often sug-
gestible: in response to a few cues from the inmr'-rieatf-
er. he may give an elaborate account of taking part in
events that never happened.

Other cognitive functions, including remote memory.
are relatively well preserved. Unlike the patient with
dementia. the patient with an amnesic syndrome secms
alert and able to reason or hold an ordinary conversa-
tion, so that the interviewer may at first be unaware of
the extent of the memory disorder.

Tregtment .
For cases that may be due to thiamine deﬂnen_q-._ 1_h15
vitamin should be prescribed in the hope of imiing

further damage. Otherwise, there is no specific treat-
ment and the general measures are those described
above for dementia,

Course and prognosis

The course is chronic. Prognosis is better when the con-
dition is due to thiamine deficiency. provided that thi-
amine treatment was started promptly. If the cause
continues to act (e.g. excessive drinking that persists).
the amnesia may worsen.

Organic personality disorder

Brain damage may result in personality change and
this may be severe enough to be classified as personal-
ity disorder. An example is the distinctive syndrome
associated with frontal lobe damage in which behav-
iour is disinhibited. overfamiliar, and tactless. Patients
may be overtalkative, make inappropriate jokes. and
engage in pranks. They may make errors of judgement
and commit sexual indiscretions, and disregard the feel-
ings of others. The mood is generally fatuous euphoria.
Concentration and attention may be reduced. Measures of
formal intelligence are generally unimpaired. but spe-
cial testing may show deficits in abstract reasoning.
Insight is impaired.

Organic mood disorders

Some neurological diseases {e.g. multiple sclerosis) are
direct causes of mood disturbance, which may include
depression, mania, or anxiety. Some endocrine dis-
orders, for example Cushing’s disease, can have the
same effect. It is difficult to distinguish such disorders
from emotional disorders that are a normal psycho-
logical response to physical illness, or from chance
associations between mood disorder and physical
disease,

Organic delusional disorder

Occasionally. brain pathology, particularly that asso-
ciated with temporal lobe epilepsy. causes a delusional
disorder resembling schizophrenia.

Neurological syndromes

Normal pressure hydrocephalus

I this variety of hydrocephalus there is no block with-
in the ventricular system. Instead, there is an obstruc-
tion in the subarachnoid space,

The characteristic features are progressive memory
impairment. slowness, marked unsteadiness of gait,
and in the later stages. urinary incontinence, Treat-



ment is a shunt operation to improve the circulation of
cerebrospinal fluid. This procedure arrests the con-
dition and sometimes the dementia improves. It is im-
portant to differentiate this treatable condition from
the primary dementias, as well as from depressive
disorder with mental slowness.

Head injury

Major head injury has both immediate effects and
longer term neuropsychiatric consequences such as
dementia or personality change. Some more minor
head injuries cause less obvious cognitive impairments
that may significantly impair funcrioning and behav-
iour for many months after the injury. Patients return-
ing to demanding occupations or activities or who
complain of difficulties following head injury require
full neurological review.

Bepeated minor blows to the head, such as occur in
boxing, can lead to progressive deterioration in intellec-
tual function. Since the clinical changes are insidious, it
is important to obtain information from other inform-
ants about how current intellectual function compares
with previous function and achievements. Specialist
psychological assessment can be helpful.

The acute psychological effects of head injury include:

o impairment of consciousness: this oceurs after all but the
mildest closed head injuries;

+ delifum often lasting for days or weeks after severe
head injury:

+ post-traumatic amnesia of more than 24 hours: this is like-
ly to be followed by persisting cognitive impairment.
Improvement usually takes place slowly over months
or even years. The impairment is usually global but.
after a localized injury. there may be only focal cog-
nitive deficits affecting specific aspects of intellectual
function.

Personality change is often the most serious long-term
complication after severe head injury, particularly after
damage to the frontal lobe. There may be irritability,
loss of spontaneity and drive, some coarsening of be-
haviour, and occasionally reduced control of aggressive
impulses. These changes often cause serious difficulties
for the patient and his family.

Emotional symptoms may follow any kind of injury.
Depression is frequent in those with severe physical dis-
ability following the accident. Whatever the severity of
the injury, there may also be a combination of anxiety,
depression, and irritability. with headache, dizziness,
fatigue, poor concentration, and insomnia. This post-

WNEURQLOGICAL SYNDROMES

concussional symdrome is probably due to an interaction of
minor brain damage with anxiety and depression.

Assessment and management

A plan for long-term treatment should be made as early
as possible after head injury. Three aspects of the prob-
lem should be assessed:

1. Neurclogical signs and the degree of physical disability.

2. Any neuropsychiatric problems and their likely
future course.

3. Social circumstances. social support, the possibility
of return to work, and the effect of the injury on the
patient’s responsibilities in the family.

Specialist rehabilitation should include not only physio-
therapy and graded increase in physical activity, but
work with the patient and family to try and minimize dis-
abilities in everyday life and to find ways of dealing with
specific cognitive deficits such as impaired memeory.

Cerebrovascular disease

Among people who survive a cerebrovascular accident,
about half return to a fully independent life. The rest
may have psychological as well as physical problems.
The psychological changes are often the more sig-
nificant, preventing a return to a normal life when the
physical disability has ceased to be a serious obstacle.

Cognitive defects Stroke can cause dementia as well as
specific deficits of higher cortical function, such as dys-
phasia and dyspraxia, which may handicap the patient to
a degree that is underestimated by doctors. If the stroke
is repeated the dementia may progress. (The separate
condition of vasadar demeniin is described on p. 222,

Personality change Irritability, apathy. or lability of
mood may occur after a cerebrovascular accident. Dif-
ficulties in coping with everyday problems is common
and failure may result in a ‘catastrophic reaction’. Such
changes are probably due more to associated wide-
spread arteriosclerotic vascular disease than to a single
stroke, and they may continue to worsen even though
the focal signs of the stroke are improving.

Depressed mood is common after a stroke. It is partly
a psychological reaction to the handicap caused by the
stroke but may, in part, be a direct consequence of any
localized brain damage. It may contribute to the appar-
ent intellectual impairment and is often an important
abstacle to rehabilitation.

Lability of mood is frequent and may be a significant
clinical problem.
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10 DELIRIUM, DEMENTIA, AND OTHER COGNITIVE DISORDERS

E.\'en though biological factors may contribute to
aetiology. depressed mood should be treated with anti-
depressant medication. Lability of mood is also frequent-
Iy helped by antidepressant treatment. Practical help is
frequently required by both the patient and carers,

Cerebral tumours

Many cerebral tumours cause psychological symptoms
at some stage, and in a significant minority these symp-
toms are the first to appear. Fast growing tumours are
more likely to cause a delirium, especially if there is
raised intracranial pressure; slow growing rumours are
more likely to present with dementia or. occasionally,
depressive svmptoms.

Transient global amnesia

This syndrome is an occasional but important cause of
episodes of unusual behaviour, which may present as
emergencies to general practidoners and casualty
officers. Doctors who are not familiar with the syn-
drome may misdiagnose it as a dissociarive disorder
(see p. 94,

The condidon ocours in middle or late life. There are
abrupt episodes. lasting several hours, of global loss of
recent memory. The patent apparently remains alert
and responsive but usually appears bewildered by
his inability to understand his experience. There is
complete recovery. except for amnesia for the epi-
sode. The cause is unknown and there is no specific
eamment.

Muitiple sclerosis

Psychological symptoms occur early in the disorder,
and mav rarely be the presentng feature. In the estab-
lished disease, depression and elation may occur, and
these are sometimes severe enough to require psy-
chiaric reatment.

Occasionally, a regidly progressive dementic occurs early
in the disease. In most cases. however, intellecrual dete-
=pration occurs later, is less severe, and progresses
slowly. In the late stages of the disease dementin is
COMIMOon.

Epilepsy

People with epilepsy suffer from the mi_s:on?epti-::ns
and prejudices of other people about epilepsy asl. W gll
a5 from the condition irself, Such problems arise in
school and, later, at work and also within the ﬁnfjllyr. In
caring for people with epilepsy the general _,r_-racuunner
ghould try 1o reduce these misunderstandings, and to

B Associations between epilepsy and
psychological problems of epileptic individuals

Effects of stigma and social restrictions
Psychiatric disorder due to the cause of epilepsy
Behavisural disturbance associated with the seizure
+ Before tension, imitability, depression

+ During: complex partial seizures
* After: automatism (rarely)

Disorders between seizures.

# Cognitive impairment

# Personality disorder

+ Paranoid disonder

+ Sexual dysfuncrion

+ Increased self-harm and suicide

support the patient and the family. Restriction of the
driving of motor vehicles by epileptic individuals fur-
ther limits their activities.

There are several ways in which epilepsy predisposes
1o psychiatric disturbance (Table 10.9).

Psychiatric disorder associated with the cause of
epilepsy

When epilepsy is a consequence of brain damage.
this damage may also cause intellectual impairment or
personality problems.

Behavioural disturbance associated with the seizure
Before a seizure there may be a period of increasing

tension, irritability, and depression lasting for hours or
sometimes a few days.

During seizures of the complex partial type there
may be automatic behaviour of a complicated kind. Oc-
casionally, such seizures are prolonged for days as
‘complex partial status’, in which there may be an

abnormal mental state, abnormal behaviour, or social
withdrawal.

After the seizure there may occasionally be a pro-

longed period of abnormal behaviour and impaired
awareness—'automatism’,

Psychiatric disorder occurring between seizures

Cognitive dysfunction The drugs used to treat epi-
lepsy may cause impaired attention. In some partients.
there is persistent abnormal electrical activity in the
brain between seizures, and this activity can be asso-



clated with poor attention and memory. (For both rea-
sons, learning problems are more commeon in children
with epilepsy than in non-epileptic children.)

Personality Most people with epilepsy are of normal
personality. When personality disorder does occur, it is
not of any single kind. The causes are multiple: social
limitations imposed on the epileptic persen during
childhood and adolescence, self-consciousness, and the
reactions of other people. In cases where brain damage
has caused the epilepsy, the former may contribute to
the personality disorder,

Psychosis Affective disorder may be more common in
people with epilepsy than in the general population.

Sexual dysfunction This problem is more common in
epileptics than in non-epileptics. The causes include

EPILEFSY

difficult relationships and the effects of antiepileptic
medication. There may also be neurophysiological caus-
es in some cases since sexual problems are more com-
mon with temporal lobe epilepsy than with other
kinds.

Suicide and deliberate self-harm Among people with
epilepsy suicide is four times more frequent, and delib-
erate selfharm is six times more frequent, than in the
general population.

Further reading

Lishman, W. A. (1998). Organic Psychiatry. Blackwells,

Oxford.
Although some detail is outdated, it remains the standard

reference work.
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Psychiatry and
medicine

Physical and psychological symptoms commonly occur
together and interact. Also. many psychiatric disorders
cause physical symptoms, while physical symptoms
and disease have psychological consequences, which
include psychiatric disorder. An understanding of the
psychological aspects of general medical care is impor-
tant for these reasons and because:

¢ psychological factors may increase disability associ-
ated with physical illness;

« a psychiatric disorder may respond to treatment;

+ untreated psychological problems may lead to the
inappropriate use of medical resources and to poor
compliance with medical advice.

Epidemiology

In the general population psychiatric disorder is two to
three times more likely when physical ill health is pres-
ent (Fig. 11.1). Also, disabling functional symptoms (see
Chapter 7) are frequent.

In primary care, psychelogical issues are important in
the management of many patients with serious acute
or chronic physical illness. Functional physical symp-
toms are among the commonest reasons for seeking
treatment and are often due to psychiatric disorder.

In hospital practice, psycheological problems are espe-
cially frequent in accident and emergency depart-
ments, gynaecological and medical outpatient clinics,
wards for the elderly, and a number of specialist units.

About a quarter of patients in medical wards
(Fig. 11.2) have a psychiatric disorder of some kind.



150

11 PESYCHIATRY AMND MEDICINE

Fig. 11.1 The distribution of
ermosional distress in the
general population and in
those with physical illness. Level
5 and over indicates a
diagnastic paychiatnc disorder

Fig- 11.2 Freguency of
peychological symproms in
CONSECULIVE WOMEen 2dmissons
1o & generzl hospital as
compared with 2 general
populamon Scores of 5 and
zbove to the right of the
vertical line indicate psychiamng
disorder. {Onford date courresy
of A Mayou.)

Mood disorders are common in younger women,
organic mental disorders in the elderly, and drinking
problems in younger men. In outpatient clinics about
15 per cent of patients with a definite medical diagno-
sis have an associated psychiatric disorder, and about
40 per cent of those with no medical diagnosis have a

psychiatric disorder.

wae
1

———  Acute threatening illness
Chronic illmess
..... General population

% Subyevis

B Admissions
B Ceneral population

Pychalopeal yamplom seventy

Mature of the association

Psychiatric and physical disorders are both common and
often oocur together by chance. When they do so, they
often then interact. For example, a depressive disorder
provoked by business failure might make a patient less
able to manage longstanding diabetes, Conversely, phys.
ical illness may exacerbate unrelated psychiatric symp-



PEYCHOLOGICAL COMPLICATIONS OF PHYSICAL DIS

(TABLE31:1] Associations between i:shy;si-cﬁ] and

psychiatric disorders

Peychiatric and phmcah;iisurdm acriurnng together by chance
Poychological factors as causes of physical iliness
Psyechiatric consequences of physical illness:

* organic disorders (see Chaprer 10) -

* other disorders, especially depression and anwery (see
Chapters 8 and &)

Psychological causes of physical symptoms (see Chapeer 7)
iﬂﬁk‘dlmém with physical comphcations:
* deliberate self-harm (see Chapter 13)
# alcohol and gzher substance abuse (see Chaprer 14)

* eating disorders (see Chapter 12)

toms; for example, a virus infeetion could delay recovery
from a depressive disorder. There are several other types
of association between physical and psychological fac-
tors (Table 11.1). This chapter focuses mainly on the psy-
chological and psychiatric consequences of physical
disease. but should be read in conjunction with the
other chapters referenced in Table 11,1,

Psychological factors as causes of
physical disorders

It used to be thought that certain diseases—called
psychosomatic—were caused mainly by psychological
factors: asthma and ulcerative colitis are two examples.
Research has not supported this idea, but there are four
other ways in which psychelogical factors may con-
tribute to the aetiology, presentation, and outcome of
physical illness,

1. They may lead to unhealthy habits such as overeating.

smoking. and excessive use of alechol, which are risk
factors for disease.

2.They may result in hormonal, immunelogieal. or newro-
physiclogical changes, which contribure 1o the onset or
affect the course of the pathological process. It has
been suggested, for example, that incressed moneli-
Ty among patents depressed after myvocerdial infarc
ton is cansed in this way.

3. They may affecy the prrorprion of the sevenn ol svp-
worms, for exemple people experience pein as more
severe when they are deoressed,

also affect collaboration with treavment and in
influence outcome; for example, a dfprﬁ'fff‘
may neglect his part in the treatment of diab:

Psychological complications of
physical disorders

Most people are remarkably resilient when i
able to carry on without undue distress. Ev
physical iliness has some Pﬂch“tng_’cal, 'r:
about a quarter of cases these satisfy t_ﬂtf"?re'
atric disorder and have a substantial €
aspects of outcome (Table 11.2}.

Dol frequent in those who are SEVe?
Chapter 10). Most anxiety and depr ogical
physical illness is part of a psycholog
However, several medical disorder - iab]
and depressive symptoms directly: PFES
physiological mechanisms (Table 11‘;3 ;
have psychiatric side effects (Table 114
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Determinants of the psychological consequences of
physical illness

Some illnesses and treatments are particularly threat-
ening (Table 11.6). However, the psychological reac-
tions depend more upon a patient's perception of the
illness than to its objective nature (Table 11.7). If
patients see their illness as particularly unpleasant or

REESEET Facrors assaciated with a particularly high
risk of psychiatric problems

Severe ilness

# Unpleasant, threatening, relapsing, progressive or terminal
illness

Unpleasant treavment

* Some drug Ureatments
* Major surgery

* Chemotherapy

* Radiotherapy
* Very demanding self-care

Vulnerable patients

* Previows psychiatne prablems
* Adverse social circumstances

Determinants of the psychological impact
of physical iliness

Mliness factons

& Pain

# Threat to life

* Duravion

+ Dsabiligy

* Cansp-cu?usnegtuothe:s

Treaument facrons

* Side effects ;:-Ilmed-um o
*+ Lingertainty of outcome

* Seil-care demands

Patlen: Fac[m

+ Pyychological vulnerability — — =
* Sooual rcumstances

* Bebels abaut liness and treatment

Hizat s of ethers 3 LS
* Farraly e

* Ernploger,

* Do and athers invobned i carg



PSYCHOLOGICAL COMPLICATIONS OF PHYSICAL DISORDERS

if their ability to cope with stress is poor, then severe
distress is more likely. The reactions of others may
also affect patients' perceptions and their ability to
cope.

Patients at high risk are especially likely to be
encountered in hospital emergency departments and
in a number of specialized units, such as those respon-
sible for rerminal care, cancer, severe neurological
problems, and pain clinics.

Psychiatric assessment of a physically ill patient

Among severely ill patients distress is often seen as
understandable and inevitable and no help is offered.
This is incorrect. Most people cope remarkably well
with even the most severe medical problems. marked
distress is abnormal and requires assessment and treatment.

The psychiatric assessment of a physically ill patient
is similar to that of a patient presenting solely with
psychiatric symptoms (see Chapter 2), except that
it requires knowledge of the nature and prognosis of
the physical illness. Box 11.1 lists some screening
questions.

Psychiatric symptoms
¢ How have you been feeling in yourself?
+ Have you been very worried about your health?

+ How have you been sleeping?
Psychiatric history

e Are you taking any sleeping tablets or tablets for
your nerves?

= Have you ever suffered from tension or nerves?

¢ Have you ever consulted a doctor about your
nerves?

Social factors
+ Any problems recently that have upset you?

+ Any problems at home or at work?

Beliefs and concerns

+ What do you feel is the cause of your symptoms?
¢ What effects do you think they will have on your

L life?

It is important to:

 speak to relatives who can provide extra information
and also because families frequently require help
themselves;

e review medical notes and referral letters as they
often contain useful medical history and other
information;

+ be aware that some symptoms, such as tiredness and
malaise, may occur in both physical and psychiatric
disorder.

Management

Treatment of acute reactions to illness 15 discussed in
Chapter 5. Some emotional distress is an almost
inevitable accompaniment of the stress of physical
illness and its treatment, although it can often be
reduced by appropriate treatment. An explanation
of the nature of the illness and of the proposed
treatment, advice about the ways the patient can
help himsell. and discussion of anxieties are always
useful.

As well as systematic assessment and alertness to ver-
bal and non-verbal cues of distress, good care depends
on the ability to provide and discuss information and
advice with patients and their relatives. Basic psycho-
logical skills are important, including:

+ knowledge of the recognition and treatment of
depression;

» simple basic anxiery management skills (see p. 258});

+ knowledge of the basic cognitive behavioural prinei-
ples (see p. 258);

¢ an ability to encourage self-care.

Management of the problems of chronic illness is best
organized as a process of 'stepped’ physical, psycholog-
ical, and social care, i.e. good routine care for everyone,
including information and encouragement of self-care,
systematic monitoring of progress, and the identi-
fication of those needing extra ‘steps’ of more intensive
help from the medical team or psychological or psychi-
atric services (Table 11.8).

Psychiatric disorder

The treatment of any specific psychiatric disorder
among the physically ill is similar to that of the same
condition in a physically healthy person, although par-
ticular attention should be paid to adverse conse-
quences of the side effects of antidepressant and other
drugs, and to drug interactions.
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LLUTIES Planning the care of chronic illness

+ Assessment of patient and family understanding of iliness and help
available

# Information about symptomatic relief and other treatment

+ Explanation about who will be providing treatment, and
rounine and emergency Contacl amangements

+ Discussion of how the patient and family will be
care

invobved in

# Practical help in everyday acinanes and suppodt at home

Adjustment disorder Patients need opportunities for
discussion, explanation, and problem solving.

Anxiety disorder Psychological treatment (see Chapter
18) may be required for anxiety disorders, especially
if they are persistent. In the short term, brief treat-
ment with a benzodiazepine as an anxiolytic can be
helpful.

Depressive disorder Less serious depression can
often be helped by support or problem-solving
counselling, but more severe disorders require anti-
depressant medication {see Chapter 17). The choice of
antidepressant may be affected by side effects and
by medical contraindications: for example, tricyclic
antidepressants are generally contraindicated for
those with cardiac disorders, glaucoma, and prostate
disorders.

Effects on families

Close relarives may suffer as much. or even more,
distress than patients. It is important to include
relatives in discussions about the patient's trearment.
involvement in the programme of self-care, and to
consider ways of helping with their own distress
and any practical problems caused by the patient’s
illness.

Some practical problems

Acutely distressed patients

Distress, anxiety. or anger often reflects patients’
uncertainties and fears about what is happening 10
them. It is important Lo try to understand the causes of
the distress, to show sympathy, and to correct misun-
derstandings. It is always important to appear calm and
to take time to understand the patient's concerns and
1o avoid unintentional exacerbation of problems. It is
important not to show irritation and impatience. When
anxiety remains severe small amounts of anxiolytic
medication may be helpful.

Patients who refuse consent to medical
treatment

Occasionally, patients are unwilling to accept their doc-
tor's advice about treatment that is essential for a seri-
ous medical condition. There are many reasons for
such refusal. Commonly, it is because the patient is
frightened or angry, or does not understand fully what
is happening. Frequently, explanation and discussion
will result in informed consent (Box 11.2). Occasionally,
the cause of refusal is a mental illness that interferes
with the patient's ability to make an informed decision
and this should be treated.

It has to be accepted that some mentally healthy
patients will continue to refuse treatment even after a
full and rational discussion of the reasons for carrying
it out; it is the right of a conscious, mentally competent
adult ro do so (see Chapter 22).

Psychiatric emergencies in general hospital
practice

However urgent the problem, the successful manage-
ment of a psychiatric emergency. like any other med-
ical emergency, depends greatly on a thorough clinical
agsessment. The aims are to:

BOX 112, MEDICOLEGAL AND ETHICAL
ISSUES OF PATIENTS WHO/REEUSE TO

ACCEPT ADVICE ABOUT EMERGEHCT
TREATMENT

| # In life threatening emergencies where it is not possi-
| ble to obtain the patient's consent (impaired

consciousness, evidence of psychiatric disorder
! which cannot be immediately assessed), opinions
should be obtained from medical and nursing col-
leagues, and, if possible, from the patient's rela-
tives. Detailed records should be kept of the
reasons for the decision. It is essential for all doc-
tors to know the law about these matters in the
country in which they are practising.

+ Ifa patient has a mental disorder that impairs the abil-
ity to give informed consent, it may be appropriate to
use legal powers of compulsory assessment and
treatment of the mental disorder. The powers for
compulsory treatment of a mental disorder do
not give the doctor a right to treat concurrent
physical illness againts the patient's wishes.

| Successful compulsery treatment of the psychi-

atric disorder may result in the patient giving
informed consent for the treatment of the physi-
cal illness.




+ establish a good relationship with the patient;
+ to take a brief history:

+ pbserve behaviour;

+ assess the mental state.

When the patient's behaviour is very disturbed, the
history may have to be obtained from other people, such
as relatives or nurses. Although in managing emergen-
cies there may not be the time or opportunity to follow
the usual systematic scheme of history taking and exam-
ination, mistakes will be avoided and time saved if the
assessment is as complete as the circumstances permit.
Several common problems are discussed elsewhere in
this book:

¢ deliberate self-harm (see Chapter 12);

+ substance intoxication (see Chapter 14);

* acute stress reactions to trauma (see Chapter 5);
¢ delirium (see Chapter 10).

Acute disturbed behaviour and vialence

The conditions most often leading to disturbed behav-
iour requiring immediate action in a general hospital
or in primary care are delirium, schizophrenia. mania,
agitated depression, and alcohol- and drug-related prob-
lems, Among inpatients. delirium is the most common,
If the patient’s behaviour is very disturbed and his
manner is threatening. the first task is to assess the risk
of viplence (see p. 31).

When a patient is potentially or actually violent, it is
essential to arrange for adequate but unobtrusive help
to be available. When approaching the patient the doc-
tor should appear calm and helpful, avoid confronta-
tion, and try to persuade the patient to talk about the
reasons for his anger.

If the parient responds so aggressively that restraint
cannot be avoided, it should be accomplished quickly
by an adequate number of people using the minimum
of force. Single-handed attempts at restraint should be
avoided. Apart from these rare circumstances, physical
contact {including physical examination) should not be
artempted unless the purpose has been clearly under-
stood by, and agreed with, the patient. Extreme caution
is, of course, required with a patient thought to possess
any kind of offensive weapon. At such times the help of
the police may be required,

Drug treatment of disturbed or violent patients

If a patient is very frightened, and simple reassurance
fails, oral or parenteral diazepam (5-10 mg) is useful. If
the patient is more disturbed, rapid calming can usually
be achieved with 2-10 mg of haloperidol injected intra-

PSYCHIATRIC SERVICES FOR A GENERAL HOSPITAL

muscularly. Chlorpromazine (75-150 mg intramuscular-
ly) is a more sedating alternative to haloperidel, but
more likely to cause hypotension. When the patient is
calm, haloperidol may be continued in smaller doses,
usually three to four times a day, preferably by mouth,
using a syrup il the patient will not swallow tablets. The
dosage depends on the patient’s weight and on the ini-
tial response to the drug. Careful observation by nurses
of the physical state and behaviour are necessary during
this treatment. Extrapyramidal side effects may require
treatment with an antiparkinsonian drug.

Psychiatric services for a general
hospital

General practitioners are responsible for all aspects of
their patients’ care: physical, psychological, and social.
Similarly. in a general hospital, psychological aspects of
illness are part of the consultant team’s responsibili-
ties. Sometimes, psychiatric advice is needed. In larger
hospitals this advice may be from a special liaison (also
known as consultation liaison) service. This service
is staffed by psychiatrists, nurses, and psychologists,
usually with a social worker. The consultation liaison
service may provide:

+ an emergency service for patients admitted afrer
deliberate self-harm:

+ emergency consultation for other accident and emer-
gency department attenders;

+ a consultation service for inpatients;

+ outpatient care for patients referred with psychiatric

complications of physical illness or functional soma-
tic symptoms;

+ regular liaison visits 1o selected medical and surgical
units in which psychiatric problems are especially
common (e.g. neurclogy, renal dialysis, terminal care).
In many hospitals the management of deliberate self

harm takes up most of the time of the liaision team,

but in better staffed units some or all of the other func-
tions are carried out,

Making a referral

Referral to a psychiatrist should provide basic informa-
tion about:

+ the medical problem;
+ the reasons for the referral;
# the nature of the help required.

It is preferable, especially where problems are severe
or complex. for the referring doctor to speak directly to
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the psychiatrist and to ask the psychiatrist to discuss later
the conclusions of the assessment. Some referrals can be
dealt with by discussion without the paten: being seen,
in other cases a single visit is enough, but sometimes
continuing collaborative management will be required.

Some examples of psychiatric aspects
of physical disorders
Cancer

As the most frightening of diseases, cancer causes
considerable distress te padents and their families
or carers. Psychologically and socially determined
problems include family worries, practical difficulties,
finances and work. and worries about appearance,
Padents may be angry and may suffer sexual difficul-
ties. Only a minority develop 2 psychiatric disorder
{Table 11.9). Distress is particularly likely to ocour at par-
tcular points during the patent’s experience of cancer:

+ at diagnosis:

« during treatment (surgery, radiotherapy. or chemo-
therapv):

+ If terminal disease recurs.

Care should be planned to involve patients and
families to prevent or minimize psychological and
social problems. Most of the psychological care is
provided in primary care. It is important that this
includes discussion of informarion, which is best
given in a staged manner as patients and families
reguire it. It needs to be accompanied by practical and
social support and willingness to encourage patients
to t2lk 2bout their worries. Specific psychological and
psychiatric reatments are effective for anxiery and
depression and in helping padents to cope with phys-
ical symproms.

Surgical treatment

Most patients are anxious before major surgery. those
who are most anxious before surgery are also most dis-

Mchiﬂric consequences of cancer

-l
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tressed afterwards, Anxiety can be reduced by a clear
explanation of the operation, its likely consequences,
and the plan for postoperative care, including the effec-
tive treatment of pain. In addition, a written handout is
helpful since anxious people do not remember all that
they have been told. Delirium is common after major
surgery. especially in the elderly.

When surgery leads to changes to the body's appear
ance (e.g mastectomy) or function (e.g. colostomy)
there may be additional psychological problems. These
patients benefit from psychological support, which
may be given by a specially trained nurse,

Screening for physical disorder or risk

Screening procedures for physical disorders, such as
hypertension or early cancer, or for major risk fac-
tors. such as high blood lipid levels, are used increas-
ingly. Screening usually causes little distress if it is
explained clearly. However, a few subjects are made
anxious by the screening, whether the result is posi-
tive or negative, For these people extra help is need-
ed. Screening procedures should be designed to
incorporate time to provide information, the oppor-
tunity for the discussion of anxieties, and a recogni-
tion of the small proportion of people who become
anxious.

Genetic counselling

Counselling about the risk of hereditary disease is
mainly given to couples contemplating marriage or
planning or expecting a child. It includes provid-
ing information about risks, help with werry about
increased risk, help in taking well-informed decisions
about family planning (including sterilization). and
treatment. Genetic counselling is usually provided in
obstetric and genetic clinics, but there is also a need for
advice by family doctors (Box 11.2). Ethical issues are
listed in Box 11.4.

Information about increased risk is particularly dis-
tressing for parents who have experienced a previous
abnormal pregnancy. Unfortunately. counselling is
more effective in imparting knowledge than in chang-
ing behaviour and many couples ignore warnings that
future children will be at high risk,

Psychiatric aspects of obstetrics and
gynaecology
Pregnancy

Psychiatric disorder is more common in the first
and third trimesters of pregnancy than in the second
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BOX1.3. BEST PRACGT
COUNSELLING
In the light of current evidence, best practice for the
conduct of genetic testing (presymptomatic, predis-
positional, and prenatal) includes the following
points:

CEINIGENETIC]

+ The written protocol for the conduct of the
testing programme should include how the labo-
ratory tests are to be conducted and how commu-
nications with patients is to be managed.

+ Before they decide whether to undergo a test,
clear and simple information should be presented
to those eligible for testing. Such information
should include the advantages and disadvantages
of testing, as well as the meaning of any possible
test result.

+ The initial offer of a vest should be separated in
time | a day or more) from a biological sample
being taken.

+ Test results should be explained and support
offered to all those tested and their relatives.

# The effectiveness of a testing programme in
achieving good understanding as well as facilitat-
ing behaviours that reduce risk, without high
levels of emotional distress or false reassurance,
needs to be assessed, not assumed.

BEX 114 MEDICGAL ANDETHICAL ISSUES
OF GENERIC COUNSELLING

+ Confidentiality.
« Consent.

+ Storage and use of generic information,

+ Testing children: it is generally believed thar it
is wise to delay testing until an age which indivi-
duals can make their own decisions.

« [mplications for life insurance.

(Box 11.5). In the first trimester, unwanted pregnancies
are associated with anxiety and depression. In the third
trimester, there may be fears about the impending
delivery, or doubts about the normality of the ferus.
Psychiatric symptoms in pregnancy are more common
in women with a history of previous psychiatric disor-
der, although some women with chronic psychiatric
disorders may improve during pregnancy. Women with

BOX 1151 SOME PSYCHOLOGICAL
PROBLEMS OF PREGNANCY
Unwanted pregnancy

Most medical decisions about termination are now
made by the family doctor and gynaecologist with-
out involving a psychiatrist. In a small proportion
of patients with psychiatric disorder, a specialist
opinion should be abtained.

Hyperemesis gravidarum

This syndrome of severe and repeated vomiting is
rare, It appears to have primary physiological causes
bur the psychological reaction may exacerbate the
severity and duration of the symptoms and result in
greater difficulty in management.

Pseudocyesis

A rare condition in which a woman believes she is
pregnant when she is not and develops amenor-
rhoea, abdominal distension, and other changes
resembling early pregnancy. It usually resolves
quickly following diagnosis. It may be recurrent.

Couvade syndrome

A rare condition in which the husband of a preg-
nant woman experiences symptoms of pregnancy.

chronic psychiatric problems often attend irregularly
for antenatal care and consequently have more than
the average number of obstetric problems.

Treatment of psychiatric disorder during pregnancy
During pregnancy great care must be taken in the use
of psychotropic drugs because of the possible risk of
feral malformations, impaired growth, and perinatal
problems (Box 11.6). Abuse of alcohol, opiates, and street
drugs may affect the fetus and should be strongly dis-
couraged, especially in the first trimester when the risk
to the ferus is greatest.

Loss of a fetus and stillbirth

Loss of a fetus during pregnancy or stillbirth has sub-
stantial and immediate psychological impact for a
mother and also for the father. The loss leads to
significant depression, which may continue for a sever-
al weeks. Stillbirth is associated with even greater dis-
tress than loss of the pregnancy at an earlier stage. The
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BOK 11.6 USE OF PSYCHOTROPIC
MEDICINE IN PREGNANCY AND DURING

BREAST-FEEDING

Pregnancy

Avoid all medication if possible. Use anly if the
expected benefit to the mother is greater than the
possibility of risk to the ferus,

Antidepressants There is no evidence that tri-
cyclics or §5RIs cause feral abnormality, but use
only where there are very clear indications and in
minimal dosage.

Lithium There is a risk of teratogenicity and of
toxic effects on the ferus in late pregnancy. Risks are
reduced by careful monitoring of levels. Ideally
lithivm should be avoided in the period of concep-
tion and early pregnancy, but careful represcription
is possible in the final trimester. In an unplanned
pregnancy during long-term therapy: discuss with
parents, consider termination, careful screening for
malformations. Omit perinatally.

Antipsychotics Continue in minimal dose if there
are major clinical indications.

. Breast-feeding
i Take care with all medications.

Antidepressants Evidence is not clear but there
I are no definite contraindications. Avoid if possible.
| It is important to carefully consider the risks and
| benefits with the parents.

Lithium The evidence is uncertain. Breast-feeding
i cannot be recommended with confidence.
| Antipsychotic drugs The risk is probably small,
| but avoid if possible.
]

distress is likely to be greatest when the pregnancy was
particularly wanted, for example when there have
been previous miscarriages or stillbirths.

Spontaneous abortion at any stage of pregnancy
causes disuress and depression is frequent.

Termination of pregnancy for medical reasons is
especially likely to cause distress, depression, and feel-
ings of guilt, which usually improve over a period of
2-3 months.

After abortion, termination, or stillbirth, mothers
and fathers should be encouraged to grieve the loss as
they would the death of an infant,

Postpartum mental disorders

There are three kinds of postpartum psychiatric
disorder:

* maternity ‘blues’;
+ puerperal psychosis;
+ other depressive disorders of moderate severity.

The management of depressive disorder is more
fully described in Chapter 8. Abuse and neglect, which
also occasionally occur in infancy, are discussed in
Chapter 20.

Maternity ‘blues’

Between one-half and two-thirds of women delivered of
a normal child experience a brief episode of irritability.
muddled thinking, tearfulness, and lability of mood,
which is particularly characteristic. All these symptoms
reach their peak on the third or fourth postpartum day.
The patient and her partner should be reassured that
the condition is common and short lived. No other
treatment is needed.

Puerperal psychosis

Puerperal psychosis begins, typically, 2-3 days after
delivery and nearly always in the first 1-2 postpartum
weeks, There are three types of psychosis:

+ delirium;
+ mood disorder;
+ schizophrenic.

The clinical features of each of these syndromes are
similar to those of the corresponding syndromes occur-
ring outside the puerperium. Delirium used to be com-
mon before antibiotics were introduced to ftreat
puerperal sepsis. Now it is rare in developed countries,
Affective syndromes are more common than schizo-
phrenic ones.

Puerperal psychosis occurs in about 1 in 500 births. [t
is more frequent among primiparous women, those
who have suffered previous serious psychiatric disor-
der, and those with a family history of psychiatric dis-
order. Puerperal psychosis is not more common after
complicated deliveries.

Assessment As well as taking a history and examining
the mental state in the usual way, it is essential to ascertain
the mother’s ideas concerning the baby. Severely depressed
patients may have delusional ideas that the child
is malformed or otherwise imperfect and some
patients may attempt to Kill the child to spare it from
future suffering. Assessment of suicidal intent is also
important.
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Treatment is as described for affective disorder and
schizophrenia occurring outside pregnancy. For depres-
sive disorders of marked or moderate sewverity, ECT is
often the best treatment because its rapid effect
enables the mother to resume the care of her baby
quickly. When the disorder is not severe and the
mother has no ideas of harming herself or the baby,
treatment can be at home with appropriate help to
ensure the safe care of the baby. When the disorder is
more severe, or there are ideas of harm to self or baby,
the mother should usually be admitted to hospital, if
possible to a special mother and baby unit. If antide-
pressant or antipsychotic drugs or lithium have to be
prescribed, then breast-feeding will have to be stopped.

Prognosis Most patients recover fully from a puerperal
psychosis but a few (mostly those with a schizophrenic
psychosis) remain chronically ill. At a subsequent birth,
the recurrence rate for puerperal depressive disorder is
berween 1 in 2 and 1 in 3 (compared with 1 in 500 for
those without a previous puerperal psychosis). At least
half the women with a puerperal depressive disorder
go on to develop a depressive disorder unrelared to
childbirth.

Treatment during subsequent pregnancies Women
who have had a puerperal psychosis should be referred
to a psychiatrist and monitored closely during subse-
quent deliveries. Patients who have a history of bipolar
disorder may require lithium prophylaxis, avoiding the
first trimester and stopping soon after delivery.

Other puerperal depressive disorders

Postnatal depression of mild or moderate severity is
much more common than puerperal psychoses, ocour-
ring in 10-15 per cent of recently delivered women.
This prevalence is little different to that in the general
population of young women, Tivedness, irritability, and
anxiety are often more prominent than depressive
mood and there may be prominent phobic symptoms.

Clinical observation suggests these disorders are
caused mainly by the psychological adjustments
required after childbirth, by loss of sleep, and by the
hard work involved in the care of the baby. Some of
these women have a history of psychiatric illness and
some have experienced stressful events near the time
of onset of the disorder.

There is evidence that postnatal depression adversely
affects the mother/infant relationship and the cognitive
and emotional development of the infant. It is not clear
whether these adverse effects persist into early and
later childhood.

Early detection is important and those providing care
to the mother and baby need to be alert to the possibil-

ity of depression. Additional help with child care may
be needed, together with counselling about any marital
problems in looking after the infant. Antidepressant
drugs are prescribed if there are biclogical symptoms
of depression.

Menstrual disorders

Premenstrual syndrome
This term denotes psychological and physical symptoms
starting a few days before, and ending shortly after, the
onset of a menstrual period. The psychological symp-
toms include anxiety, irritability, and depression; the
physical symptoms include breast tenderness, abdomi-
nal discomfort, and a feeling of distension. Estimates of
the frequency of the premenstrual syndrome in the gen-
eral population vary widely from 30 to 80 per cent of
women of reproductive age, depending on the diagnos-
tic criteria used. The cause is uncertain. Psychological
factors may exacerbate distress and disability originat-
ing from physiological changes around menstruation,
Many treatments have been tried, including proges-
terone, oral contraceptives, bromocriptine, diuretics,
and psychotropic drugs. There is no convincing evi-
dence that any of these treatments are generally effec-
tive, and randomized trials indicate a high placebo
response. Psychological support and cognitive behav-
iour treatment can be helpful in enabling women to
cope with symproms and the consequences in a posi-
tive way that enables them to feel more in control of
their everyday life.

Menopause

Some menopausal women complain of physical symp-
toms of flushing, sweating, and vaginal dryness, and of
headache, dizziness, and depression. Although there is
a widespread belief that emotional problems are an
inevitable part of the menopause, it is not certain
whether psychological symptoms are more common in
menopausal women than in other women of similar
age, Depressive and anxiery-related symptoms around
the time of the menopause could be related to hormon-
al changes but this has not been proved. Alternatively,
or additionally, the symptoms could result from
changes in the woman's role as her children leave
home, her relationship with her husband alters, and
her own parents become ill or die.

Oestrogens have been used but the results have been
disappointing. Hormone replacement therapy (HRT)
should not be seen as a treatment of depressive illness
in those of menopausal age. Psychiatric disorders
around the menopause should be treated as at other
times of life.
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Eating and sleep
disorders

Disorders of eating

Eating disorders have been increasingly conspicuous in
the last 30 years. It is uncertain whether the changes in
presentation reflect a true increase. Many are still clini-
cally unrecognized and it is estimated that general prac-
titioners recognize only 12 per cent of cases of bulimia
nervosa and 45 per cent of cases of anorexia nervosa.

Anorexia nervosa and bulimia nervosa, which we
describe in this chapter, are the most clearly defined
subgroups of a wider range of eating disorders. Many
patients present with subthreshold expressions of the
two main diagnoses; others with different patterns
of symptoms. These atypical disorders are classified in
DSM-IV as ‘eating disorder not otherwise specified’
(EDMOS). Figure 12.1 shows the relationship between
these disorders.

General assessment

The assessment of eating disorders requires special
attention to the patterns of eating and beliefs about
food. More than one interview may be needed to obtain
this information and to gain the patient’s confidence,

1. A thorough history should be taken of the develop-
ment of the disorder, the present pattern of eating
and weight control, and the patient’s ideas about
body weight.

2.In the mental state examination, particular attention
should be given to depressive symptoms,

3. Whenever possible, the parents or other informants
should be interviewed.
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TABLE 121 Clinical features of anorexia nervosa

Excessive concern with sha_;;e and weight

Dstoed body mage

Putsuit of thinness with consequent low bady weight
+ didng

+ avoidance of carbohydrares

# self-induced vominng

* ERCESSIVE EXEICISE

* purging

Precccupation with food (binge eating in some panents)
Amenomhoea

Low mood

Lack of sexual mrerest

Consequences of starvation

# Emacianon

* constipation

# low blood pressure

# bradycardia

* wensitvity to cold

+ hypothermia

Consequences of vomiting and laxative abuse

+ alkaloms

® hypokalaermua

Patients eat little and show a particular avoidance of
carbohydrates. Some set daily calorie limirs (often
berween 600 and 1000 calories). Some try to increase
weight loss by sell-induced vomiting (often by purting
fingers in the throat), excessive exercise, or purging.
Patients are often preoccupied with thoughts of food:
some enjoy cooking elaborate meals for other people,
and a few steal food.

Up to half of patients describe episodes of uncontrol-
lable overeating (known as binge eating or bulimia).
During binges, the patients may eat very large amounts
of the foods they usually avoid, for example, a whole
loal of bread with copious jam and butter, After over-
cating the patient feels bloated and may induce vomit-
i, Bingies are also followed by remorse and intensified
elfionts ta lose weight,

Amcnorrhora is an important feaure, It occurs early
in the developament of the condition and in about ene
fifth of civen it precedes obvious weight loss, Some
patients ank Bor help lor aimenorrhoea rather than for
the eating: disarder,



Other symptoms, especially depression, lability of
mood, and social withdrawal, are all common. Lack of
sexual interest is usual.

Fhysical consequences include emaciation and cold, blue
extremities. Some patients have signs that are second-
ary to the low [ood intake, namely constipation, low
blood pressure, bradycardia, sensitivity to cold, and
hypothermia. Vomiting and abuse of laxatives may lead
to alkalosis and hypokalaemia and these abnormalities
may cause epilepsy or, rarely, death from cardiac
arrhythmia.

Aetiology

Anerexia nervosa appears to result from a combination
of individual genetic predisposition and social factors
that encourage dieting. Many schoolchildren and
female college students diet at one time or another
but most stop withourt difficulry. Those progressing to
anorexia are more likely to have low self-esteem and a
preoccupation with their appearance. The prevalence
of anorexia nervosa is increased in ballet students and
others strongly concerned with weight and appear-
ance. When the disorder has started, concern and over-
protection by the family and arguments about food and
meals may help to perpetuate it.

Course and prognosis

In its early stages, anorexia nervosa often runs a fluctu-
ating course with periods of partial remission. The
most useful predictor of poor outcome is a long history at
the time the patient is first seen by a doctor. The long-
term prognosis is variable;

+ one-fifth of patients make a full recovery:
+ one-fifth remain severely ill;

+ three-fifths have a chronic, fluctuating course; among
those with improved weight and menstrual function,
some continue to have abnormal eating habits, some
become overweight, and some others develop buli-
mia nervosa (see p. 165);

¢ there is a small increased morfality amongst severe cases,
both from the effects of starvation and from suicide.

Management

There is a lack of good evidence about treatment and
management, reflecting the variable severity of the dis-
order and also the difficulties in evaluating complex
interventions in an uncommen condition. This means
that current views about treatment are based mainly
on clinical experience.

Family doctors play an important part in early treat-
ment. Most patients with anorexia nervosa are very
reluctant to see a psychiatrist and much depends on

DISORDERS OF EATING

BEAI2ASSESSMENT OF EATINGIISSUES:

SOMETOPICS TO BE INCLUDED

+ What is a typical day’s eating? To what degree is
the patient attempting restraint?

¢ Is there a pattern? Does it vary? [s eating
ritualized?

» Does she avoid particular foods? And if so why?
« Does she restrict fluids?

« What is the patient’s experience of hunger or of
any urge to eat?

# Does she binge? Are these objectively large
binges? Does she feel out of control?

# Are the binges planned? How do they begin? How
do they end? How often?

Does she make herself vormit? If so how? Does she
vomit blood? Does she wash out with copious
fluids afterwards?

Does she take laxatives, diuretics. emetics,
appetite suppressants? With whart effects?

&

Does she chew and spit? Does she fast for a day to
more?

 Can she eat in front of others?

+ Does she exercise? [s this to "burn off calories™?

(Reproduced with permission from Palmer, B. (2000).
Helping People with Eating Dwsorders. A Clinical Guide to
Assessment and Treatment. John Wiley, Chicester.)

trying to establish a good relationship with the patient
and the family in primary care. A thorough history
should be taken. including the points in Boxes 12.1 and
12.2; particular attention should be given to depressive
symptoms.

In the physical examination particular attention should
be paid to the distribution of body hair {normal in
anorexia nervosa, abnormal in pituitary failure—see
below), the degree of emaciation. signs of vitamin defi-
ciency, and the state of the peripheral circulation. A
search should also be made for evidence of any other
wasting disease, such as malabsorption, endocrine dis-
order, or cancer. Electrolytes should be measured if
there is any possibility that the patient has been induc-
ing vomiting or abusing purgatives, because of the risk
of potassium depletion.

Starting treatment
If weight loss is severe, or weight is decreasing rapidly,
specialist help should be obtained urgently, otherwise
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BOX 12.2 ASSESSMENT OF

PSYCHOLOGICAL ISSUES: SOME TOPICS
TO BE INCLUDED

+ What does the patient feel about her dodv and
her weight?

¢ If she is restraining her eating. what & her
motvaton?

+ Does she feel fat? Does she distive Rer Dok I s,
in what way?

+ Does she have a distorted body image? If 20, in
what way?

+ What does she feel would happen if she did not
control her weight or eatng?

¢ Does she fear loss of conmo!? Is she able 10 say
what she means by this?

+ Does she feel guilt or seli~disgus:? If so. what
leads her to feel this?

+ Does anything about her disorder lead her to feel
good?

+ If she binges, what are her feelings before,
during, and after bingeing?

¢« What has she told others abour her eating
disorder—if anything?

+ How does she think about her dizorder? What
does she make of ir?

| (Reproduced with permission from Palmer. B. (2000).
| Helping People with Eating Dhsorders. A Chimical Guide 1o
Assessment and Treatment. John Wiley, Chicester,)

LLERRFFS Starting the treatment of anorexia nervosa

Aggesy

+ Thne severity of the condition (ses text}
& The presence of depressive diarder

+ Family prablemns

If there is evidence of severe weght loss or severe emotional
pronlems, refer to a pspchiatnst, othenwise proceed 1o

» Tgke pme 1o establsh working relavonships with the patient
and family

» Cove advice about healthy eating, and the hazards of extireme
deting

# Agree an gcceptable and realistic targer for weight gain, and a
plan for achieving this

s Treat depressive disorder if present
+ Help with personal and family problems
+ Arrange regular followe-up, includimg monitoning of eanng

treatment can be initiated by the primary care physi-
vian (Table 12.2). Success largely depends on making a
good relationship with the patient, and gaining her col-
latoration. The patient and family should be told the
natuee of the disorder, the hazards of extreme dieting,
and the nature and purpose of the proposed treatment.
It should be made clear that the maintenance of ade-
quate weight is an essential first priority. It is important
w negotiate a reasonable dietary plan with the patient
and to set this out clearly, together with a medically
dcceptable, but not overambitious, target weight. At
the same time, help should be offered with any psycho-
legical problems. Simple supportive measures are usu-
ally enough to increase the patient's sense of personal
effectiveness. When there are serious family problems
that seem to be maintaining the disorder, family inter-
views may be helpful,

Specialist treatment

Most patients referred to a specialist will be treated as
outpatients in a similar way. Rarely, the patient's weight
loss is so severe as to pose an immediate threat to life.
If such a patient cannot be persuaded to enter hospital
{or remain there), compulsory powers have to be used.
Admission to hospital may be needed if:

+ the patient’s weight is dangerously low (less than
65 per cent of standard weight);

+ weight loss is rapid;
+ there is severe depression;
+ putpatient care has failed.

In hospital there should be an understanding that
the patient will stay until an agreed target weight has
been reached. Usually, this target has to be a compro-
mise berween the ideal weight (from height and weight
tables) and the patient's idea of what her weight should
be. The plan should be understood clearly by all those
treating the patient. A balanced daily diet of at least
3000 calories is provided as three to four meals a day.
Eating is supervised by a nurse. who has three impor-
tant roles:

1. To reassure the patient that she can eat without the
risk of losing control over her weight.

2. To be firm about the agreed targets.

3. to ensure that the patient does not induce vomiting
or take purgatives.

It is reasonable to aim for a weight gain of between
0.5 and 1 kg each week. There is a satisfactory weight
gain in hospital in about four patients out of five; the
treatment of the others is very difficult and requires
further long-term efforts o establish a relationship



with the patient that will help her to begin to eat more
and also be a basis for trying to solve other personal
and social difficulties.

Treatment in hospital usually lasts between 2 and
3 months. Patients often demand to leave hospital before
their treatment is finished, but with patience the staff
can usually persuade them to stay. If they do leave, con-
tact should be continued as an outpatient or in primary
care. Compulsory treatment should only be considered
il there is life-threatening weight loss.

Bulimia nervosa

The term bulimia refers to episodes of uncontrolled
excessive eating, sometimes called binges. The clini-
cal features are summarized in Table 12.3. As men-
tioned above, the symptom of bulimia cccurs in some
cases of anorexia nervosa, but it also occurs without
preceding anorexia nervosa in a syndrome known
as bulimia nervosa. DSM-IV criteria require three
features:

1. Recurrent episodes of binge eating, characterized by
eating a large amount of food and by a sense of lack
of control over eating.

2. Recurrent inappropriate behaviour to prevent weight
gain, such as self-induced vomiting, misuse of laxa-
tives, enema, or medication, [asring, or excessive
exercise.

3. Symptoms do not occur exclusively during episodes
of anorexia nervosa,

LGEIPREY Clinical features of bulimia nervosa

Excessve concern with shape and weight

Binge eaung

Behawnours to prevent waight gain

# dietary restraing

# sell-induced vomiting
* ENCESSIVE BXETCISe

* puiging

Marmal body weight

Consequences of potatsium deplenon

% weakness

* cardiac arrythmia

+ renal impairment

Oither consequences of repeated vormiting
# swollen parotid glands
+ pitced teeth

DISORDERS OF EATING

The balance between binge eating and behaviours to
prevent weight gain is such that patients are usually of
normal weight. Most patients are female and they have
normal menses. Like patients with anorexia nervosa,
patients with bulimia nervosa are excessively con-
cerned with their shape and weight. Unlike patients
with anorexia nervosa most bulimic patients accept the
need for treatment.

It is this extreme lack of control over eating that dis-
tinguishes bulimia nervosa from anorexia nervosa. The
episades of bulimia may be precipitated by stressful
events or by the breaking of selfFimposed dietary rules,
or they may be planned. During the episodes, enor-
mous amounts of food are consumed: for example, a
loaf of bread, a whole pot of jam, a cake, and biscuits.
This voracious eating takes place alone. At first it brings
a pleasurable relief from the urge to eat and other
kinds of tension, but relief is soon followed by guilt and
disgust. The patient induces vomiting, at first often by
putting fingers in the throat. but later by an effort of
will. There may be many episodes of bulimia and vom-
iting each day.

Depressive symptoms are common. Usually, they are
secondary to the eating disorder, but a few patients
have an associated depressive disorder,

Physical consequences

Repeated vomiring leads to several complications.
Potassium depletion is particularly serious. resulting
in weakness. cardiac archythmia, and renal damage.
Urinary infections, tetany, and epileptic fits may oceur.
The teeth may be pitted by the repeated vomiting of acid
gastric contents, and the parotid glands may become
swollen,

Epidemiology
The prevalence of bulimia nervosa is between 1 and
2 per cent in women aged 15-40 years. It is more fre-
quent in developed countries. The rapid increase in
presenting cases suggests there has been a real increase
in recent years, especially in young women between
the ages of 15 and 24. However. it remains uncertain
whether all or most of this increase could be due to an
increased awareness of the disorder.

Prognosis is uncertain since there have been no long-
term studies. Many patients continue with abnormal eat-
ing habits for many years, although the severity varies.

Aetiology

Unlike anorexia nervosa, genetic factors do not seem to
be important, although low self-esteem and perfection-
ism are predisposing factors. Two important types of
risk factor are those that increase the likelihood of diet-
ing and those for psychiatric disorder in general.
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Treatment

The eatment of choice is cognitive behaviour therapy
designed to reduce dietary restraint and increase control
over eating and vomiting. This treatment results in a full
and lasting recovery in berween onehalf and two-thinds
of patients. Patients keep records of their food intake
and episodes of vomiting, and attempt to identify and
avoid any emotional changes that regularly provoke
episodes of bulimia. There is also evidence that a form of
short-term psychotherapy—interpersonal therapy—is
equally effective although slower to act.

Since specialized treatment is demanding and not
widely available, there has been increasing interest in
simpler and briefer forms of treatment for use in pri-
mary care. Cognitive behaviour self-help programmes
appear to be effective, especially when accompanied
by support and encouragement from a non-specialist
(guided self-help). These programmes include educa-
tional material that aims to correct misconceptions
abour eating and weight control, self-monitoring of eat-
ing habits so that patients can characterize their prob-
lems, behavioural measures to help regain control over
eating. and simple cognitive procedures to improve the
ability to solve problems and o reduce concerns about
shape and weight. Whilst there is no doubt that psy-
chological treatments are more effective than drug
therapy, antidepressant treatment may be useful where
skilled therapists are not available, as an additional
therapy for depressive symptoms, and where psycho-
logical rreatment has failed.

Management

The assessment of bulimia nervosa is similar to that
described for anorexia nervosa, but is usually easier
because the pauent recognizes the need for treatment.
The mental state is examined for an associated depres-
sive disorder needing treatment with antidepressant
drugs. The patient’s physical state should be assessed.
Less severe problems can be treated in primary care
{Table 12.4).

Only those patients who fail to benefit from these
interventions need (o be referred for specialist psycho-
logical treatment. Oprions for those who fail to respond
to standard treatments include adding a specific sero-
tonin reuptake inhibitor (S5R1) or changing to a differ-
ent form of psychotherapy.

Obesity

Obesity is a medical condition characterized by excess
body fat. It is diagnosed when the body mass index or
BMI {weight in kilograms « height in m?) exceeds 30,

LLUERERY Key elements of management in primary
care

+ Reassure that the disorder is commaon and that treatment is
available

* Astess mooad

+ Dhary kéeping to mmta{.ea:ing patterns and bulimic
behaviour

+ Advice about regular small meals, together with reassurance
that this wall not resulcin weight gain

+ Techniques 1o avoed bingeing. eg. eating in company, reducing
the amount of food kept at home, distraction

+ Supgestions of eif-help manuals and sell-help groups

Almost 20 per cent of adults in the UK meet this criteria
and the figure is rising. Obesity is associated with
increased mortality and severe obesity with a much
greater risk. It is a chronic. lifelong problem. Obese
children and adolescents are unlikely to grow out of
obesity unless treated.

Most obesity is attributable to genetic factors exacer-
bated by social factors that encourage overeating.
Psychological causes do not seem to be of great impor
tance in most cases. There is little evidence of differ-
ences in psychopathology as compared with non-obese
people, although a minority of people have major dis-
tertions of body image.

Treatment

It is important to recognize children who are over
weight and give advice to them and their families:
behavioural methods are often helpful.

Most mildly obese people need nothing more than
advice about diet. Others, and the moderately obese,
require more help. However, as many of these obese
people do not eat more than other people, and of those
who do. few have obvious psychological causes. it is not
surprising that the long-term results of treatment are
disappointing.

Treatment should aim to achieve realistic goals
rather than target weights that are unlikely to be
achieved and maintained. The main approaches are:

1. Diet programmes that encourage long-term changes
in ¢ating and increased activity.

2. Weight groups, whether supervised or self-help. pro-
duce short-term benefit but usually do not improve
long-term results.

3. The role of the newer appetite-suppressing drugs is
still unclear although they may be of use as a part of
specialist treatment.



4. Behavioural methods designed to change eating

habits have short-term benefits but their long-term
value in uncertain.

5 Where obesity is severe, advice should be obtained
from a physician with specialist experience.

6. Surgical treatment (usually gastric restriction) is
probably indicated for very severe obesity (BMI > 40).

Sleep disorders

Table 12.5 lists the main types of sleep disorder; the
commonest are described in this section,

Insomnia

Insomnia is complained of by between 10 and 30 per
cent of the adult populaton. People vary in the amount
of sleep they need, and many of those who complain of
insomnia may be having as much sleep as others who do
not complain and as much as they require physiclogical-
ly. Some take 'catnaps’ in the day, ofien through bore-
dom, and still expect to sleep as long at night. In some.
insomnia is secondary to other disorders (Table 12.5):

& painful physical conditions:
= depressive disorder;
+ anxiety disorder;

« dementia;

{TABLENZ'S

Classification of sleep disorders

Insomnia

+ Relared to a physical condition

¢ Associated with a mental disorder
¢ Associated with caffesne or alcohol
+ Primary insomnia

Hypersomnia

& Narcolepsy

¢ Hypersamnia related to a physical condition and medication
{includes sleep apnoea, neurclogy)

+ Prirnary idiopathic hypersomnia

Sleep-wake schedule disorder

T

Parasomnia

+ Mightmares
+ Mighr terrors

* Sleepwalking

SLEEP DISORDERS

+ excessive use of alcohol, caffeine, or tobacco (sleep
may be disturbed for several weeks after stopping
heavy drinking of alcohol).

In about 15 per cent of cases of insomnia, no cause
can be found (primary insomnia),

Assessment

The diagnesis of insomnia is usually based on the
account given by the patient. Occasionally, electro-
encephalograph [EEG) and other physiological record-
ings cither in a sleep laboratory or at home are helpful
when there is continuing doubt about the extent and
nature of the insomnia. These observations often show
that, despite the patient's complaint, sleeping time is
within the normal range.

Treatment

When insomnia is caused by a psychiatric or physical
condition. the latter should be treated. When no such
cause can be found it is useful to reassure the patient
and emphasize the effectiveness of simple measures
{sleep hygiene):

& encourage regular habits and exercise;

e discourage overindulgence in tobacco, caffeine, and
alcohol (especially before sleep);

+ ensure a comfortable bed and quiet, dark bedroom;

& gncourage a regular pattern of going to bed:

-

avoid daytime sleep;

provide advice on relaxation techniques for use if the
patient awakes at night,

Although a hypnotic may be prescribed for a few
nights at times of acute stress, demands for prolonged
medication should be resisted. The withdrawal of
hypnotics can lead to insomnia as distressing as the
original sleep disturbance. and continued use of
hypnotics can impair performance during the day and
lead to dependency.

Hypersomnias

MNarcolepsy

This rare disorder usually begins between the ages of
10 and 20 years. Patients are extremely drowsy and
have episodes of daytime sleep lasting about 15 min-
utes. Most patients have sudden temporary episodes of
loss of muscle tone with paralysis (cataplexy), and a
quarter experience episodes of paralysis on waking
from sleep (sleep paralysis), and hypnagogic hallucina-
tions. Some patients have secondary emotional and
social difficulties, which may be increased by other
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people’s lack of understanding. Almost all cases of peo-
ple with narcolepsy have the HLA type DR2 (compared
with about a quarter of the general population), but it
is not known how this relates to the cause of the
condition.

There is no effective treatment. Patients should be
referred to a specialist and encouraged to follow a regu-
lar routine with planned short periods of sleep during
the day.

Idiopathic hypersomnia

Patients complain that they are unable to wake com-
pletely untl several hours after getting up. During this
time they feel confused and may be disorientated. They
usually report prolonged and deep night-time sleep.
The cause of the condition is unknown. Many patients
respond to small doses of stimulant drugs. Specialist
advice should be obtained.

Sleep apnoea

In this condition, daytime drowsiness occurs in
association with excessive snoring and disturbed res-
piration at night, usually associated with upper air-
ways obstruction. The typical patient is a middle-
aged, overweight man. Treatment consists of reliev-
ing the cause of the respiratory obstruction or
the obesiry. If this is not successful, continuous posi-

tive pressure ventilation using a face mask may be
needed.

Sleep-wake schedule disorder

It is well known that short-lived fatigue and transient
difficulty in sleeping accompany the changes in bodily
rhythms that occur after travel across rime zones or
changes in shift work, Repeated changes from day to
night work may lead to persistent poor sleep, fatigue,
and impaired concentration. Management consists of
encouragement of greater organization of timetables
and sleeping patterns. There is a role for melatonin in
selected cases.

Parasomnias

Parasomnias are disturbances of behaviour occurring
during sleep. These are: nightmares, night terrors, and
sleepwalking. Since all are mainly problems of child-
hood they are discussed in Chapter 20.

Further Reading

Palmer, B. (2000). Helping people with eating disorders. A
clinical guide to assessment and treatment. John Wiley,
Chichester.

An authoritative practical guide to management.



CHAPTER 13

Suicide and deliberate
self-harm

Many patients deliberately take drug overdoses or harm
themselves in other ways. Some die (suicide); others
Suicide and suicidal risk 170 survive (attempted suicide, parasuicide, or deliberate
Deliberate self-harm 176 self-harm). The charvacteristics of those who kill them-
selves and those who harm themselves are rather dif-
ferent, although they overlap. The main clinical issues
are the assessment of suicide risk and the management
of deliberate self-harm.

Suicide accounts for about 1 per cent of deaths. It is
rare among children and uncommeon in adolescents.
Rates increase with age and are higher in men than in
women. There are two sets of interacting causes: social
factors, especially social isolation, and medical factors.
among which depressive disorder, alcoholism, and
abnormal personality are particularly important. The
assessrent of suicide risk depends on evaluating:

¢ the presence of suicidal ideas:
¢ the presence of psychiatric disorder;

+ factors known to be associated with increased risk of
suicide.

Referral to a psychiatrist is usually appropriate when
the suicidal intentions are strong. associated psy-
chiatric illness is severe, and the person lacks social
support. If the risk does not seem to require hospital
admission. management depends on ensuring good
support, telling the patient how to obtain help quickly
if needed, and ensuring that all those who need o
know are informed.

Deliberate selfharm is usually by drug over
dose, but may be by self-injury, lacerations, and more



170

13 SUICIDE AND DELIBERATE SELF-HARM

dangerous methods such as jumping from a height.
shooting, drowning. Deliberate selfharm is commonest
among younger people but has been increasing in
recent years in people of all ages, Predisposing factors
include childhood difficulties, adverse social circum-
stances, and poor health. Precipitating factors include
stressful life events, such as quarrels with spouses or
others in close relationships. Only a minority have a psy-
chiatric disorder. The motives are complex and often
uncertain. Frequently there is no particular wish to die,

Up to a quarter of people who harm themselves do so
again in the following year and the risk of suicide
during the year is about 1-2 per cent, a hundred times
the risk in the general population.

Assessment must include:

+ the risk of suicide;
+ the risk of further deliberate self-harm:
+ current medical and social problems.

Those with severe psychiatric disorder require admis-
sion and others need continuing help from a psychi-
atric outpatient clinic, general practitioner, or other
therapist. About a quarter require no special treaument.

Suicide and suicidal risk

Most completed suicides are planned and precautions
against discovery are often taken. About one in six
leaves a suicide note. Some notes are pleas for forgive-
ness. Other notes are accusing or vindictive, drawing

attention to failings in relatives or friends. In most
cases, some warning of intention is given to relatives or
friends. or to doctors. There is a history of deliberate
self-harm in between one-third and one-half of com-
pleted suicides.

It is important to understand the epidemiology and
causes of suicide for several clinical reasons:

1. As a basis for assessing suicidal risk.

2.To help the relatives and others in the aftermath of
suicide.
3. As a guide to suicide prevention.

Epidemiology
In the UK the suicide rate has decreased over recent
years (Fig. 13.1) and is about 10 per 100 000 per year
{which is in the lower range of rates reported for
Western countries). Suicide accounts for about 1 per
cent of all deaths. However, official suicide staristics
almost certainly underestimate the numbers of actual
suicides because uncertain cases are not counted.
Suicide rates are highest in older people, in men, and
those who are divorced or unmarried. In most coun-
tries, drug overdoses (especially analgesics and anti-
depressants) account for about two-thirds of suicides
among women and about one-third of those among
men. The remaining deaths are by a variety of physical
means: hanging, shooting, wounding; drowning, jump-
ing from high places. and falling in front of moving
vehicles or trains.
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Fig 13.1 The suicide rate for all ages in England and Wales, 1560-97. {Reproduced with permassion from MeClure, G M. G, (2000). Changes
in surciche in England and Wales 1960-1997. Bntish Jouenal of Pyychuatry 176, 64-17)




Causes of suicide

The large international, regional, and remporal varia-
tions in the prevalence of suicide reflect the impor-
tance of social causes. These causes interact with
individual psychiatric and medical factors (Table 13.1).
Psychiatric disorder is an important cause of suicide; in
contrast it is less important in deliberate self-harm
(Table 13.2).

Social causes

Social isolation Compared with the general popula-
tion, people who have died by suicide are more likely
to have been divorced. unemployed. or to be living
alone. Social isolation is a common factor among these
associations.

Stressful events Suicide is often precipitated by stress-
ful events, including bereavement and other losses,

WEEESRERE Causes of suicide

Social

+ Old ape

* Living ak‘:m-e

& Lack of family and other SUpport
* Stressful events =
& Publicity about sucides

Medical

& Depresaive deorder

¢ Alcohol abuse

¢ Drug abuse

¢ Schizophrenia
# Personality dsorder

¢ Chronic painful physical illness and epilepsy

Comparison of those who die by suicide
and of those who harm themselves

Suicide Deliberate self-harm
Age Oider Younger
Sox Mare often male Maore often female
Psychiatne disorder Common, severe Less common, less

severe

Phiysical illness "Cnmn.mn Uncommon
Plann;;-;s Careful Impulsive
Method : Lethal . l.es-x; dangerous

SUICIDE AND SUICIDAL RISK

Social factors influencing the method Social Factors
also influence the means chosen for suicide. A case that
has artracted attention in a community or received
wide publicity in newspapers or on television may be
followed by others using the same method.

Psychiatric and medical causes

Many of the people who die from suicide have some
form of psychiatric disorder at the time of death, most
often a depressive illness or alcohol dependence, Some
have chronic. painful physical illness.

Depressive disorder The rate of suicide is increased in
patients with depressive disorder, with a lifetime risk of
about 15 per cent in severe cases. Depressed patients
who commit suicide differ from other depressed patients
in being older, more often single, separated, or widewed and
having made more previous suicide attempts.

Alcohol abuse also carries a high risk of suicide. The
risk is particularly great among: (i) older men with
a long history of drinking. a current depressive dis-
order, and previous deliberate self-harm; and (ii) people
whose drinking has caused physical complications,
marital problems, difficulties at work, or arrests for
drunkenness offences.

Drug abuse also carries an increased risk of suicide.

Schizophrenia has a high risk of suicide, with a lifetime
risk of about 10 per cent. The risk is particularly great in
younger patients who have retained insight into the seri-
ous effect that the illness is likely to have on their lives,

Personality disorder is detected in a third to a half of
people who die by suicide. Personality disorder is often
associated with other factors that increase the risk of
suicide, namely, abuse of alcohol or drugs and social
isolation.

Chronic physical illness is associated with suicide,
especially among the elderly.

Causes among special groups

Rational suicide Suicide is sometimes the ranonal act
of a mentally healthy person. However, even if the
decision appears to have been reached rationally, given
more time and more information the person may have
changed his intentions. For example, a person with can-
cer may change a decision to take his life when he learns
that there is treatment to relieve pain. Doctors should
try to bring about this change of mind, but some ration-
al suicides will take place despite the best treatment.

Physician-assisted suicide has been an increasingly
prominent matier of public and medical concern. It
raises several important ethical and legal issues:
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ALIERERY Clinical issues in physician-assisted suicide

+ Need to discuss medical other and oppormun:ies (o mamimize pan
and sufierng

* Importance of understanding the patient’s and family's views
on death

+ Importance of treating depression as a cause of the wish to die

* Meed Lo assess the patients competence and/for review any
advance direciive

+ Need 1o provide high quality care and support to the patient
and family

* Awareness of pressure on the patent from athers, for instance
those who may benefit hrancially

1. A conilict between the duty to help the patient and
the duty to not do harm.

2. The competence of the patient to decide,

3. The differences between actively promoting death,
withholding treatment that might prolong life,
and the use of medication that as a side effect may
shorten life.

Table 13.3 lists some of the clinical issues that may
need to be considered. which may need to be discussed
with the patient and family,

Children and young adolescents As noted above, sui-
cide is rare among children and uncommen in adoles-
cents. although rates in older adolescents have
increased recently. In adolescence, suicide is associated
with broken homes. social isolation. and depression,
and alse with impetuous behaviour and violence.

Doctors The suicide rate among doctors is greater than
that in the general population. The reason is uncertain
although several factors have been suggested, such as
the ready availability of drugs, increased rates of addic-
tion to alcohol and drugs. the extra stresses of work,
reluctance to seek treatment for depressive disorders,
and the selection into the medical profession of predis-
posed personalities,

Suicide pacts In a suicide pact. two people. usually in a
close relationship in which one is dominant and the
other is passive, agree that at the same time each will
die by suicide. These pacts are uncommon and have to
be distinguished from murder followed by suicide
loccurring sometimes when the murderer has a severe
depressive disorder). When one person survives, a sui-
cide pact has 1o be distinguished from the aiding of sui-
cide by a person who did not intend to die and also
from an artempt to disguise murder.

Assessment of suicide risk

Every doctor will encounter at some time patients who
express suicidal intentions and must be able to assess
the risk of suicide (Table 13.4). This assessment
Tequires;

# the evaluation of suicidal intentions:

¢ assessment of any previous act of deliberate self-
harm (see p. 179):

+ the detection of psychiatric disorder:

+ assessment of other factors associated with an
increased risk of suicide;

¢ assessment of factors associated with a reduced risk
or suicide;

+ in some cases, the assessment of associated homici-
dal ideas.

Evaluation of intentions Some people fear that asking
about suicidal intentions will make suicide more likely.
It does not, provided that the enquiries are made sym-
pathetically. Indeed, a person who has thought of
suicide will feel ofien better understood when the
interviewer raises the issue. and this feeling may
reduce the risk. The interviewer can begin by asking
whether the patient has thought that life is not worth
living. This question can lead 1o more direct ones about
thoughts of suicide, specific plans, and preparatory acts
such as saving tablets. Box 13.1 shows a useful standard
instrument—the Beck suicide intent scale—which
combines these and other informative questions.

When suicidal intentions are revealed they should be
taken seriously. There is no truth in the idea that people who
talk of suicide do not enact it; on the contrary, two-thirds of
people dying by suicide have told someone of their
intentions. A few people speak so repeatedly of suicide

Risk factors for suicide

Intengion Evidence of intent to die
Psyehiatne Depression
Schizophreria

Personality disorder
Alcohol and drug dependence

Social and demopraphic Chlder age

Severe social and interpersonal
SLrES50s

Isolation

Chronic painful liness and
epilepsy

Miednzal
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BOX 13.1 BECK SUICIDE INTENT SGCATETN
Circumstances related to suicidal attempt

1. Isolation
0 Somebody present
1 Somebody nearby or in contact (as by phone)
2 No one nearby or in contact
2. Timing
0 Timed so that intervention is probable
1 Timed so that intervention is not likely
2 Timed so that intervention is highly unlikely
3. Percautions against discovery andfor intervention
0 Mo precautions

1 Passive precautions such as avoiding others but doing nothing to prevent their intervention (alone in a
room with unlocked door)

2 Active precautions such as locked door
4. Acting to gain help duringfafter attempt
0 Motified potential helper regarding the attempt
1 Contacted but did not specifically notify helper regarding the attempt
2 Did not contact or notify potential helper
5. Final acts in anticipation of death
0 MNone
1 Partial preparation or ideation
2 Definite plans made (changes in will, giving of gifts, taking out insurance)
6. Degree of planning for suicide attempt
0 No preparation

1 Minimal preparation
2 Extensive preparation
7. Suicide note
0 Absence of note
1 Mote written but torn up
2 Presence of note
8. Overt communication of intent before act
0 MNone
1 Equivecal communication
2 Unequivocal communication
9. Purpose of attempt
0 Mainly to change environment
1 Components of ‘0" and ‘2

2 Mainly to remove self from environment _J
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BOX 13.1 BECK SUICIDE INTENT SCALE (continued)
Self-report
10. Expectations regarding fatality of ac
0 Padent thought that death was unlikely
1 Padent thought that death was possible but not probable

2 Paden: thought that death was probable or certain
11. Concepdon of method’s lechaliny
0 Pattent did less to himsel than he thought would be lethal
1 Patient was not sure. or did what he thought might be lethal
2 Ac equalled or excesded patent's concept of its medical lethality
12. "Seripusness of attempt
C Fadent did not consider act 1o be a serious attempt 1o end his life
1 Patent was uncertain whether act was a serious attempt to end his life
2 Paden: considered 2ot 10 be a serious attempt to end his life
13, Ambivalance rowards lvin
0 Paden: dig oot want to die
1 Patlent did not care whether he lived or died
2 Padent wanted 1o die

14, Concepdon of reversibili

"U

0 Faden: thought that death would be unlikely if he received medical attention

1 Fatent was uncemain whether death could be averted by medical attention

2 Padent was certain of death even if he received medical attention

L

. Degree of premeditadon

None: Impalsive

Suidde contemplated for 3 hours or less prior 1o attempt

2 Suicide conremplated for more than 3 hours prior to anempt

fepdzmied with permission from Beck. A T el ol (19%4). The Predution of Sulcde. Charles Press, Maryland.)

ant should be inerviewed, Depressive disorder is highly
important especially when there is severe mood
change with hopelessness, insomnia, anorexia, weight
loss, or delusions. [ is important to remember that sui-
cide may occur during recovery from a depressive dis-
order in patients who, when more severely depressed.
haed theught of the act but lacked the initiative to carry
it cul. Schizaphiveni, persennlity disorder, and alcohol and
alrug dependhence also cary an inereased risk of suicide.

e Loy

Previous de].lb-erate selfharm of any kind is an indica-

o imcreased rish of suicide. Certain
-narm are particularly impor
tRezg are summarized on

f}e o ofpr.chjﬂtﬁc disorder is an important part Assessiment ol socil aod medical general factors
= ) ci IF possible an inforne associated with increased suicide risk These fac-

of the assessrment of suicde msi I T



Factors predicting suicide after deliberate
self-harm

Evidence of senous intent (see
p 179)

Continuing wish 1o die

Ewidence of intent

Previous aces of deliberate
self-harm

Depressive disorder
Aleaholism or drug abuse
Antsocial personality disorder

Paychiatric disorder

social and demographic Socal isolation
Unemployment
Older age group

Male sex

tors have been described above and summarized in
Table 13.4 and include old age, loneliness, severe and
intractable current life problems, and chronic painful
illness or epilepsy.

Factors that may reduce suicide risk These include
the availability of good support from the family and
others to assist with social, practical, and emotional
difficultics.

Homicidal ideas in suicidal patients A few severely
depressed suicidal patients have homicidal ideas; for
example, the idea that it would be an act of mercy to
kill the spouse or a child. in order to spare that person
intolerable suffering. IF present, such ideas should be
taken extremely seriously since they may be carried
into practice. It is especially important to be aware of
these dangers when assessing a mother of small
children.

Management of a patient at risk of suicide

The risk of suicide should be considered in any patient
who is depressed or whose behaviour or talk gives any
suggestion of the possibility of self-harm. In hospital,
inpatient, or emergency departments, evidence of sui-
cidal intent should normally lead to obtaining adwvice
from a specialist. However, other medical staff need to
be aware of the general principles of assessment, espe-
cially with patients who are reluctant o stay and who
are medically fit. Table 13.6 summarizes the reasons for
referral.

An exception to the general principle of admission
when risk is judged to be high may be made when the
patient lives with reliable relatives, who wish to care
for the patient, understand their responsibilities, and

SUICIDE AND SUICIDAL RISK

LIRS Risk factors usually leading to the referral,
in primary care, to a psychiatrist of patients at risk of
suicide

+ When suicidal ntentions are chearly expressed

# Any change of presencation in a patient who has repeatedly
self-harmed

* 'When associated psychiarng illness s severe

# The person lacks social support

are able to fulfil them. In these circumstances, a psy-
chiatric opinion is very often useful, If hospital treat-
ment is essential but the patient refuses it. compulsory
admission will be necessary.

A number of patients remain at lomg-term swicidal risk
despite specialist assessment that there are no indica-
tions that hospital treatment would be of benefit. An
example would be a patient with longstanding prob-
lems who has had intensive psychiatric and social help
without benefit. and for whom it is evident that further
hospital admission would do nothing to help with the
long-term problems in everyday life. Such a decision
requires a particularly thorough knowledge of the
patient and his problems and should generally be
made by a psychiatrist in conjunction with the general
practitioner.

The four main principles of treatment are as follow.

1. Prevention of harm. The obvious first requirement
is to prevent the patient from selfharm by prevent-
ing access to methods of harm and appropriately
close observation. Most patients at serious suicidal
risk require admission to hospital. The first require-
ment 5 the safety of the patient. To achieve this
requires an adequate number of vigilant nursing
staff, an agreed assessment of the level of risk. and
good communication between staff. 1f the risk is very
great, nursing may need to be continuous so that the
patient is never alone. If outpatient treatment is chosen
the patient and relatives should be told how to
abtain help quickly if the strength of suicidal ideas
increases, for example an emergency telephone
number. Frustrated attempts to find help can make
suicide more likely.

2. Treatment of any associated mental illness should
be initiated without delay.

3. Reviving hope. However determined the patient is
to die, there is usually some remaining wish to live,
These positive feelings can be encouraged and the
patient helped towards a more positive view of the
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future. One way to begin this process is to show con-
cern for the problems.

4. Problem solving. Initially overwhelming problems
can usually be improved if they are dealt with one by
one.

Help after a suicide

When a person has died by suicide, help is required by
the surviving relatives and friends who may need to
deal with feelings of loss, guilt. or anger. They should
have a full explanation of the nature and reasons for
medical and other actions to assess the suicidal risk, 1o
treal the causes, and prevent harm. They should also
have an opportunity to discuss their own feelings,
including guilt that if they had behaved differently the
suicide could have been prevented. Those most directly
involved in the previous care of the dead person should
offer to meer the relatives as soon after the suicide as
possible and to meet again at a later stage if the family
and friends believe it would be helpful, The relatives’
distress may be considerable and may be expressed
indirectly in complaints about medical care, Some rela-
tives suffer from longstanding psychiatric or other
problems that deserve treatment in their own right.

The doctor should also support other professional
staff who had been closely involved with the patient,
After suicide, the case should be reviewed carefully to
determine whether useful lessons can be learnt about
future clinical practice. This review should not be con-
ducted as a search for a person at faul; some patients
die by suicide however carefully the correct procedures
have been followed.

Suicide prevention

There are three main approaches to prevention: early
recognition and help for those at risk and the
modification of predisposing social factors,

1. Identifying high-risk patients. Many people who
commit suicide have contacted their doctors shortly
beforehand, and many of these have a psychiatric
disorder or alcohol dependence. Doctors can identify
at least some of these patients as being at high risk.
and offer help.

2, Supporting those at risk. This is mainly the respon-
sibility of pteh rimary care and social agencies.
Organizations such as the Samaritans give emer-
gency 24-hour support to people who feel lonely and
hopeless and express suicidal ideas. but it has not
been shown convincingly that this support reduces
suicide.

3.In addition it is possible that there are opportunities
for the modification of predisposing social factors:

+ Reducing the means of suicide may help reduce suicide
(e.g. providing safety rails at high places, prescrib-
ing cautiously). However, people determined on
suicide can find other means, such as overdoses of
non-prescribed drugs,

¢ Education might be provided for teenagers about
the dangers of drug overdosage and about ways of
coping with emotional problems. However, there
is little evidence that such education is effective.

¢ Public health or social and economic policy. Isolation and
other social factors that increase the risk of suicide
cannot be modified by the medical profession,
they require public policy decisions.

Deliberate self-harm

Deliberate self-harm is not usually failed suicide. Only
about a quarter of those who have deliberately harmed
themselves say they wished to die; most say the act was
impulsive rather than premeditated (Fig. 13.2). The rest
find it difficult to explain the reasons or say that:

+ they were secking unconsciousndss as a temporary
escape or relief from their problems:

+ they were trying to influence another person to change
their behaviour |e.g. to make a partner feel guilty for
threatening to end the relationship):

¢ that they are uncertain whether or not they intended
to die—they were ‘leaving it to fate’;

¢ they were trying to get help.

Epidemiology

Deliberate self-harm is common and rates have risen
progressively over the last 30 years. It now accounts for
about 10 per cent of acute medical admissions in the
UK. A further smaller number are seen by general
practitioners but are not sent to hospital because the
medical risks are low, or they attend emergency depart-
ments but are not admitted,

Epidemiological studies have identified the kind of
people who are more likely to harm themselves and
the methods that are commonly used. Deliberate self-
harm is more commen among four main groups:

1. Younger adulis (Fig. 13.3): the rates decline sharply
during adult life. (They are also very low in children
under the age of 12 years.)

2. Young women, particularly those aged 15-20 years.
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3. People of low socioeconomic status.

4. Divorced individuals, teenage wives, and younger single
adults.

Methods of deliberate self-harm

Drug overdosage In the UK, about 90 per cent of the
cases of deliberate self-harm treated by general hospi-
tals are by a drug overdose. The drugs taken most com-
monly in overdose are anxiolytics, non-opiate analgesics,
such as salicylates and paracetamel, and antidepressants.
Paracetamo] is particularly dangerous because it dam-
ages the liver and may lead to delayed death, some-
times in patients who had not taken the drugs with the
intention of dying. Antidepressants are taken in about
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a fifth of cases: of these drugs, tricyclics are particularly
hazardous in overdosage since they may cause cardiac
arrhythmias or convulsions. Despite these and other
dangers, most deliberate drug overdoses do not present
a serious threat to life.

Use of alcohol About half the men and a quarter of the
women who harm themselves have taken alcohol in
the & hours before the act. This often precipitates the
act by reducing self-restraint. Its effects interact with
those of the drugs.

Self-injury In the UK, between 5 and 15 per cent of all
cases of deliberate self-harm treated in general hospi-
tals are self-inflicted injuries. Most of these injuries
are lacerations, usually of the forearm or wrists. Most
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patents who cut themselves are young. have low self:
esteem. impulsive or aggressive behaviour. unstable
moods. difficulties in interpersonal relationships, and
often problems of alcohol or drug abuse. Usually, the
self-laceration follows a period of increasing tension
and irritability, which is relieved by the self-injury. The
cuts are usually multiple and superficial, often made
with a razor blade or a piece of glass, Less frequent and
medically more serious forms of selfinjury include
more serious lacerations. jumping from heights or in
front of a moving train or motor vehicle, shooting, or
drowning. These highly dangerous acts occur mainly
among people who intended to die but have survived,

Causes

Deliberate self-harm is usually the result of multiple
social and personal factors (Table 13.7). including
natonal and local atdmudes. Overall, rates appear to be
aifected by awareness of the occurrence and methods
of selfharm in a populadon: for example, television
and press repors and local knowledge of suicide and
antempied suicide in the neighbourhood. Psychiatric
disorder is less imporzant than in suicide,

Social and family factors

Predisposing factors Evidence of childhood emotional
deprivadon is commeon. Many patents who harm
themselves have long-term marital problems, extra-
maritz! reladonships. or other reladonship problems,
and may have financal and other social difficulties.
Rare: of unemplovment are greater than in the general
populadon

Predpitaring factors Scessful life events are frequent
bafore the 2o of self-harm, espedaliy guarrels with or
threats of nejection by spouses or sexual parmers.

Causes of daliberate self-harm

Association with psychiatric disorder Although many
patients who harm therselves are anxious or depressed,
relatively few have a psychiatric disorder other than an
acute stress reaction, adjustment disorder, or personality
disorder. The latter is found in about one-third to one-
half of self-harm patients, and dependence on alcohol is
also frequent. (In contrast, psychiatric disorder is com-
mon among patients who die by suicide, see p. 171.)
The difference between factors associated with suicide
and deliberate self-harm are summarized in Table 13.2.

Qutcome

Since deliberate selfharm results from long-term
adverse social factors and is associated with personality
disorder, it is not surprising that a significant propor-
tion of subjects have a poor overall outcome in terms of
personal and social adjustment. More specifically, out-
come is assessed in terms of the repetition of self-harm
and suicide. Between 15 and 25 per cent of people who
harm themselves do so again in the following year and
1-2 per cent commit suicide. Of those who harm them-
selves again:

+ some repeat the act only once;

+ some repeat the act several times within a period in
which there are continuing severe stressful events;

+ afew repear the act many times over a long period as
a habitual response to minor stressors.

The factors associated with the repetition of deliber-
ate self-harm are shown in Table 13.8.

People who have deliberately harmed themselves
have a much increased risk of later suicide (Fig. 13.4). In
the year after the self-harm, the risk of suicide is about
1-2 per cent, that is about a hundred times the risk in
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the general population. The risk factors for suicide after
deliberate self harm are shown in Table 13.5.

It is important to note that a non-dangerous method of
self-harm does not necessarily indicate a low risk of subsequent
suicide (although the risk is higher when a violent or
dangerous method has been used).

Assessment

Every act of deliberate selfharm should be assessed
thoroughly. For many patients seen in primary care,
the physical consequences of the act and concern about
the risk of repetition will lead to hospital referral. In
other cases, referral may not be necessary; for instance,
when the act was not reported until some time later,
when the results are clearly not medically serious,
where suicidal intent was low. and where the patient
and family are known to the doctor.

All deliberate self-harm patients seen in hospital
emergency departments should have a psychiatric and
social assessment (Fig. 13.5). This assessment can be
carried out by a psychiatrist, by general medical staff,
or by psychiatric nurses or social workers with appro-
priate special training. All patients found on this assess-
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ment to be suffering from psychiatric disorder or with
a high risk of further self-harm should be seen by a psy-
chiatrist. Since many patients who are medically fit do
not wish to stay for specialist assessment, it is essential
that all emergency department medical staff are com-
petent to assess risk.

The assessment should be carried out in a way that
encourages patients to undertake a constructive review
of their problems and of the ways they can deal with
them. If patients can then reselve their problems in
this way, they may be able to do so again in the future
instead of resorting to self-harm.

When to assess

When patients have recovered sufficiently from the
physical effects of the self-harm they should be inter-
viewed, if possible, where the discussion will not be
overheard or interrupted. After a drug overdose, the
first step is to determine whether consciousness is
impaired; if it is, the interview should be delayed until
the patient has recovered further and can concentrate
on the questions.

Sources of information

Information should also be obtained from relatives or
friends, the general practitioner. and any other person
[such as a social worker) already involved in the
patient’s care., Such information frequently adds
significantly to the account given by the patient.

Information required

What were the patient's intentions before and at
the time of the attempt? Patients whose behaviour
suggests that they intended to die as a result of the act
of self-harm are at greater risk of a subsequent fatal act
of self-harm. Intent is assessed by considering;

+ was the act planned or carried our on impulse?
+ were precautions taken against being found?
+ did the patient seek help after the ace?

+ was the method dangerous? Mot only should the objec-
tive risk be assessed. bur also the risk anticipated
by the patient, which may be different {e.g. if he
believed that he had taken a lethal dose of a drug
even though he had not);

+ was there a ‘final act’ such as writing a suicide note or
making a will?

Does the patient now wish to die? The interviewer
should ask directly whether the patient is pleased to
have recovered or wishes to die. If the act suggested
seripus suicidal intent, but the patient denies such
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Information from patient
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intent, the interviewer should try 1o find out by tactful
but thorough questoning whether there has been a
genuine change of resolve.

What are the current problems? Many patients will
have experienced a mounting series of difficulties in
the weeks or menths leading up to the act of self-harm.
Some of these difficulties may have been resolved by
the time the patient is interviewed, but if serious prob-
lems remain, the risk of a fatal repetition is greater.
This risk is particularly great if the problems are of
loneliness or ill health. Possible problems should be
reviewed systematically covering: intimare relationships
with the spouse or another person; relations with children
and other relatives; employment, finance, and housing; legal
problems; social isolation; bereavement, and other losses.

Is there psychiatric disorder? This question is answered
with information obtained from the history, from a
brief but systematic examination of the mental state,
and also from other informants and from medical
notes.

What are the patient’s resources? These include the
capacity to solve problems, material resources, and the
help that others can provide. The best guide to future
ability to solve problems is the past record of dealing
with difficulties such as the loss of a job, or a broken
relationship. The availability of help should be assessed
by asking abour the patient's friends and relatives, and
about support available from medical services, social
workers, or voluntary agencies.

—ee . C#fe 30 need o invobve others
Farmulate treatment plan

v
Requrn (o specualist Refer (o specialist
services already psychiatric or
involved other services

Is treatment required and will the patient agree to
it? Of the patients referred to hospital for treatment of
deliberate self-harm:

¢ about 1 in 10 need immediate inpatient psychiatric
treatment, usually for a depressive disorder or aleo-
hol dependency; or for a period of respite from over-
whelming stressors;

 about two-thirds need care from a psychiatric out-
patient team or from the primary practitioner (but
many do not accept this help);

¢ about one-quarter require no special treatment

because their self-harm was a response to temporary
difficulties and carried little risk of repetition.

Management

Management (see Fig. 13.5) aims to:

+ treat any psychiatric disorder;

+ manage high suicide risk;

+ enable the patient to resolve the difficulties that led
to the act of self-harm;

+ enable the patient to deal with future crises without
resorting to self-harm,

The mainstay of treatment is problem solving (see
p. 257) based on the list of problems compiled during
the assessment. The patient is encouraged to consider
what steps he could take to resolve each of these prob-
lems, and to formulate a practical plan for tackling



them one at a time. Throughourt this discussion, the
therapist helps the patient to do as much as possible to
help himself. When there are interpersonal problems,
itis often helpful to have a joint or family discussion.

Results of treatment

Successful treatment of a depressive or other psychi-
atric disorder reduces the risk of subsequent self-harm.
There is less strong evidence that problem solving and
other psychological methods reduce repetition, although
they do reduce personal and social problems. This lack
of strong evidence may be due. in part, to the method-
ological difficulties of randomized trials in this hetero-
geneous population. Particular types of psychological
or social problem have been shown to benefit from
specific treatments, such as couple therapy for prob-
lems between couples, problem solving for practical
and everyday difficulties, and cognitive behaviour treat-
ment for longstanding personal difficulties,

Management of special groups

There are certain subgroups of patients who pose spe-
cial management problems. In most cases, specialist
advice should be obtained.

Mothers of young children Because there is an associ-
ation between deliberate self-harm and child abuse, it
is important to ask any mother with young children
about her feelings towards the children: and to enquire
from other informants, as well as the patient. about
their welfare. If there is a possibility of child abuse
of neglect, appropriate assessment action should be
carried out (see p. 297). There is also an association
between depression and infanricide.

Children and adolescents Deliberate self-harm is
uncommon among young children, but becomes
increasingly frequent after the age of 12, especially
among girls. The most common method is drug over-
dosage; in only a few cases is there a threat to life, Self-
injury also occurs, more often among boys than girls.

The motivation of self-harm in young children is
difficult to determine, but it is more often to communi-
cate distress or escape from stress than to die.
Deliberate self-harm in children and adolescents is
associated with broken homes. family psychiatric disor-
der, and child abuse. It is often precipitated by difficul-
ties with parents, boyfriends or girlfriends. or school
work,

Maost children and adolescents do not repeat an act of
deliberate selfharm. but an important minority do,
usually in association with severe psychosocial prob-
lems. These repeated acts of deliberate self-harm carry
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a significant risk of suicide. Children or adolescents
who harm themselves should be assessed by a child
psychiatrist. Treatment is not only of the young person
but also of the family.

Patients who refuse assessment and treatment Some
patients try to leave hospital before emergency gastric
lavage and other treatment. Others seek to do so before
psychological assessment can be completed. In most
countries, there is a legal power to detain those who
require potentially life-saving treatment and whose
competence or capacity to take an informed decision
about discharge is likely to be impaired by their mental
state, The doctor should obtain as much information
about the mental state and suicidal risk as time allows.
The patient should only be allowed to leave hospital
when serious suicidal risk has been excluded.

In taking decisions about emergency treatment, the
doctor is likely to be helped by relatives, inpatient med-
ical notes, by telephoning the primary care doctor, and

BOX 132 PATIENTS WHO HARM

THEMSELVES AND REFUSE TREATMENT

+ There are wide differences in national proce-
dures, practice, and legislation.

+ The patient who has harmed himself and is alert
and conscious should be presumed to be compe-
tent to refuse medical advice and treatment
unless there is evidence to the contrary.

+ The most senior experienced doctor available
should be prepared to discuss the need for treat-
ment, the alternatives, and the patient’s anxi-
eties. It is often appropriate to involve relatives.
Calm, sympathetic discussion is often effective in
enabling the patient to decide to consent to
treatment.

+ Capacity should be assessed (see p. 320), prefer-
ably by a psychiatrist.

L]

If the patient is competent and continues to
refuse consent, the consequences should be
clearly outlined to the patient and the discussion
fully recorded. The patient should be allowed to
go. but encouraged to return. Where possible, an
alternative plan should be agreed with the
patient and. if possible, relatives or friends. If the
patient is assessed as being incompetent, then
the reasons should be recorded fully. Emergency
treatment should proceed and a compulsory
order under mental health legislation sought.
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any other doctor. social worker, or person who has
been invelved with the patient in the past. It is essen-
tial 1o write detailed notes and to be aware of the legal
requirements about both emergency treatment and
confidendality (Box 13.2),

Frequent repeaters Some people take overdoses
repeatedly, often at times of stress in circumstances
that suggest that the behaviour is to reduce tension or
gain attention. These people usually have a personality
disorder and many insoluble social problems. Although
sometimes directed towards gaining attention, repeat-
ed self-harm may cause relatives to become unsympa-
thetic or hostile, and these feelings may be shared by
professional staff as their repeated efforts at help are
seen to fail. Usually, little can be done to change the
partern of behaviour. Meither counselling nor intensive
psychotherapy is effective, and management is limited
to providing support. Sometimes a change in life cir-
cumstances is followed by improvement, but unless
this happens the risk of death by suicide is high.

Deliberate self-laceration It is difficult 1o help people
who lacerate themselves repeatedly. They often have
low self-esteem and experience extreme tension. They
also often have difficulty in recognizing feelings and
expressing them in words, Efforts should be made to
increase self-esteemn and to find an alternartive, simple
way of relieving tension, for example by taking exercise.
Anxiolytie drugs are seldom helpful and may produce
disinhibition. If drug treatment is needed to reduce ten-
sion, a phenothiazine is more likely to be effective.

Further reading

Hawton, K. E. and van Heemingen, K. (eds.). (2000). The
international handbook of suicide and attempted suicide.
John Wiley, Chischester.

Substantial and authoritative reference work with chapters by
leading experts.
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This chapter is about the medical conditions caused by
the use of alcohol, psychoactive drugs, and certain other
chemical substances. Health problems may arise fol-
lowing substance use due to intoxication, withdrawal,
tolerance, and dependence.

Intoxication The psychological and physical effects of
the substance that disappear when the substance is
eliminared.

Withdrawal Symptoms and signs occurring when the
substance is reduced or stopped. The nature, time to
onset, and course of the symptoms vary for different
substances.

Tolerance The state in which repeated administration
leads to decreasing effect.

Dependence A syndrome that includes withdrawal
states, sometimes tolerance, and other features such as
persistent use despite harmful effects. Dependence may
be both physical (when physiological tolerance occurs)
and pswehological. A person is said to have a dependence
syndrome if they have experienced three of the follow-
ing six characteristics in the past 12 months:

1. A strong desire or sense of compulsion to take the
substance.

2. Difficulties in refraining from using the substance, stop-
ping using it, or limiting the amount taken.

3. A physiological withdrawal state when substance use
has stopped or been reduced. Withdrawal symptoms
may be avoided by further use of the substance,
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4. Evidence of tolerance, a state in which increasing
doses of the substance are required to produce the
effect originally produced by lower doses.

5. Progressive neglect of alternative pleasures or interests due
to the use of the psychoactive substance and in the
time needed to obtain supplies, or to recover from its
effects.

6. Persistent use of the substance despite clear evidence of
harm.

Problems due to substance use are very common,
Doctors in all branches of medicine need o know how
to recognize and manage the various manifestations.

Problems due to the use of alcohol

Terminology

Although the term alcoholism is widely used in every-
day speech. it has too broad a meaning to be clinically
useful. It can refer to excessive consumption of alcohal,
to dependence on alcohol, or to the damage caused by
excessive use. The following terms define more useful
categories:

¢ Harmful use of alcohol refers 1o a pattern of use
that has caused actual mental or physical damage to
the user.

+ Dangerous use refers to a level of consumption that
increases the risk of future harm (see below),

+ Problem drinking is drinking that has caused men-
tal, physical, or social harm but not necessarily
dependence.

Central to these categories is the concept of alcohol-
related disability, which refers to any mental, physi-
cal, or social harm resulting from excessive alcohal
consumption. Both harmful and dangerous use may exist
together; for example, a drinker who has already dam-
aged his health may continue to drink heavily in a way
that will cause more damage in the future. We will
refer collectively to dangerous use, harmful use, and
alcohol dependence as alcohol problems.

What is a safe level of alcohol consumption?

The relation berween alcohol consumption and harm is
not straightforward. Low levels of alcohol consumption
may protect older people against coronary heart dis-
ease. Very high levels clearly do harm but where is the
dividing line between safe and unsafe consumption? To
answer this question we need a way of quantifying con-
sumption. A widely accepted measure is in terms of

units of alcohol; one unit is 8 g of ethanol, and corre
sponds to the following measures in which alcohol is
usually consumed:

+ half a pint of beer;

¢ a wine glass of wine;

+ a sherry glass of sherry or other fortified wine;
+ a standard measure of spirits,

These measures are clinically useful but should not
be regarded as precise because the strengths of differ-
ent beers and wines vary.

Although it is difficult to assess the exact relationship
berween intake and harm, it is generally agreed that
the 'safe level' of alcohol consumption is:

* men: up to 21 units per week;

+ women: up to 14 units per week (lower because of
the lower average body weight of females);

provided that the whele amount is not taken on one
occasion and that there are occasional drink-free days.
This level is equivalent, for example, to an average of
three half pints of beer a day for 2 man. These limits
should be modified in some patients, for example preg-
nant women should be advised to abstain from alcohal.

Dangerous levels of drinking (i.e. levels of consump-
tion at which harm is likely) are:

+ men: over 530 units per week:
+ WOmEn: over 35 units per week.

Strictly speaking, levels of drinking between the safe
and dangerous amounts should be called hazardous. In
this chapter, for simplicity, we refer to all consumption
greater than the safe level as dangerous use,

Alcohol consumption in the population

Reliable epidemiological data are difficult to obtain
because people tend to underestimate both the amount
they drink and the consequences of their drinking. In
the General Household Survey in the UK (Fig. 14.1), the
majority of the population reported safe levels of con-
sumprion with only a minority drinking more heavily.
Records of the national consumption of alcohel reveal
marked international variations in alcohol consump-
tion per capita. European countries such as France and
Italy have higher levels of consumption than countries
such as the USA and UK—although the differences are
decreasing with time. Countries with higher alcohol
consumption have higher death rates from cirrhosis of
the liver. Dangerous use of alcohol has increased among
young women as their social roles have changed.
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Factors associated with high alcohol consumption

Several factors are associated with the consumption of
greater amounts of alcohol by individuals.

Population levels of consumption The higher the
average consumption in a community, the greater the
number of people whe drink dangerous amounts of
alcohol. This is because the consumption of alcohol in
the general population is normally distributed—thus
the higher average is not due to an outlying group of
very heavy drinkers. This has an important practical
implication. It means that population-based methods
aimed at reducing everyone's level of alcohol consump-
tion will reduce the number of people who drink dan-
#erous amounts of alcohol (see below).

Age and sex The heaviest drinkers are among young
men in their late teens and early twenties. In recent
Years, increased consumption of alcohol has been iden-
tified among 15-16-year-olds. Fewer women than men
drink dangerous amounts of alcohol, but the rates in
women are rising more guickly than in men. Women
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in professional and managerial employment are most
likely to drink dangerous amounts of alcohol.

Occupation The rates of dangerous consumption
of alcohol are much increased among people working
in occupations that provide easy access to alcohol,
for example barmen, brewery workers. and kitchen
porters. They are also higher among executives, sales-
men, journalists, and actors, and others whose work is
associated with social drinking. Doctors also have high
rates of dangerous consumption,

Genetic factors Harmful drinking runs in families but
this could be because of social factors, The evidence
from twin studies is conflicting.

Personality factors such as anxiety and impulsiveness
are suggested by clinical experience, but there is little
good evidence for such an association,

Alcohol-related harm

Consumption of alcohol can lead to three types of harm
{each of which is described later):
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+ physical;
+ neuropsychiatric;
+ spcial,

This harm can occur whether or not the person has
become dependent on alcohol, although very high lev-
els of consumption are likely to cause dependency.
There are three main mechanisms of alcohol-related
harm.

1. Intoxication. This includes a direct toxic effect on cer-
tain tissues, notably the brain and liver. and an
increased risk of accidents (particularly road wraffic acci-
dents and accidents in the home) and public order
offences.

2. Chronic consumption. This may lead to poor diet
and a deficency of protein and B vitaming, and general
neglect that can lead to increased susceptibility to
infection.

3. Dependence, When present. this may lead to serious
withdrawal syndromes (see below),

Physical effects of alcohol abuse

The main physical consequences of dangerous use of
alcohol [Table 14.1) are;

+ Gastrointestinal disorders. These are common,
notably gastritis and peptic ulcer; damage to the
liver; oesophageal varices and carcinoma: and acute
or chronic pancreatitis. Damage to the liver includes
farty infiltration, hepatitis, cirrhosis. and hepatoma.

Physical effects of the excessive use
of alcohol

Almentary Casteetis and .pruc ukcer
Qesophageal varices
Cresophageal carcinoma
Acute and chronic pancreatis

Hepatitis and cirrhosis
Feeurgiggical Penpheral neuropatiny
Dermentia
Cerebellar degeneration
Epilepsy
Anagrnia
Episodic hypogiycaemia
Haemochromatoss
Cardiomyopathy
Myopathy
CObesity

Civheer

A person dependent on alcohol has a ten-fold greater
risk than average of dying of cirrhosis of the liver,

+ Disorders of the nervous system. These include
peripheral neuropathy, dementia, cerebellar degen-
eration, and epilepsy; as well as several less common
effects on the optic nerve, pons, and corpus calle-
sum. Meuropsychiatric disorders are described below.

# Other physical disorders include anaemia, episodic
hypoglycaemia, haemochromatosis, cardiomyopa-
thy, and myopathy.

From these and other causes, the overall mortality
rate of subjects consuming dangerous levels of alcohol
is estimated to be about twice the expected level,

Effects on the fetus

Very heavy drinking during pregnancy may cause a syn-
drome of facial abnormality, low weight, low intelli-
gence, and overactivity (fetal alcohol syndrome). It is
uncertain whether such effects are seen only after very
heavy drinking by the maother, or whether lesser
degrees of damage are seen after less heavy drinking.
Mevertheless, it is prudent to advise pregnant women
to abstain from alcohol throughout pregnancy. If they
will not accept this advice, they should be counselled
strongly to avoid drinking in the first trimester, and to
avoid heavy drinking.

Neuropsychiatric disorders due to alcohel abuse
Alcohol-related psychiatric disabilities fall into four
groups: (i) abnermal forms of intoxication; (i) withdraw-
2l phenomena; (iii) chronic or nutritional disorders: and
(iv} associated psychiatric disorders (Table 14.2).

Abnormal forms of intoxication

As well as the familiar picture of drunkenness, people
who consume dangerous amounts of alcohol persist-
ently may develop two syndromes.

+ Memory blackouts are losses of memory for events
that occurred during a period of intoxication. Such
episodes can occur afier a single episode of heavy
drinking in people who do not habitually abuse alco-
hol. When they occur regularly they indicate fre-
quent heavy drinking; when they are prolonged.
affecting the greater part of a day or whole days. they
indicate sustained excessive drinking.

Idiosyncratic intoxication (or pathological drunk-
enness) is a marked change of behaviour accurring
within minutes of taking aleohol in amounts that
would not induce drunkenness in most people.
Often, the behaviour is aggressive. The condition is
rare although apparent cases may occur after a small
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further intake of alcohol in a person who already has
a raised blood aleohol from unadmitted drinking.

Withdrawal phenomena
These are described on p. 188.

Toxic and nutritional conditions

There are three neuropsychiatric disorders of this kind:
{i) Korsakov's syndrome; (ii) Wernicke's encephale-
pathy; and (iii) alcoholic dementia. (The first two are
described in Chapter 10, pp. 143-4, because alcohol is
not their only cause.}

Alcoholic dementia can arise after a prolonged.
heavy intake of alcohol. Intellectual impairment is
often associated with enlarged ventricles and widened
cerebral sulci, as seen on a computerized tomography
(CT) scan. After prolonged abstinence, some gradual
improvement occurs in these changes, suggesting that
the shrinkage is not wholly due to the loss of the brain
cells, The causes of the dementia are uncertain but prob-
ably include a direct toxic effect of alcohol on the brain,
and secondary effects of liver disease.

Associated psychiatric disorders

+ Depressive disorder can be induced by prolonged
dangerous use of alcohol, but depressed patients
sometimes drink heavily to relieve their symptoms,
so care needs to be taken to find out the sequence of
changes.

+ Anxiety symptoms occur commonly, especially dur-
ing periods of partial withdrawal. Also, some patients
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with an anxiety disorder due to other causes, drink
to relieve anxiety. So. as with depression, care is
needed to determine the sequence.

Suicidal behaviour and deliberate self-harm are
more frequent among people who use alcohol heavily
than among other people of the same age. Estimates
of the proportion of harmful users of alcohol who
eventually kill themselves vary from 6 to 20 per cent.

Personality change in heavy users of alcohel often
includes selfcentredness, lack of concern for others,
and a decline in standards of conduct. particularly
honesty and responsibility.

Pathological jealousy is an infrequent but serious
complication of heavy alcohol use (see pp. 133-4.)
Mon-delusional suspiciousness of the sexual partner
is more commaon.

Sexual dysfunction is common, usually as erectile
dysfunction or delayed ejaculation. The causes
include the direct effects of aleohol, and a gencrally
impaired relationship with the sexual partner as a
result of heavy drinking.

Transient hallucinations of vision or hearing are
reported by some heavy drinkers, generally during
withdrawal, but without all the features of delirium
tremens or alcoholic hallucinosis.

Alcoholic hallucinosis is a rare condition character-
ized by distressing auditory hallucinations, usually of
voices uttering threats, occurring in clear consciousness.
Some patients argue aloud with the voices. others
feel compelled o follow instructions from them.
Delusional misinterpretations may follow, often of a per-
secutory kind, so that the clinical picture can resem-
ble schizophrenia. The condition can arise while the
person is still drinking heavily, or when intake has
been reduced. It is of variable duration and when
chronic needs to be distinguished from a primary
schizophrenic disorder.

Social damage due to alcohol

Excessive drinking can cause serious social damage
including:

+ family violence,

+ emotional and conduct problems in the patient's

children;

+ poor work performance and sickness absence;
+ unemployment:
+ road accidents: in the UK about a third of drivers

killed on the road have blood aleohol levels above the
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statutory limit. and among those killed on a Saturday
night the figure is estimated 1o be three-quarters;

+ crime. mainly social disorder and petty offences. but
also with fraud, sexual offences, and crimes of
violence including murder.

Alcohol withdrawal syndrome

Withdrawal symptoms appear characteristically on
waking, after the fall in blood alcohol concentration
during sleep. The earliest and commonest feature is
acute tremulowsness affecting the hands, legs, and trunk
(‘the shakes’). The sufferer may be unable to sit stll,
hold a cup steady. or do up buttons. He is also agitated
and easily startled. and often dreads facing people or
crossing the road.

Nousea, retching, and swearing are frequent. If alcohol
is taken, these symptoms are usually relieved quickly:
it not, they may last for several days.

As withdrawal progresses, mispereeptions and hallcing-
tipns may occur, usually only briefly. Objects appear
distorted in shape, or shadows seems to move; disor-
ganized voices, shouting, or snatches of music may be
heard. Later there may be ¢pileptic seizures. and finally,
after about 48 hours, delirium tremens may develop,

Delirium tremens

This is a severe form of withdrawal syndrome that
occurs when the patient is physically dependent on
alcohel. The features are:

¢ Those seen in any delivium: clouding of consciousness,
disorientation in time and place, impairment of
recent memory, illusions and hallucinations (see
below), fearfulness and agitation.

¢ Special features of gross tremor of the hands (which
gives the condition its name). autenomic disturbance
(sweating. tachycardia. raised blood pressure, dila-
tion of the pupils), and marked insomnia. There may
also be fever.

+ Hollucinations are characteristically visual and often
frightening. invelving people or animals, Auditory
and tactile hallucinations also occur.

+ Dehydration and electrolvie disturbance are characteristic.
Blood testing shows leucocylosis, a raised enythrocycie
sedimentation rate (ESR), and impaired liver function.

Delirium tremens usually last 3-4 days. As in other
kinds of delirium (see pp. 138-40), the symploms are
characteristically worse at night. The condition often
ends in deep and prolonged sleep from which the per-
son awakes with no symptoms and little or no memory

of the period of delirium. The treatment of delirium
tremens (p. 193) is described for withdrawal plus the
general measures for treating delirium on pp. 138-40.

Alcohol dependence syndrome

Heavy drinking can lead to an alcohol dependence syn-
drome with the general features described above [see
pp- 183-4). The specific features of alcohol dependence
are that in the late stages of dependence, due to liver
damage. tolerance falls and the dependent drinker
becomes incapacitated after only a few drinks. Since
they can stave off withdrawal symptoms only by fur-
ther drinking (relief drinking), many dependent
drinkers take a drink on waking. In most cultures, early
morning drinking is diagnostic of dependency. With an
increasing need to stave off withdrawal symptoms dur-
ing the day, the drinker typically becomes secretive
about the amount consumed. hides bottles, or carries
them in a pocket or handbag. Rough cider and cheap
wines may be drunk regularly to obtain the most alco-
hol for the least money. A person dependent on alcohol
develops a stereotyped pattern of drinking. Whereas
the ordinary drinker varies his intake from day to day.
the dependent person drinks at regular intervals to
relieve or avoid withdrawal symptoms.

Course and prognosis The syndrome becomes estab-
lished most often in the mid forties for men, and a few
years later for women, It is now occurring increasingly
among teenagers, and is sometimes seen for the first
time in elderly people after retirement. Once estab-
lished. the syndrome usually progresses steadily and
destructively, unless the patient stops drinking or man-
ages to bring it under control. A severely dependent
person who achieves abstinence but then drinks again,
is likely to relapse quickly and totally. returning to his
old drinking pattern within a few days (reinstatement
after abstinence).

Preventing alcohol-related harm

Population-based approaches

As described above (see pp. 184-5), the population
mean consumption predicts the number of people with
alcohol problems, The aim of population-based
approaches is to reduce the average level of consump-
tion in the population and, by doing so, reduce the
amount of alcohel problems (Fig. 14.2). This can poten-
tially be achieved in several ways:

1. Raising the price of alcoholic drinks by taxation.

2. Licensing laws to limit the hours when alcohol i$
available.
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3. Control of advertising and media portrayal of alcoholic
drinks. It is not certain how effective such measures
would be—a ban on press and television advertising
in British Columbia, Canada. made little difference.

4_Controlling the sale of alcohol by limiting sales in
shaps. It is known that the relaxation of restriction
on sales can lead to increased sales. but it is not cer-
tain that increasing restriction would reduce estab-
lished rates of drinking.

5. Restrictions on who may buy alcohol.

6. Health education programmes aimed especially at
schoolchildren. The effectiveness of these pro-
grammes is uncertain.

Individual approaches

Individual approaches focus on identifying individuals
who are consuming hazardous or dangerous amounts
of aleohol and intervening with the aim of avoiding or
limiting alcohol-related harm. The treatment plan for
each patient should be railored to individual needs and
will depend on the amount of alcohol being consumed
and whether alcohol-related harm or dependence is
present.

Recognition of dangerous use

Treatment is more likely to be successful in early stages
of dangerous use, and so it is important that such use of
alcohol is recognized as soon as possible. General prac-
titioners and hospital doctors are well placed to iden-
lify dangerous and harmful alcohol use: 10-30 per cent
of people admitted to general hospitals have alcohol
problems—the higher rates being found in accident
and emergency wards. Every patient should be asked
how much alcohol he drinks each week. The possibility

of dangerous levels of drinking should be considered
particularly carefully in the high risk groups shown in
Table 14.3.

The medical conditions that raise suspicion include:
gastritis, peptic uleer. liver disease. peripheral neuropa-
thy. seizures (especially those starting in middle life),
and repeated falls among the elderly. Psychiatne condi-
nons with the same significance include anxiety, depres-
sion, erratic moods, poor concentration, memory
impairment, and sexual dysfunction.

Questionnaires are useful methods of identifying
heavy drinkers. In primary care. the Alcohol Use
Disorders Identification Test (AUDIT) can be used

Identifying alcohal problems

¢ Consider possble alcahol prablenys in the following hagh-risk
groups:
medical or psychiatrec conditsens commaonty associated with
excessive use of alcohol (see text)

mantal or sexual problems

trouble with the law

repeated absences or poor record at work

problems with the patients children
& Ask SCreening qUEStions OF Wse  SCIEEning questonnaire
+ Ask for symptoms of alcohol dependence

+ Carry out a physical examination for aleohol-refated medical
conditions (see Table 13.1)

& Arrange further investigations:
alcohol diary
laboratory rests (MO GGT)

GGT, gamma-ghutamydtranspepudase MOV mean corpuscular volueme,
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BOX 14.2 THE CAGE QUESTIONNAIRE
1. H

ave you ever felt you ought to Cut down your
drinking?
2. Have people Annoyed you by criticizing your
drinking?
3. Hawve you ever felt Guilty about your drinking?

4. Have you ever had a drink first thing in the
morning as an ‘Eye opener™?

Two or more positive replies identifies problem
drinkers: one is an indication for further enguiry
about the person’s drinking.

{From Mayfield et al. (1974). American Jaiirmal of Pachialry

! 131. 1121-3))

2. Gamma-glutamyltranspeptidase (GGT) levels are
raised in about 80 per cent of people with drinking
problems

3. Mean corpuscular volume (MCV) is increased in
about 60 per cent of people with drinking problems.

4. Urate levels are raised in about half of all people
with drinking problems, but they are only useful as
screening tests for men as they are poor discrimina-
1ors in women.

If other causes of abnormality can be excluded,
abnormal MCV or GGT levels strongly suggest harmiul
drinking. They have the advantage thar values do not
return to normal for some weeks after the last period
of heavy drinking.

Treatment of people with alcohol
problems

A thorough enquiry into drinking habits and related
problems is not only a way of detecting the harmful
user of alcohol: it is also a first step in treatment
because it helps the patient to recognize the extent and
seriousness of his problem. This recognition is needed
as a means of motivating the patient to control his
drinking. Without such motivation, treatment will fail.
Enquiries should be persistent to uncover the extent of
the problem, but not judgemental. The assessment
should normally imvolve the pariner, for whom it may be a
first opportunity to unburden feelings and obtain help.

Treatment plan (Table 14.4)

Initial goals Treatment begins with a review of the
extent of the drinking, the evidence for dependence,

LLLEAEES Treatment plan for a patient with an

alcohol problem

+ Review wath the pateent
exrent of drnking
ewidence fior dependence
alcohol-related disabilities
+ Arrange withdrawal of alcohol
+ Treat urgent medical or psychiatnc illness
* Set attainable goals for:
control of drinking®
trearment of medical disabulities
resolution of interpersonal problems
dealing with practical difficulties
establishing new interests (Anance, emnployment, the law)
& Try 1o invalve parther in treatrment plan
+ Plan longer term help:
individual or group counselling
AA meerings
help for the family

* Absoinence f there i ewndence of harmiul use.

the effects of the patient's heavy drinking, and the like-
ly consequences if it continues. Any urgently needed
medical or psychiatric treatment is arranged and a deci-
sion is made about withdrawal (see below). The patient
should be involved in formulating the treatment plan.
and if possible the partner should take part. Specific
and attainable goals should be set. and the patient
given responsibility for reaching them. These goals
should include control of drinking. collaboration with
treatment for any associated medical condition, and
resolution of problems in the family, at work, and with
the law. These initial goals should be short term and
achievable. For example, if the amount drunk is not too
great, the aim should be to reduce consumption to the
safe limit in the first 2 weeks. Unrealistic goals, espe-
cially in the early stages, will lead to failure, demoral-
ization, and a return to drinking.

Longer term goals As treatment progresses, longer
term goals may be added concerned with improving
marital relationships or changing the use of leisure
time. Potential obstacles to progress need to be iden-
tified. For example, the patient may work in a job in
which drink is readily available, or may have social
relations only with people who drink heavily. The
patient should be helped to overcome these problems.

Help for the family The plan will often include help
for the family. The spouse or teenage children may



need counselling about problems of their own that are
consequent on the patient’s heavy drinking. They may
also need help in supporting the patient’s efforts to
reduce his drinking.

Abstinence versus controlled drinking

It 1s important to decide whether to aim for total abs-
tinence from alcohol or for controlled drinking
Abstinence is the most appropriate goal for people
with harmful use of alcohol, including dependence.
However, not all such patients will accept this goal;
they either refuse treatment or report abstinence while
continuing to drink alcohol. For those who drink dan-
gerous amounts of alcohol but are not dependent, an
appropriate goal can be the reduction of drinking to a
safe level, provided that the person:

# has not incurred serious physical consequences of
drinking that require abstinence;

* is not in a job (such as heavy goods vehicle driving)
that carries a risk 1o others:

* i3 not pregnant.

The target can be the usual safe limit of 21 units per
week for men and 14 for women. Reduction to these
limits should be in achievable stages, say 5 or 10 units a
week. but the process should not be so prolonged that
motivation is lost.

Treatment of special groups

Women Despite the social changes that have led
women to drink more alcohol, it is still difficult for
them to admit to alcohol dependency or alcohol-
related problems. For this reason. treatment is often
difficult. Compared with men, safe limits set in treat-
ment should be lower (see p. 184). Drinking of alcohal
by pregnant women carries risks for the fetus (see
p. 186).

Doctors have higher than average rates of alcohol
problems, and they too often have difficulty in admir-
ting their problems and seeking help. especially from
colleagues working in the same area. In some coun-
tries, including the UK, arrangements exist for doctors
to obtain help outside their area of work, through a
national scheme for sick doctors,

Withdrawal from alcohel: detoxification

When the patient is dependent on alcohol, a sudden
cessation of drinking may cause severe withdrawal
symptoms including delirium tremens or seizures.
Since these complications may be dangerous, with-
drawal [detoxification) should be carried out under

TREATMENT OF PEOPLE WITH ALCOHOL PROBLEMS

medical supervision. In less severe cases. and where
there is no significant physical illness or history of pre-
vious withdrawal seizures, withdrawal can be at home
under the supervision of the general practitioner pro-
vided that there is someone to look after the patient.
More severe cases, needing more [requent supervision
and psychological support to maintain motivation,
should be withdrawn in hospital or, if at home, with
additional support from an appropriately trained com-
muniry nurse.

Since dependent patients are unlikely to succeed
in reducing alcohol gradually, it is usually best to stop
the alcohol, replace it with a drug that will prevent
delirium tremens or fits, and then withdraw this drug
gradually. Benzodiazepines are the drugs of first
choice. The choice of benzodiazepine should be made
on the basis of speed of onset of action. For most
planned withdrawals, a long-acting benzodiazepine,
such as chlordiazepoxide or diazepam, is best at
producing a smoother course of withdrawal and is
less likely to be abused. For unplanned withdrawals,
when withdrawal symptoms have already occurred,
short-acting  benzodiazepines may be preferable.
Benzodiazepines should not be continued for longer
than 14 days because the patient may become depend-
ent on them. Chlorpromazine and other neurcleptics
are not suitable since they may provoke seizures;
chlormethiazole is best avoided because of cross-depend-
ence and respiratory depression.

A suggested regimen for withdrawal is shown in
Box 14.3. If withdrawal is undertaken in hospital, lower
doses of benzodiazepine can be used. tailored to the
emergence of withdrawal symptoms as rated by the
nursing staff.

BOX 143 SUGGESTED WITHDRAWAL
REGIMEN FORIDETOXIEICATION EROM

ALCOHGL

Chlordiazepoxide 80-100 mg in split
doses

Day 1:

Day 2-5: Gradual and complete reduction of dose
of chlordiazepoxide

¢ Advise on consumption of fruit juices and soft
drinks

+ Course of vitamins orally
+ If there is a history of seizures, use phenytoin

¢ Monitor symptoms, blood pressure, and fluid
intake
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Psychological treatment

Brief interventions These consist of the following
elements:

1. Assessment of the quantity of alcohol consumed by ask-
ing the patient 1o keep a diary of his consumption.

2. Infarmation about the hazards of alcohol.

3. Advice about safe limits is effective in reducing dan-
gerous alcohol consumption, together with problem:
solving counselling (see pp. 257-8).

The patient should be encouraged to keep an on-going
diary of alcohol consumption and of the circumstances of
any relapse. Diary keeping is helpful because relapses
occur in many patienis and. if dealt with constructive-
ly. provide opportunities for finding out how to aveid
further relapses.

Such brief interventions can be provided in primary
care and general hospital sertings or by a member of a
specialist team.

More intensive treatment In patients who do no
respond to the brief intervenrions described above,
more intensive psychological interventions are avail-
able that are directed at: (i) sustaining motivation;
(i} avoiding relapse: and (iii) relieving psychological
problems that contributed to the development of the
alcohol problem in the first place. Group therapy is prob-
ably the most widely used treatment in specialist units
because patients often accept support and advice more
readily from other patients with similar prablems than
from doctors. Advice should be provided abour develop-
ing new activities with the family or as hobbies or other
interests. Factors that led to or maintained the alcohol
problem may need specific reatment. For example,
marital problems may require marriage guidance coun-
selling: whereas difficulty in dealing with angry feel-
ings in other relationships might require short-term
psychotherapy.

Medication to maintain abstinence

Disulfiram {Antabuse: 100-200 mg/day) is used, usually
in specialist practice, as a deterrent to impulsive drink-
ing. It interferes with the metabolism of alcohol by
blocking one of the enzymes involved. As a result,
when alcohol is taken, acetaldehyde accumulates with
consequent flushing, headache. choking sensations,
rapid pulse, and anxiety. These unpleasam effects dis-
courage the patient from drinking alcchol while taking
the drug.

Treatment with disulfiram carries the occasional risks
of cardiac irregularities or, rarely, cardiovascular col-

lapse. Therefore, the drug should not be started until at
least 12 hours after the last ingestion of alcohol
Disulfiram has unpleasant side ¢ffects. including a per-
sistent metallic taste in the mouth, gastrointestinal
symptoms. dermatitis, urinary frequency, impotence,
peripheral neuropathy. and toxic confusional states. It
should not be used in patients with recent heart disease,
severe liver disease, or significant suicidal ideation.

Potential drug interactions should also be identified by
consulting the manufacturer’s literature or a work of
reference.

Self-help groups and voluntary services

Self-help groups can be very useful in helping to main-
tain motivation. They also provide a valuable means of
support. Patients with alcohol problems often find it
easier 1o talk to others who have had similar problems.

Alcoholics Anonymous (AA) haold group meetings at
which members obtain support from one another. If in
crisis berween meetings, they can obtain support from
other members by telephone. Mot all problem drinkers
are willing to join the organization because it requires
total abstinence and because the meetings involve
repeated confession of each person's faults and prob-
lems. Those who remain in the organization are usual-
ly helped, and anyone with a drink problem should be
encouraged to try it

Al-Anon is a parallel organization providing support
for the spouses of excessive drinkers. Al-Ateen does the
same for their teenage children.

Councils on alcoholism are voluntary agencies that
advise problem drinkers where to obtain help, provide
social activities for those who have recovered, train
counsellors, and coordinate services.

Hostels for homeless problem drinkers are provided in
some places, often by voluntary organizations, Usually,
abstinence is a condition of residence, and counselling
and rehabilitation are provided.

When to obtain specialist help

Most problem drinkers can be treated in primary care
using brief interventions. The general practitioner
knows the patient and the family, and can carry out the
treatment of the problem drinking in the context of
the patient’s general health, an approach that is often
acceptable to the patient. The family doctor will often
be able 1o withdraw the patient from alcohol—commu-
nity alcohol teams are increasingly being developed to
support general practitioners in this task,
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The main reasons for referral to a specialist are:

1. Severe withdrawal symptoms, especially fits or deliri-
um tremens, which should be treated as emergencies.

2. Planned withdrawal from alcohol when home with-
drawal is inappropriate.

3. Medical or psychiatric complications requiring spe-
cialist assessment (see Tables 14.1 and 14.2).

4. Complex personal or interpersonal problems requir-
ing more intensive psychological treatment than
simple counselling.

Results of treatment

For the majority of problem drinkers, brief interven-
tions are as effective as more intensive treatments. The
results of treatment for patients with serious drinking
problems are poor and the aim should therefore be
on the early detection and treatment of alcohol prob-
lems. It is important to maintain a helpful and non-
judgemental attitude. Relapses should be viewed
constructively and further help offered. The general
practitioner is in a good position te watch patiently,
waiting for opportunities to help.

In the early stages of dangerous drinking. the patient
is mare likely to have the charactenistics related to good
tutoome:

= aood insight:

& strong motivation;

* a supportive family:

+ a stable job;

+ the ability 1o form good relationships:
& control of impulsivity;

# the ability to defer gratifications.

Problems due to the use of
psychoactive substances

The term psychoactive substance is often used instead
of the term drug because some people use substances
that are not generally regarded as drugs, for example,
organic solvents or mushrooms with psychedelic prop-
erties. We use the term psychoactive substance when
the broad meaning is required, while retaining the
word drug for other purposes. The substances that are
used commonly fall into six groups:

1. Opioids.
2. Anxiolytics and hypnotics,

3. Stimulants.
4. Hallucinogens.

5. Cannabis.
6. Organic solvents,

In this chapter, we focus on the harmful effects of
these substances to the user's health, The use of many
of these substances is illegal in many countries. The use
of others (e.g. nicotine} is legal despite the harmful
medical consequences of smoking. It is important to
distinguish between harmful use and illegal use of
substances. The clinician’s role should be directed at
the former—to help the user overcome dependence
and to avoid the adverse health consequences of psy-
choactive substance use.

Epidemiology of psychoactive substance use

The extent of supply and consumption of drugs is
often concealed because the possession of many drugs
is illegal or socially unacceptable. Therefore, there are
no reliable estimates of the extent of drug consump-
tion in the population. In the UK, indirect information
has been collected abourt drug-related offences, hospi-
tal treatrment, and cases reported to government agen-
cies but none of these sources are reliable. Similar
difficultics are encountered in different countries, so
that no accurate international comparison can be
mace.

In the UK, at least 25 per cent of schoolchildren have
used illicit substances or solvents on at least one occa-
sion by the age of 16 years. In most developed coun-
tries, the extent of psychoactive substance use seems to
be increasing.

Causes of the harmful use of psychoactive substances
Four kinds of cause are important:

1. The pharmnacolowmcal properties of the substances them-
selves (see below).

2. The availability of the substances. The availability of
most psychoactive substances is limited in one way
or another. Psychoactive substances are usually
obtained in one of three ways:

¢ prescribed by doctors (e.g. benzodiazepines);
+ purchased legally (e.g. nicotine, alcohol, and, for
adults, solvents):

+ purchased illegally: this caregory includes most
of the other drugs discussed in this chapter plus
nicotine, alcohel, and solvents under certain age
limits. Control of the availability of such drugs
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depends on political action and requires extensive
activity by the police and other enforcement agen-
cies to detect and control the importation and
distribution of drugs.

3. Personal factors may determine why one person who
has access 1o a drug uses it harmfully, while another
with similar access does not. They include:

+ personal vulnerability: a lack of personal resources
needed to cope with the challenges of life. This
problem is often manifest in teenage years as
difficulty in accepting authority, truancy or under-
achievement at school, or delinquency:

+ disorganized family background.

4, Social pressures are important. Some social groups dis-
approve of drug taking. and this shared value helps
to restrain its members. In other groups, drug taking
is condoned or even encouraged, and it gives a young
person status among his peers.

Types of dependence

Not all people who use psychoactive substances be-
come dependent on them. Dependence may be phar-
macological or psychological.

Pharmacological dependence is caused by changes in
the receptors and other cellular mechanisms affected
by the substance. Substances vary in the degree to
which they cause pharmacelogical dependence: opioids
and nicotine readily cause it, cannabis and hallucino-
gens are less likely 1o do so,

Psychological dependence operates partly through
conditioning. Some of the symptoms experienced as a
substance is withdrawn (e.g. anxicty) become condi-
tioned responses that reappear when withdrawal takes
place again. Cognitive factors are also important—
patients expect unpleasant symptoms and are dis-
tressed by the prospect. For this reason, reassurance is
an important part of the treatment of patients who are
withdrawing from drugs.

Harm related to the use of substances
Substance-related harm may be due to:

1. The toxic properties of the substances themselves
[see below).

2. The method of administration (e.g. problems due to
the intravenous use of substances, Box 14.4).

2. The social consequences of regular use of substances
{Box 14.5).

BOX 14.4 THE HARMEUL EEEECTS OF
INTRAVENOUS DRUG TAKING

Some drug abusers administer drugs intravenously
in order to obtain an intense and rapid effect. The
practice is particularly common with opiocids, but
barbiturates, benzodiazepines, and amphetamines
are among other drugs that may be taken in this
way. Intravenous drug use has important conse-
quences—some local, some general,
Local effects include;

+ thrombosis of veins;

+ infection at the injection site;
+ damage to arteries.

General effects are due to transmission of infec-
tion, especially when needles are shared. They
include:

+ bacterial endocarditis;
+ hepatitis;
+ HIV infection.

BOX 145 SOCIAL HARM DUE'TO THE USE

OF PSYCHOACTIVE SUBSTANGES

There are three reasons why drug abuse has unde-
sirable social effects.

1. Chronic intoxication may affect behaviour
adwversely, leading to a poor work record, unem-
ployment, motoring offences, failures in social
relations, and family problems including the
neglect of children.

2. The need to finance the habit. Most illicit drugs
are expensive and the abuser may cheat or steal
o obtain money. Women may adopt prostitution
putting themselves at risk of sexually transmit-
ted diseases and other problems

3. The ereation of a drug subculture. Drug users
often keep company with one another, and
those with previously stable social behaviour
may be under pressure to conform with a group
ethos of antisocial or criminal activity.

=

Diagnosis of dependence on substances

It is important to diagnose dependence early. at a stage
when tolerance is less established. behaviour patterns
are less fixed, and the complications of intravenous usc
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have not developed. Dependent people may come to
medical attention in several ways.

1.They may declare that they are dependent on a
substance.

2. They may request drugs for medical reasons. Some
patients conceal their dependency, asking instead for
opioids to relieve pain or for hypnotics to improve
sleep. Ceneral practitioners and hospital emergency
department staff should be wary of such requests from
patients whom they have not met before, and if possi-
ble should obtain information about previous treat-
ment (if necessary by telephone) before prescribing.

3. They may ask for help with the complications of sub-
stance use such as celluliris, pneumonia, hepatitis,
HIVJAIDS, or accidents: or for the treatment of a drug
overdose, withdrawal symptoms, or an adverse reac-
tion to a hallucinogenic drug.

4. Their dependence might be detected during treat-
ment of an unrelated illness.

A doctor who is not used to treating substance-
dependent people should remember that the patient
may be trying to deceive him. Some patients overstate
the dosage in the hope of obtaining extra supplies to
use themselves, give to [riends. or sell. Others take
more than one substance but do not admit it. It is
important to check the patient’s account for internal
inconsistencies and to seek external verification when-
ever possible (e.g. by obtaining permission to contact
another doctor who has treated the same patient).

Evidence of intravenous use Clinical signs that sug-
gest that drugs are being injected include:

¢ needle tracks and thrombosis of veins, especially in
the antecubital fossa;

¢ scars of previous abscesses;

* concealing the forearms with long sleeves even in
hot weather.

Intravenous drug use should be considered in any
patient who presents with subcutaneous abscesses.
hepatitis. or HIV/AIDS. whether or not the person is
asking for help with substance use.

Behavioural changes may suggest problem use. These
include repeated absence from school or work, occupa-
tional decline, self-neglect, loss of former friends, and
Joining the ‘drug culture’, Petty theft and prostitution
are other indicators.

Laboratory tests should be used whenever possible
to confirm the diagnosis. Most substances can be

detected in the urine, the notable exception being
lysergic acid diethylamide (LSD). Specimens should
be examined as quickly as possible. with an indication
of the interval between the last admitted drug
dose and the collection of the urine sample. The labo-
ratory should be provided with as complete a list as
possible of drugs likely to have been taken, including
those prescribed, as well as those obtained in other
ways.

Principles of prevention

There are two main strategies of prevention of harm
related to the use of psychoactive substances:

1, Reducing use. This includes:
& limiling availability;

@ health education, particularly in schools, but also
centred on locations with widespread drug use,
such as certain clubs:

¢ media campaigns;

& tackling social causes such as poor social conditions,
unemployment among young people, and lack of
leisure facilities.

However, there is little evidence than any of these
measures are effective. Indeed, some health education
and media campaigns may actually increase the extent
of use.

2. Reducing harm associated with use of substances,
The harm reduction approach became more accept-
ed in the 19805 in response to the spread of
HIVIAIDS through intravenous drug use and sexual
intercourse. The main features of this approach
include:

¢ the education of drug users about the dangers
of intravenous use; such advice is often more
effective when given by ex-drug users than by
doctors:

¢ schemes for providing clean syringes and needles in
exchange for used ones in the hope of reducing the
sharing of contaminated ones;

¢ the prescription of oral maintenance drugs to avoid
the use of intravenous drugs;

¢ the free supply of condoms to reduce sexual trans-
mission.

These approaches are controversial since some of the
measures can be seen to condone drug taking, but the
danger of HIV infection is now generally considered
greater than that of increasing drug abuse,
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Principles of treatment and rehabilitation
(Table 14.5)

The first part of treatment consists of:

1. Assessment of the type, amount, and route of sub-
stance use, and the evidence for dependence.

2. Provision of information about the dangers of continued
use,

3. Assessment of the motivation of the user to change his
own behaviour.

4. Clarification of the goals of treatment. These goals
include: a defined period of abstinence; breaking
contact with people who use substances and attempt-
ing o establish new relationships; starting to deal
with debts or personal problems; and to take up new
hobbies or interests so that time previously spend
on obtaining and taking drugs does not remain
unfulfilled.

The next step of treatment is to withdraw the substance.
If the person is severely dependent or if withdrawal
effects could be serious {e.g. seizures during withdrawal
from barbiturates) withdrawal should be in hospital.

Trearment plan for a person using drugs
harmfully

* Review with the patient:
the type of drug(s) and amounts taken
intravenous usage and its dangers. especially HIV
evidence of dependence
consequences of drug taking
+ caused by the drug
+ refated (o niravenous use
» social and psychological
the patient’s personal and social resources and prablems
+ Arrange withdrawal
# Treat urgent medical or psychiatine complicateans
# Ser anainable short- and medium-term goals for:
apstaimeng from drugs
parung from the drug cuiture
dealing with personal and financial problems
establshng new intérests
* Flan ionger tenm nelp:
individual or group counselling
nelp for the family

Otherwise it can be at home under close supervision,
Withdrawal is achieved by reducing the dose progres
sively over a period of 1-3 weeks, depending on the ini-
tial dose, With opioids and benzodiazepines it is usual
to begin by replacing the substance with an equivalent
dose of a longer acting compound of the same type. and
then withdraw that substance. (A longer acting com-
pound is chosen because withdrawal effects are less
acute.) As noted above, psychological factors contribute
to dependence, and strong and repeated reassurance is
an important part of treatment.

Maintenance programmes
Maintenance refers to the continued prescribing of a
substance, usually an opioid drug, for a person who is
unwilling to withdraw, combined with help with
social problems and a continuing effort to bring the
person to accept withdrawal. Maintenance is therefore
more than merely providing drugs. The rationale for
this procedure is to minimize harm in the following
ways:
1. To remove the need to obtain ‘street’ drugs, and thereby
reduce the need to steal, engage in prostitution, or
associate with other drug users.

2. To stop intravenows use, thus reducing the spread of
HIV.

3. To provide social and psychological help to bring the per-
son to the point at which he will be willing to give up
drugs.

Unfortunately, the available evidence does not sug-
gest that these aims are achieved regularly: many
patients continue in their previous way of life, many
continue to take street drugs as well as the preseribed
methadone, and few become willing to give up drugs.
Despite these drawbacks, this treatment is in use in the
hope that it may have some effect in reducing intra-
venous usage thereby limiting the spread of HIV.

Some patients on maintenance therapy attend a suc-
cession of general practitioners in search of supple-
mentary supplies of drugs, posing as temporary
residents. The doctor should not prescribe but should
help the patiemt to return to the clinic where he is in
Lreatment.

Rehabilitation

People who have abused drugs for a long time may
need considerable help in making social relationships
and in obtaining and retaining a job. When these
problems are severe. treatment in a therapeutic cony-
munity can be helpful.
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Effects and harmful use of specific substances
Opioids

This group of drugs includes morphine, heroin, codeine,
and synthetic analgesics such as pethidine and metha-
done. As well as the desired effect of euphoria these
drugs produce analgesia, respiratory depression, consti-
pation, reduced appetite, and low libido. These drugs
can be taken by mouth, intravenously, or by smoking.
The most widely abused of these drugs is herein,
which has a particularly powerful cuphoriant effect.
Although some people take hercin intermittently
without becoming dependent, with regular usage
dependence develops rapidly, especially when the drug
is taken intravenously.

Tolerance develops rapidly. leading to increasing
dosage. When the drug is stopped, tolerance diminish-
es 5o that a dose taken after an interval of abstinence
has a greater effect than it would have had before the
interval. This loss of tolerance can result in danger-
ous—sometimes fatal—respiratory depression when a
previously tolerated dose is resumed after a drug-free
interval, for example, after a stay in hospital or prison.

Withdrawal The symptoms due to withdrawal from
opioids are shown in Table 14.6. With heroin, these fea-
tures usually begin about 6 hours after the last dose,
reach a peak after 36-48 hours, and then wane. These
symptoms cause great distress, which drives the person
to seek further supplies but seldom threatens the life of
a person in reasonable health.

Prognosis After 7 years only one-gquarter to one-third of
opivid-dependent people will have become abstinent,
and between 10 and 20 per cent will have died from

Symptoms of the opioid withdrawal
syndrome

* [npense ::a-.-mg!a:liliw drug
# Restlessness and insomnia
#* Muscle and joanc pain

* Runming nose and eyes

& Sweating

+ Abdominal cramps

& Vomitng and diarrhoea

& Piloerecton

* Dilared pupils

* Raned pulse rate

# Instability of temperature control

causes related to drug taking. Deaths are from acciden-
tal overdosage—ofien related to loss of tolerance after a
period of enforced abstinence—and from medical com-
plications such as infection with HIV. When abstinence
is achieved, it is often related to changed circumstances
of life, such as a new relationship with a caring person,

Pregnancy The babies of opicid-dependent women are
more likely than other babies to be premature and of
low birthweight. Also, they may show withdrawal symp-
toms after birth., including irritability, restlessness,
tremor, and a high-pitched cry. These signs appear with-
in a few days of birth if the mother was taking heroin,
but are delayed if she was taking methadone, which has
a longer halflife. Later efTects have been reported, these
children being more likely as toddlers to be overactive
and to show poor persistence. It is uncertain whether
these late cffects result from the unsuitable family envi-
ronment provided by these mothers, or from a lasting
effect of the exposure to the drug,

Treatment of epioid dependence

Treatment of crisis Heroin-dependent people present
in crisis to a general practitioner or casualty doctor in
three circumstances:

1. Seeking the prescription of drugs either by requesting
them directly or by feigning a painful disorder.
Although withdrawal symptoms are very unpleasant.
they are not usually dangerous to an otherwise
healthy person. Therefore, it is best not to offer drugs
unless this is the first step of an agreed withdrawal or
maintenance programme. (In the UK, only specially
licensed doctors may legally prescribe heroin or cer-
tain related drugs to a drug-dependent person as
maintenance treatment.)

2. Drug overdose requiring medical treatment, directed
particularly to any respiratory depression produced
by the drug.

3. Complication of intraverous drug usage such as an acute
local infection, necrosis at the injection site, or infec-
ton of a distant organ, usually the heart or liver.

Planned withdrawal of opioids (detoxification) The
general principles of drug withdrawal have been out-
lined above. When heroin is withdrawn, psychological
management is particularly important. Withdrawal
is usually undertaken by substituting methadone (a
longer acting drug) for heroin. The main steps are
shown in Box 14.6.

Continued prescribing (maintenance) The principles
of maintenance treatment for opiate dependence have
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BOX 146 THE PLANNED WITHDRAWAL OF
OPIOIDS (DETOXIFICATION)

+ When the starting dose is very high, withdrawal
should be in hospital.

+ It is often difficult to judge the starting dose
because patients often take adulterated prepara-
tions of heroin (and may lie about the amount
taken). For this reason treatment should be dis-
cussed with and often carried out by a specialist
in drug dependence.

¢ The starting dose of methadone is usually
10-20 mg daily, which is increased in 10-20 mg
steps until there are no signs of intoxication or
withdrawal. The usual daily dose is 40-60 mg.

| + The inital dose is reduced by about a quarter

| every 2 or 3 days. but a slower rate may be
needed. However, very slow withdrawal should
be avoided because it may lead to continued
prescribing.

# The regimen should be agreed with the patient as |
a contract that he will accept throughout the
treatment.

| = Urine tests for drugs should be carried out weekly
after withdrawal until the doctor is confident that

| the patient is remaining drug-free. |
. |

been discussed. Methadone is prescribed and dispensed
daily. usually in a liquid preparation formulated to dis-
courage efforts to inject it. The cquivalent dosage is
difficult 1o determine since street drugs are adulterated
1o a varying degree. The treatment should be initiated
by a specialist, although care can be shared with the pri-
mary care physician. There is some evidence that drugs
with a longer half-life, such as buprenorphine and leva-
methadyl acetate hydrochloride (LAAM) may be at least
as effective as methodone. These drugs have the advan-
tage that they can be taken less often than every day,

Rehabilitation This follows the general lines deseribed
on p. 198,

Results of treatment Although about 90 per cent of
opioid-dependent patients can withdraw successfully,
about 50 per cent will recommence use by & months
following withdrawal,

Anxiclytic and hypnotic drugs

The most frequently used drugs in this group are now
benzodiazepines. The most serious health problems are

presented by barbiturates, which, although seldom
used therapeutically, are widely available as street
drugs. Other currently used drugs of this kind include
chlormethiazole and glutethimide.

Barbiturates

Barbiturates are taken by mouth and intravenously.
Some elderly people are dependent on barbiturates pre-
scribed originally many years ago as prescribed hyp-
notics. Younger dependent people use illegal supplies
of barbiturates. and some dissolve capsules and inject
intravenously—a particularly dangerous practice lead-
ing to phlebitis, ulcers, abscesses, and gangrene.

Intoxication The symptoms of barbiturate intoxication
resemble those of alcohol:

+ slurred speech;

+ incoherence;

¢ drowsiness;

+ depression of mood.

Younger intravenous users are often unkempt, dirty,
and malnourished. Nystagmus, a wuseful diagnostic
sign, is often present. Urine should be examined to
investigate the possible simultaneous abuse of other
drugs. Blood levels are generally useful only in acute
poisoning.

Tolerance develops to barbiturates, although less
quickly than to opioids. Tolerance to the psychological
effects of barbiturates is greater than tolerance to their
depressant effects on respiration, so increasing the
risks of unintentional fatal overdosage.

Withdrawal The abrupt withdrawal of barbiturates
from a dependent person can be followed by a with-
drawal syndrome resembling that occurring with alco-
hol {see p. 188), with a high risk of seizures. With longer
acting drugs, the withdrawal syndrome may be delayed
for several days after the drug has been stopped; for
this reason observation should be prolonged if danger-
ous consequences are o be avoided. The syndrome of
barbiturate withdrawal begins with anxiety, restless-
ness, disturbed sleep. anorexia. and nausea. It may
progress to tremulousness, disorientation. hallucina-
tions, vomiting, hypotension, pyrexia. and vo major
seizures. If the withdrawal syndrome is not treated.
some patients die,

When drugs are withdrawn as part of treaumnent, the
patient should be supervised closely in hospital, unless:
(i) the starting dose is small; and (ii) there is no history
of epilepsy. Phenothiazines should be avoided because
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they may lower the seizure threshold. Unless it is cer-
tain that the dosage is small. the advice of a specialist
should be obtained.

Benzodiazepines
Benzodiazepines cause symptoms of infoxication similar
to those of barbiturates (see above). Tolerance and
dependence develop when the drugs are prescribed con-
tinuously for a long period. The exact period is uncer-
tain, but 6-8 weeks is widely accepted as the limit that
is without risk.

The benzodiazepine withdrawal syndrome is
characterized by:
+ irritability;
& anxicty.
+ disturbed sleep;
& nausea;
¢ increased perceptual sensitivity;

+ lremor;

& sweating,

palpitations;

headache;

&

&

muscle pain.

Seizures may occur when the dose of benzodiazepine
taken has been high.

Planned withdrawal of benzodiazepines
The withdrawal symptoms are less pronounced with
long-acting (e.g. diazepam) than with short-acting ben-
zodiazepines (e.g. lorazepam). so a short-acting drug
should be replaced with a long-acting drug in the equiv-
alent dose before starting withdrawal.

When benzodiazepines are withdrawn therapeutical-
ly. the dose should be reduced very gradually: by about
10 per cent every 2 weeks. If withdrawal symptoms
appear during withdrawal. the dose can be increased
slightly, and then reduced again by a smaller amount
than before. As the dose decreases, it may not be possi-
ble to achieve the required dose reduction with the
strengths of tablets available. At this stage the drug can
be taken on alternate days or a liquid preparation je.g.
diazepam elixir or nitrazepam syrup) can be used.

Anxiety management techniques (sce p. 261) help to
reduce the distress caused by withdrawal symptoms.
They have the advantage that they should reduce the
need for anxiolytic medication if anxiety recurs in the
furure, Self:help groups (e.g. Tranx) can also be a valu-
able source of support during withdrawal.

Stimulant drugs
The stimulant drugs abused most often are ampheta-
mines, cocaine, and ‘ecstasy”.

+ Amphetamine sulphate is taken by mouth or by
intravenous injection.

# Free-base amphetamine (made by heating ampheta-
mine sulphate) is usually smoked and absorbed
through the lungs from which is absorbed rapidly.

+ Cocaine hydrochloride is taken by sniffing into the
nose (where it is absorbed through the nasal mucosa)
or by injecting.

+ Free-base cocaine (‘crack’) is usually smoked to give
a rapid and intense effect.

« Ecstasy (3.4methylenedioxymethamphetamine, MDMA)
is taken orally. It has been used increasingly since the
1980s, especially at dances (‘raves’) and clubs. It pro-
duces an intense feeling of well-being and increased
CNergy.

These drugs produce an clevation of mood. over-
activity, overtalkativeness, insomnia, anorexia, and
dryness of the mouth and nose, The pupils dilate,
the pulse rate and blood pressure increase, and, with
large doses, there may be cardiac arrythmia and
circulatory collapse. The overactivity can cause dehy-
dration; overhydration can occur if the user drinks
large amounts of water to overcome the dehydra-
tion. Occasionally, patients complain of an unusual
feeling under the skin. as if insects were there
(*formication’),

The prolonged use of large quantities of these drugs
may result in disturbances of perception and thinking.
Particularly with amphetamines, a paranoid psychosis
may occur. closely resembling the paranoid form of
schizophrenia, with persecutory delusions, auditory
and visual hallucinations, and sometimes aggressive
behaviour. Usually, the condition subsides within a
week or two of stopping the drug, but eccasionally per-
sists for months. In some of these prolonged cases the
diagnosis proves to be schizophrenia, not drug-induced
psychosis. Depression may also follow long-term use of
stimulants. Ecstasy may be neurotoxic when taken
repeatedly.

Stimulant drugs do not readily induce tolerance. The
withdrawal syndrome is often troublesome and consists
of low mood and reduced energy.

Treatment of overdosaze requires sedation and the man-
agement of any hyperpyrexia or cardiac arrythmia.
Paranoid symptoms can be controlled with an anti-

psychotic drug.
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Hallucinogens

This group of drugs includes synthetic compounds such
as lysergic acid diethylamide (LSD} and naturally
ocourring substances found in species of mushroom
{e.g. Psilocybe semilanceata). Synthetic and naturally
occurring anticholinergic drugs are also abused for
their hallucinogenic effects.

The drugs produce distortions or intensifications of
Sensory perception. sometimes with ‘cross-over” between
sensory modalities so that, for example, sounds are
experienced as visual sensations. Objects may seem to
merge, or move rhythmically: time appears 1o pass
slowly: and ordinary experiences may seem to have a
profound meaning. The body image may be distorted
or the person may feel as if outside his body. These
experiences can be pleasurable, but at times they are
profoundly distressing and lead 1o unpredictable and
dangerous behaviour. The physical effects of hallucing-
gens are variable: LSD can cause a rise in heart rate and
dilation of the pupils.

Frightening experiences can usually be controlled by
strong reassurance. otherwise an anxiolytic such as
diazepam should be given. Antipsychotic drugs are also
effective, but those with anticholinergic effects (such as
chlorpromazine) must not be given if the patient has
taken phencyclidine (PCP), which has anticholinergic
properties, or an anticholinergic drug such as benzhexol.

‘Flashbacks’ are recurrences of experiences occur-
ring originally during intoxication with hallucinogens,
the recurrence occurring weeks or months after the
drug was last taken. The experience may be distressing
and require reassurance and treatment with an anxie-
Iytic drug. Although flashbacks may recur, they subside
eventually,

Phencyclidine

PCP or *angel dust® is a synthetic hallucinogen with
particularly dangerous effects. Intoxication with this
drug can be prolonged and hazardous, with agitation,
aggressive behaviour, and hallucinations, together
with nystagmus and raised blood pressure. With high
doses, there may be ataxia, muscle rigidity, and con-
vulsions: and in severe cases, an adrenergic crisis with
heart failure, cerebrovascular accident, or malignant
hypothermia. In treatment, chlorpromazine should be
avoided since it may increase the antichelinergic
effects of PCP. Instead, haloperidol or diazepam may
be given.

Cannabis

Cannabis, which derives froem the plant Cannabis sativa,
is consumed in two forms. The dried vegetative parts of

the plant form marijuana (‘grass’); the resin secreted by
the flowering tops of the female plant form cannabis
resin. In many parts of the world. cannabis is con-
sumed widely, much as aleohol is consumed in the
West. In most Western societies the use of cannabis,
although illegal, is widespread. Cannabis is currently
being investigated as a therapeutic agent for multiple
sclerosis and other chronic and painful disorders.

The effects of cannabis vary with the dose, the user’s
expectations, and the social setting. Like alcohol, can-
nabis seems to exaggerate the pre-existing mood, whe-
ther euphoria or dysphoria. It produces a feeling of
enhanced enjoyment of aesthetic experiences. and dis-
torts experiences of time and space. Cannabis intoxica-
tion can lead to dangerous driving. The physical effects
of cannabis include reddening of the conjunctiva, dry
mouth, and tachycardia.

Cannabis does not produce a withdrawal syndrome:
and although psychological dependence can develop, phy-
sical dependence does not seem to occur.

It is not certain whether cannabis causes a psy-
chosis. Some patients develop an acute psychosis while
consuming large amounts of cannabis. recovering
quickly when the drug is stopped. In these cases it is
unceriain whether cannabis caused the psychosis. or
the increased use of cannabis was a response Lo the
early symptoms of a psychosis with a different cause.
Fortunately, this uncertainty seldom causes practical
problems since the clinical management is unaffected:
the drug should be stopped. the progress of the symp-
toms observed, and chlorpromazine or another anti-
psychotic drug prescribed if symptoms do not subside
within a week,

Organic solvents

The use of volatile solvents occurs mainly among
teenagers, usually as occasional experimentation.
Serious problems arise in a minority who use solvents
regularly, and any user may take an accidental
overdose or become asphyxiated while taking the
substance.

The solvents used most often are cleaning fluids,
adhesives, and aerosols. Petrol and butane and other
substances may also be used. The substance is inhaled
from a partially closed container in which the concen-
tration can build up, or from an impregnated cloth, or
plastic bag. The main features of solvent intoxication
are shown in Table 14.7.

Psychological dependence occurs but physical depend-
ence is unuswal. Chronic heavy users may develop a
transient psychosis. Some of these substances have



WLLEERERS Clinical features of solvent intoxication

+ Slurring of speech

* Dispriencanon

+ Uncoordinanion of gair

+ Mausea and vomining

+ Coma

+ Visual hallucinations (often frightening)

neurotoxic ¢ffects with resultant peripheral neuropathy
and cerebellar dysfunction. Overdosage can be fatal,
resulting from the direct effects of the drug, or from
asphyzxia or the inhalation of vomit.

Treatment is along the general lines of that for the
harmful use of drugs described on pp. 198-9, with

FURTHER READING

an emphasis on improving any personal or family
problems contributing to the abuse.
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Problems of sexuality

and gender

Problems of sexuality and gender are common. Doctors
may be asked to give advice about four types of
problem:

1. Sexual dysfunction—impaired or dissatisfying sex-
ual enjoyment or performance.

2. Abnormalities of sexual preference—unusual sex-
ual interests and activities that arve preferred to het-
erosexual intercourse.

3. Disorders of gender identity—in which the patient
feels as if they are of the sex opposite to their biolog-
ical sex.

4. Psychological problems encountered by homo-
sexual people.

Of these, the first group are the most common. In this
chapter, we describe the common sexual disorders and
outline their treatment. After studying the chapter, the
reader should:

¢ know the clinical features of the most common
sexual problems:

+ be able 1o take a history of a sexual problem;
¢ understand how to formulate a sexual problem.

We assume that readers will have learnt about the
physiology of the sexual response elsewhere—if not,
we recommend reading the appropriate chapters of
Bancroft's Human Sexuality and its Problems (Oxford
University Press, 1988). The main stages of the phy-
siology of the sexual response are summarized in
Tables 15.1 and 15.2. Doctors should also be aware of
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LLEEREDE Male sexual responses

Excitement Plateau Orgasm Resalution
Penis. Erection Erection maintained Urethra contracts Gradual detumescence
repeatedly
Scrotum Skin thickens, Testes raned further Mo change Return to normal
testes raised
Prostate, seminal vesicles - - Contract with emission of Requrn to normal
seminal fuid to urethra
Pulse 2nd blood pressure Increase Further increase Further increase Return o mormal
Respiration - Rare increases Rate increases further Return to normal
Female sexual responses
Excitement Plateau Orgasm Resolution
Breasts Mipple erection Enfargement, areolar Mo change Rerurn 1o nonmal
in some ENEOrgement
Labia - Engorgement Mo change Return 1o nonmial
Clitoris Head swells Head withdraws Mo change Return [o normal
Vagina Lubsnication, expansion, Ohurer chard swells Congractions of ourer Rewirn to nonmal
distension of inner Inner two-thirds distends third
rwio-thirds further
Literus Boay and cervix rased Further elevation Contractions Position returns o
normal, os gapes open
Pulse and BP Slight elevation Further increase Increase continues Return to normal
Respiration Rate increases Rare increased further Rewurn to normal

BOX 15.1 ETHICAL PROBLEMS IN THE
TREATMENT OF SEXUAL PROBLEMS

When sexual problems are the main topic of the
consultation, there is a risk that the professional
reladonship will become sexualized. Codes of good
medical practice contain an absolute prohibition of
sexual relationships berween doctors and their
patients because of the potential for exploitation.
There is a risk that the doctor may allow their
own views regarding sexual behaviour 1o have an
unwarranted influence on their care of the patient.

the ethical problems in assessing and treating sexual
problems (Box 15.1).

Sexual behaviour in the population

Some knowledge of ‘normal’ sexual behaviour will
help a doctor assess a patient's presenting problem.
The age of first intercourse is dropping over time, This

is probably due to a combination of a trend to earlier
sexual maturity and a relaxation of social attitudes
towards sexuality. Surveys suggest that about 20 per
cent of females and about 30 per cent of males experi-
ence heterosexual intercourse before the age of 16
years. More than 80 per cent of both sexes have experi-
enced sexual intercourse by the age of 20 years. Earlier
age of first intercourse is associated with lower social
class, lower levels of education. and lack of religious
affiliation. The earlier first intercourse occurs, the less
likely it is to be accompanied by adequate contracep-
tive use and the more it is felt by the subject. on retro-
spect, to have been too early.

When surveyed, over half of adults reported having
engaged in vaginal intercourse in the preceding week
and more than half report having experienced oral sex
in the preceding year. Ninety-six per cent of men and
97 per cent of women reported mostly or exclusively
heterosexual (erotic thoughts and feelings directed
towards a person of the opposite sex) experience and
artraction, One per cent of men and 0.25 per cent of



women reported mostly or exclusively homosexual
{erotic thoughts and feelings divected towards a person
of the same sex) experience and attraction. However,
6 per cent of males and 3 per cent of females reported
some homosexual experience in addition to their
mainly heterosexual orientation. Homophobic attitudes
were widespread—a survey in 1994 suggested about
two-thirds of the population believe that homosexuality
is always or mostly wrong,

Sexual dysfunction

It is difficult to establish the prevalence of sexual prob-
lems in the population because of the difficulties
involved in carrying out surveys of people's sexual
behaviour. The commonest kinds of problems pre-
senting to a sexual dysfunction clinic are shown in
Table 15.3 and the terms are explained below.

Assessment of sexual dysfunction

Patients with sexual problems initially often complain
about other symptoms because they feel too embar-
rassed 1o reveal a sexual problem directly. For example,
a patient may ask for help with anxiety, depression,
poor sleep, or gynaecological symptoms. It is therefore
important to ask routinely a few questions about sexual
functioning when assessing patients with non-specific
psychological or physical symptoms.

In a full assessment, the interviewer should begin by
explaining why it will be necessary to ask about inti-
mate details of the patient’s sexual life and should then
ask questions in a sympathetic, matter of fact way

IECIEEEY Relative frequency of sexual prablems
presenting to a sexual dysfunction clinic

Women

Low sexual desre Sl
Orgasmic dysfuncrion 0%
Vaginisrmus - 0%
Crhspareuma 5%
Men

Erecule dysfuncron 0%
Premature gjaculation 15%
Delayed ejaculation 5%
Lo sexwal desire 5%

Adapred from Hawoon, K. (1985) Sex Theraps: @ Praciaal Guode, Oxford
Medical Publications, Culord Unaversity Press, Oudord.

SEXUAL DYSFUNCTION

BExS152EASSESSMENT OF A SEXUAL

PROBLEM!
+ Define the problem:

# its nature;

& is it recent or longstanding:

= whether it has occured with this partner only.
¢ Assess the sexual drives of both partners.

¢ Enquire about the couple's relationship and social
relationships in general.

¢ Discuss their sexual development including trau-
matic experiences.

+ Previous and present psychiatric and medical ill-
ness and treatment; pregnancy, childbirth, and
abortionis); alcohol and drug use.

+ Assess the mental state, especially for depressive
disorder.

& Assess motivation for treatment.

+ Physical examination and any relevant laboratory
Lests.,

{Box 15.2). Whenever possible both sexual partners
should be interviewed, at first separately and then
together.

The assessment should cover the following issues:

+ The problem. Has the problem been present from first
intercourse, or did it start after a period of normal
sexual functioning? Each partner should be asked,
separately, whether the same problem has occurred
with another partner, or during masturbation,

+ The strength of sexual drive should be assessed in terms
of the frequency of sexual arousal. intercourse, and
masturbation.

o Motivation for treatment should be assessed. starting
with questions about who took the initiative in seek-
ing treatment and for what reason,

+ Asgess each partner’s social relationships with the other
sex, with particular reference to shyness and social
inhibition.

+ Enquiries should be made about the partners’ feelings
Jor one another: partners who lack a mutual caring rela-
tionship are unlikely to achieve a fully satisfactory sex-
ual relationship. Many couples say that their marital
problems result from their sexual problems, when the
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BOX 153 PHYSICAL EXAMINATION OF

MEN WITH SEXUAL DYSFUNCTION

Is there evidence of diabetes mellitus or adrenal
disorder?

+ Hair distribution; gynaecomastia.
# Blood pressure, peripheral pulses.
+ Fundi for retinopathy.

¢ Reflexes. especially the ankle relex.
+ Peripheral sensation.

Are there any abnormalities of the genitalia?

¢ Penis: congenital abnormalities, foreskin, pulses,
tenderness, plaques, infection, urethral discharge.

+ Testicles: size, symmetry, texture, sensation.

causal connection is really the reverse. Tactful ques-
tions should be asked about commitment to the pan-
ner and, when appropriate, about infidelity and fears
of sexually transmitted disease, including HIV.

* Assess sexual development and sexual experience, paying
particular attention to experiences such as child
abuse, incest. or sexual assault that may have caused
lasting anxiery or disgust about sex. Enquiry should
be made about homosexual as well as heterosexual
feelings.

¢ In the medical history, the most relevant things o look
for are previous and present psychiatric and chronic
physical disorders and their treatment; pregnancy,
childbirth, and abortion(s); use of alcohel or drugs,
such as selective serotonin reuptake inhibitors (S5RI1s),

& In the mental state examination look especially for evi-
dence of depressive disorder.

+ A physical examination is important because physical
illness often causes sexual problems (Box 15.3:
Table 15.4). The physical examination of women
may require specialist gynaecological help. Further
investigations may be necessary depending on the
findings from the history and examination (e.g. if
diabetes is suspected as a cause of sexual disorder).

Specific sexual disorders
Low sexual desire

This problem may occur in both sexes, but is common-
er in women. In some cases, sexual desire has always
been low (primary low sexual desire): this may be the

ALLEAERTY Physical disorders and drugs causing low
sexual desire

Physical disorders

Hypogonadism

Angina and previous myocardial infarction
Epilepsy

Renal failure and dialysis

Hypothyroidism

Mastectomy

Drugs
Hypnotics
Anxiolyncs
Annpsychotics

Oophorectony
Colostormy
Heostamy

extreme of the range of biological variation, or it may
be due to fears originating from adverse experiences in
childhood, such as sexual abuse. In other cases, sexual
desire has been normal in the past but has become
impaired (secondary low sexual desire): the causes
then include general problems in the relationship
between the partners, physical disorders (Table 15.4).
and depressive disorder (in which lack of sexual desire
may continue for some weeks after other symptoms
have resolved).

Treatiment

Treatment is of the cause if one can be identified. The
relationship between the partners may improve with
couple therapy (see p. 266); a depressive disorder should
be treated in the usual way (see p. 109); and fear or guilt
caused by adverse experiences in early life may respond
to brief dynamic psychotherapy (see p. 262). Low sexual
drive cannot be increased by giving hormones.

Male erectile dysfunction

Erectile dysfunction is the inability to reach erection or
sustain it long enough for satisfactory coitus. Primary
erectile dysfunction is rare and usually has a physical
basis, such as neurological damage or leakage from the
penile cavernous bodies,

The common causes of secondary erectile dysfunc-
tion are:

= anxiety about sexual performance;
+ alcohol abuse;

+ drug side effects (Table 15.5);

+ diabetes;

+ arteriosclerosis;



Physical disorders and drugs causing
erectile dysfunction

Physical disorders Drugs

Diabetes mellious Anthypertensives
Arteriosclerosis Beta-blockers
Hyperprolactinaermia Diuretscs

Pehvic auronomic neuropathy Cimenidhine

Recral surgery Tricyclic antidepressants
MADK"

Anupsychotics

MACH menoaming oxidase infubigor

+ other physical illness (Table 15.5)
+ age-related diminution of sexual function.

Assessment of erectile dysfunction should identify
whether it is invariable (suggesting a physical or drug
cause) or present only in some circumstances (suggesting
a psychological cause). Questions should be asked abowt
erections on waking from sleep and during mastur-
bation—if they are present, a physical cause is unlikely.
Treatment
Treatment of erectile dysfunction should combine psy-
chological approaches with physical approaches as
appropriate. Il the disorder is caused by a drug or other
physical cause, these should be stopped or treated if
possible, Psychological treatment includes the use of
sexual therapy technigues (see below) and anxiety man-
agement. Physical treatments of erectile dysfunction
include drug treatment with sildenafil (a potent inhi-
bitor of phosphodiesterase type V), intracavernosal
injections of smooth muscle relaxants {e.g. papavering
or prostaglandin E,). vacuum devices, and, occasionally.
surgical insertion of semirigid rods.

Conditions with discomfort or pain
Pain on intercourse occurs mainly among women,
either as vaginismus or as dyspareunia.

Vaginismus

Vaginismus is a painful spasm of the vaginal muscles
during intercourse. This spasm may be due to aversion
to intercourse or may result from painful scarring after
episiotomy or other procedures. The condition may
be made worse by an inexperienced or inconsiderate
partner, Generally, the spasm begins when the man
attempts penetration, but in severe cases it occurs even
if the woman attempts to insert her own finger into the

SEXUAL DYSFUNCTION

vagina. In such severe cases no intercourse can take
place.

Trealment

It should be explained to the patient that vaginismus is
a form of muscle spasm that can be overcome by relax-
ation exercises. A graduated behavioural approach to
treatment is used. At first, diagrams and mirrors are
used to improve the patient’s understanding of sexual
anatomy and response. Once the woman is familiar aned
comfortable with her genitals, she is encouraged to
introduce the tip of her finger into the vagina. She
gradually inserts the whole of her finger and. once she
can do this without discomfort. she should try inserting
two fingers. In many women. this process will allow
the woman to overcome the vaginismus. In situations
where the woman finds it difficult to transfer from
finger to penile penetration, graduated dilators can be
used,

Vaginismus should be distinguished from lack of
vaginal lubrication, which is usually due to lack of
sexual arousal, but may also be due to drug side effects
and physical disorders {e.g. diabetes). It is more com-
mon following the menopause, Treatment consists of
removing the cause or using additional lubrication.

Dyspareunia
Dyspareunia is pain on intercourse (Table 15.6). When
the pain arises afier even partial penetration of the
vagina, it may result from impaired lubrication with
vaginal secretions (due to aversion (o intercourse or
inadequarte foreplay) or from painful scarring. When
pain is felt only during deep penetration, it may be
due to pelvic pathology such as endometricsis, pelvic
inflammatory disease, ovarian cyst, or tumour. Pain on
deep penetration may also result from diminished
lubrication in the later stages of prolonged inter-
course.

Treatment of dyspareunia depends on the cause.
When it is the result of psychological factors causing

AWLEIEBE] Physical disorders causing pain
Pain

Dyspareunia

Episioromy

Endometricsis

Pelvic inflammarorny disease
Pelvic eysts or tumours
Urethritis

Prostatits

Painful ejaculation

209
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impaired sexual arousal, sexual therapy technigues can
be used. Referral o a gynaecologist should be made if
simple measures are ineffective.

The corresponding disorder among men involves
painful ejaculation. an uncommon disorder usually
caused by urethritis or prostatitis, but occasionally
without detectable cause.

Orgasmic dysfunction

In men, argasmic dysfunction is premarure ejaculation
or retarded ejaculation: in women it is inhibired
orgasm.

Premature gjaculation

Premature ejaculation is habitual ejaculation before
penetration or shortly afterwards, so that the woman
gains no pleasure. It is common among young men dur-
ing first sexual encounters, and usually improves with
increasing sexual experience. The partner can assist by
interrupting foreplay whenever the man feels himself
becoming highly aroused (stop-start technique). This
process prolongs the period during which the man can
be highly aroused, but not ejaculate.

Retarded ejaculation

Retarded ejaculation may be part of a general psycho-
logical inhibition about relationships with women, It
can also be caused by drugs, notably antipsychotic drugs
and monoarine oxidase inhibitors. If the condition is
caused by drugs, the dese should be reduced if practica-
ble. When the causes are psychological, psychotherapy
can be tried although its results are uncertain,

Inhibited female orgasm

Inhibited female orgasm during intercourse is frequent
although most women can achieve it through clitoral
stimulation. In one survey, a quarter of women said
they had not experienced orgasm during the first year
of marriage. Whether treatment is requested depends
on what the couple regards as abnormal. Failure of
female orgasm may be due to the man's incapacity to
arouse his partner or show her affection and is a likely
cause if the woman can experience orgasm by mastur-
bation. Other causes are tiredness, depressive disorder,
physical illness, and the effects of medicaton.

Treatment

Treatment begins by dealing with any remediable
cause, If no such cause is found, the woman is helped to
express her sexual needs to the partner, and he is
encouraged o respond to them (using sex therapy if
necessary, see below). If the relationship between the
couple is poor, couple therapy may be used (sce p. 266),

Sexual dysfunction among people with physical
handicaps

Physically handicapped people have sexual problems
arising from several sources, including: (i) direct effects
of the handicap on sexual function (e.g. impairment of
the autonomic nerves to the genitalia in disease of the
spinal cord); {ii) general effects such as tiredness and
pain; (iii) fears about the deleterious effects of inter
course on the handicapping condition; and {iv) lack of
information about the sexual activities that are possible
for people with the disability. It is helpful if the general
practitioner can provide disabled individuals with an
opportunity to raise any sexual difficulties. When nec-
essary, treatment is provided by adapting methods
already described for treating sexual dysfunction in
non-handicapped people.

Psychological treatment of sexual dysfunction

Specific treatment recommendations are given above
in the sections on individual disorders. Many disorders
will respond to the steps outlined. However, the treat-
ment of a broad range of sexual dysfunctions may need
more structured psychological treatment. In this form
of treatment the couple is seen together whenever pos-
sible. There are three stages: (i) improving communica-
tion; (i) education: and (iii) ‘graded activities'.

Improving communication has two main aims: (i} to
help the couple to talk more freely about their prob-
lems: and (ii) to increase each partner's understanding
of the wishes and feelings of the other. These aims may
be appropriate to various kinds of problems. For exam-
ple, a woman may believe that her partner should
know instinctively how to please her during inter-
course; she may then interpret his failure to please as
lack of affection rather than as the result of her not
communicating her wishes to her partner. Alter-
natively, the man may wish the woman to take a more
active role in intercourse but be unable to say this to
her. A further aim of this stage of treatment is to enable
the couple to achieve a general relationship that is
maore affectionate and satisfying.

Education focuses on important aspects of the male
and female sexual responses; examples are the longer
time that is needed for a woman to reach sexual arous-
al, and the importance of foreplay, including clitoral
stimulation. in bringing aboutr vaginal lubrication.
Suitably chosen books on sex education can reinforce
the therapist's advice. Educational counselling is often
the most important part of the treatment of sexual dys:
function, and it may need to be repeated when the



couple have made some progress with the graded
activities described next.

‘Graded activities’ begin by negotiating with the cou-
ple a mutually agreed ban on full sexual intercourse.
The couple are encouraged instead to explore the pleas-
ure that each can give the other in tender physical con-
tact. The partners are encouraged to caress each other
but not to touch the genitalia at this stage. When they
can achieve caressing in a relaxed way that gives enjoy-
ment to cach partner, the next stage is genital foreplay
without penetration. When genital foreplay can be
enjoyed by both partners, the next stage is the resump-
tion of full intercourse in a gradual and relaxed way, in
which the partner with the greater problem sets the
pace. During this stage a graduated approach starts
with ‘vaginal containment’, in which the penis is
inserted gradually into the vagina without thrusting
movements. When this graded insertion is pleasurable
for both partners, movement is introduced; usually by
the woman at first. At each stage. each partner is
encouraged to find out and provide what the other
enjoys. The couple are advised to avoid checking their
own state of sexual arousal. Such checking is common
among people with sexual disorder, and has the effect
of inhibiting the natral progression of sexual arousal
to orgasm. Each partner should be encouraged to allow
feelings and physical responses to develop sponta-
neously whilst thinking of the other person.

Hormones have no place in the treatment of sexual dys-
function except in cases where there is a primary hor-
monal disorder. The overall results of sex therapy are
that about a third of cases have a successful outcome
and another third have worthwhile improvement.
Patients with low sexual drive generally have a poor
outcome,

Disorders of sexual preference

Disorders of sexual preference are sometimes known as
paraphilias. A sexual preference can be said to be
abnormal by three criteria:

1. Most people in a society regard the sexual preference
as abnormal.

2, The sexual preference can be harmful to other peo-
ple (e.g. sadistic sexual practices).

3. The person with the preference suffers from its con-
sequences (e.g. from a conflict between sexual prefer-
ence and moral standards).

Doctors may be concerned with these conditions in
three circumstances. They may be asked for help by the

DISORDERS OF SEXUAL PREFERENCE

Abnormalities of sexual preference

Abnormalities of the sexual abject

# seual fetishism
* [TANEVESLIST

# pasdophilia
Abnormaknes of the sexual agt

= exhubationem
& VOYELIFISm
# sexual sadism

# sexual masochism

person with the abnormal sexual preference; they may
be approached by the sexual partner; or they may be
asked for an opinion when a person has been charged
with an offence against the law—for example, exhibi-
tionism or a sexual act with a child. (These offences,
and others unrelated to abnormal sexual preference,
are considered in Chapter 22.)

Disorders of sexual preference are divided inte:
(i) abnormalities of the sexual 'object’; and (ii) disorders
of the sexual act (Table 15.7). The aetiology of these con-
dirions is not known, and the various theories will not
be discussed. They may, however, be associated with
the presence of other disorders including depression,
alcohol abuse, and dementia. Treatment is described
after the descriptions of the disorders, on p. 212.

Disorders of preference of the sexual object

Fetishism

In this condition, an inanimate object is the preferred
or only means of achieving sexual excitement. Almost
all fetishists are men and most are heterosexual.
Among the many objects that can evoke arousal in dif
ferent people, common examples are rubber garments,
women's underclothes, and high-heeled shoes. The
smell and texture of these objects is often as important
as their appearance in evoking sexual arousal. Some
fetishists buy the objects, but others steal them and so
come to the notice of the police. Sometimes the behav-
iour is carried out with a willing partner or with a paid
prostitute, but often it is a solitary accompaniment of
masturbation.

Fetishistic transvestism

In this condition, the person repeatedly wears clothes
of the opposite sex as the preferred or only means of
sexual arousal. It can be thought of as a special kind
of fetishism. Mearly all fetishistic transvestites are
men. The clothing varies from a single garment to a
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complete set of clothing. Cross-dressing nearly always
begins after puberty. At first, the clothes are worn only
in private; a few people, however, go on to wear the
clothes in public, usually hidden under male outer gar-
ments, but occasionally without precautions against
discovery. A few transvestites wear a complete set of
female garments: the condition then has to be distin-
guished from transsexualism (see p. 213). The essential
difference is that transvestites are sexually aroused by
wearing the clothing, while transsexuals are not.

Paedophilia

Paedophilia is repeated sexual activity or fantasy of
such activity with prepubertal children as the preferred
or only means of sexual excitement. Most paedophiles
are men. Few paedophiles seek the help of doctors;
those who do are mostly middle aged although the
behaviour has often started earlier. From the ready sale
of pornographic material depicting sex with children,
it is likely that paedophilic fantasies are not rare,
although paedophilia as an exclusive form of sexual
behaviour is infrequent.

The child is usually above the age of 9 years but pre-
pubertal, and may be of the same or opposite sex to the
paedophile. The sexual contact may involve fondling,
masturbation, or full coitus with consequent injury to
the child.

Disorders of preference of the sexual act

The second group of disorders of sexual preference
involves variations in the behaviour carried out o
obtain sexual arousal. Generally, the acts are directed
towards other adults but sometimes towards children
{e.g. by some exhibitionists or sadists).

Exhibitionism

In this condition, sexual arousal is obtained by exposure
of the genitalia to an unprepared stranger. Nearly all
exhibitionists are men. The act of exposure is usually
preceded by a period of mounting tension. which is
released by the act. Usually, the exhibitionist seeks to
shock or surprise a female. Most exhibitionists fall into
two groups. The first consists of men with inhibited tem-
peraments who generally expose a flaccid penis and feel
much guilt after the act. The second consists of men
with aggressive personality traits who expose an erect
penis while masturbating. and feel little guilt afterwards.
In Britain. exhibitionists who are arrested are charged
with the offence of indecent exposure (see p. 325).

When exhibitionism begins in middle or late life, the

possibility of organic brain disorder, depressive disor-

der, or alcoholism should be considered since these
conditions occasionally ‘release’ this pattern of behav-
iour. In other people, the exhibitionism may start dur-
ing a period of temporary stress.

Voyeurism

Voyeurism is observing others as the preferred and
repeated way of obtaining sexual arousal. Most voyeurs
are inhibited heterosexual men. Some voyeurs spy on
couples who are having intercourse, others on women
who are undressing or naked.

Sexual sadomasochism

Sadomasochism is a preference for sexual activity that
involves bondage or inflicting pain on another person.
If the individual prefers to receive such stimularion, the
disorder is called masochism, If the individual prefers
to administer such stimulation, the disorder is called
sadism. Beating, whipping., and tying are common
forms of such activity. Sometimes the acts are symbolic
and cause little actual damage, but occasionally the
acts cause serious injuries from which the partner may
die.

Mild sadomasochistic behaviour is common and is
considered to be part of the range of normal sexual
activity. The disorder should be diagnosed only if sado-
masachistic activity is the most important source of
gratification or necessary for sexual stimulation.

Management of disorders of sexual preference

All cases of this kind should be referred to a specialist if
possible, although the referring clinician should first
assess the problem as follows.

Assessment (Table 15.8)

The first step is to identify the problem and record its
course. The second step is to exclude any mental disorder
that may have released the sexual behaviour in a per-
son who previously experienced sexual fantasies but
did not act on them. It is particularly important to seek

WLLERERY Assessment of abnormalities of sexual
preference

+ Identify the problem and its course

# Exclude any associated mental disorder (especially depressive
disorder, aleohalsm, and dementia)

+ Assess normal sexual functioning
+ Consider the role of the abnormal sexual behaviour (see text)

+ Assess motivation for reatment




these causes when the abnormal sexual behaviour
appears for the first time in middle or late life,

The thire requirement is to assess normal sexual func-
tioning since one of the main aims of treatment 15 1o
strengthen this. Whenever possible, the patient’s sex-
ual partner should be interviewed. If normal sexual
behaviour is inadequate. appropriate treatment is
given (see p. 210).

Mext, an assessment is made of the role of the abnormal
behaviour in the patient's life. As well as providing sex-
ual arousal. such behaviour may be used as a way of
coping with loneliness, depression, or anxiety. If so.
the patient should be helped to find adaprive ways of
coping with these states,

Finally, motivarion for treatment is assessed. Ofien the
patient has been urged to attend by another person,
usually the wife or the police. In such cases the patient
may have no wish to change. Other patients seek help
when they become temporarily depressed or guilty,
either because the sexual behaviour has caused a prob-
lem, or for some other reason. Such people may lose
their motivation quickly when their mood returns to
normal,

Treatment

Sexual counselling may help with any problems in
forming relationships with the opposite sex. Any sex-
ual dysfunction should be treated, using the methods
described on p. 210.

The patient should be encouraged to use distraction
to control any fantasies of the abnormal sexual behav-
iour during masturbation, since such fantasies are. like-
Iy to reinforce and maintain the sexual disorder. He
should also stop the use of any pornographic materials
used to stimulate these fantasies.

Counselling should be used to help with any prob-
lems consequent to giving up the deviant sexual behav-
iour. Often, leisure time has been spent in seeking out
abnormal sexual stimuli, and new interests may need
to be developed. When the sexual behaviour has been
used 10 cope with depression or anxiety, the patient
should be helped to develop more adaptive ways of
coping.

Antiandrogens and oestrogen have been used 1o
reduce sexual drive, especially in patients whose abnor-
mal sexual behaviour is potentially dangerous to other
people. The benefits of such treatment have not been
clearly established.

Some people with abnormal sexual preferences
appear before the courts. Sanctions such as a suspend-

DISORDERS OF GENDER IDENTITY: TRANSSEXUALISM

ed sentence or probation order sometimes help a
patient to control his behaviour, provided that he is
motivated to help himself.

Disorders of gender identity:
transsexualism

In this rare disorder, the person has the conviction of
being of the sex opposite to that indicated by the exter-
nal genitalia. The person wishes to alter the external
genitalia to resemble those of the opposite sex, and to
live as a member of that sex. Most transsexual people
are men: most women who cross-dress and imitate
men are homosexual. In male to female transsexual
people, the conviction of being a woman usually dates
from before puberty, but medical help is not requested
until early adult life, when most have begun to dress as
women. Unlike transvestites, they report no sexual
arousal from cross-dressing: and unlike homosexual
men who dress as women, they do not seek to attract
people into a homosexual relationship.

Transsexual men may take a series of steps to
become more like women, They practise female styles
of speaking, gesturing, and walking: they remove body
hair by electrolysis: they attempt to increase breast tis-
sue by taking oestrogen or by obtaining a surgical
implant: and they may seek an operation to remove the
male external genitalia and form an artificial ‘vagina’.
Requests for such operations are often made in a deter-
mined and persistent way reflecting the person’s great
distress and may be accompanied by threats of suicide
or self-mutilation if surgery is not provided. Since such
threats are carried out occasionally, with serious con-
sequences, a specialist opinion should be obtained.

It might be thought that a logical treatment of trans-
sexualism would be a psychological procedure to alter
the person’s beliefs about his gender identity. No form
of psychotherapy, however, has been shown to succeed
in this aim. In any case, most transsexual patients
reject this approach, hoping instead to alter their bod-
ies 1o conform more closely with the gender they feel is
theirs. In a few specialist centres operations with this
purpose are carried out on selected patients (gender
reassignment). Good results have been reported, but
there is no high quality evidence of the long-term effec-
tiveness of the procedure. Decisions about such treat-
ment are therefore taken on an individual patient basis
after thorough assessment, and are made jointly by an
experienced psychiatrist and surgeon. in consultation
with the general practitioner.

213



214

15 PROBLEMS OF SEXUALITY AND GENDER

Psychological problems of homosexual
people
As described earlier (see p. 206), there is no sharp dividing
line berween homosexual and heterosexual people.
About 1 per cent of men and 0.25 per cent of women are
exclusively homosexual throughout their lives, while a
further proportion are overtly homosexual or bisexual
for a few years but subsequently are predominantly her-
erosexual. This bisexual potential is greatest in adoles-
cence, after which most people settle permanently into
one or other sexual role. Homosexuality is not a psychi-
atric disorder, but some homosexual people experience
sexual and emotional problems for which they seek med-
ical help. These problems are the subject of this section.
Homosexual men consult doctors with four main
kinds of problem:

1. A sexually inexperienced young man who has home-
sexual thoughts and feelings may ask for advice on
whether he is homosexual. The dector should find
out whether the young man has heterosexual as well
as homosexual thoughts and feelings, and whether
he has decided how he would prefer to develop. If
the man has heterosexual feelings and wishes 1o
develop them, he should be advised to avoid situa-
tions that stimulate homosexual feelings, and should
be helped to develop social skills with women.

2. The second kind of problem is presented by young
men who have realized correctly that they are pre-
dominantly homosexual and who ask for counselling
about the implications for their lives, Such young
men should be helped to think out the implications
themselves, and may be put in touch with a self-help
group of homosexuals.

3.The third problem is presented by the established
homosexual who becomes depressed or anxious
because of difficulties in his sexual relationships,
Again, counselling is appropriate as for problems in
heterosexual relationships.

4, The fourth problem is presented by the homosexual
who is concerned about HIV and AIDS. Such a patient
requires appropriate medical investigation, treat-
ment, and counselling.

Homosexual women ask for advice less often than
homosexual men: when they do seek help. it is usually
about problems in their relationship with the partner
—often jealousy or depression. Married homosexual
women may ask for advice about their relationships
with the husband and family, or about dysfunction in
heterosexual intercourse, Counselling is the appropri-
ale treatment.

Further reading

Bancroft, |. H. ]. (1988). Human Sexuality and its Problems,
2nd edn. Churchill Livingstone, Edinburgh.

A comprehensive account of normal and abnormal sexual
behaviour.

Hawton, K. (1985). Sex Therapy: a Proctical Guide. Oxford
University Press, Qxford.

Although dated, this book still provides a clear and practical
account of simple kinds of therapy suitable for use by the non-
specialist.

Johnson, A, E, Wadsworth, ]. & Field, J. (1994). Sexual
Attitudes and Lifestyles. Blackwell, Oxford.

A large UK survey of sexual experience and attitudes in the
Eeneral population.
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Figure 16.1 shows how the age structure of the popula-
tion is changing; the proportion of older people in less
developed countries is increasing much faster than it is
in developed countries. As many ilinesses, such as most
of the dementias. occur more frequently with increas-
ing age, all countries will be faced with the problem of
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Fig. 16.1 The percentage of the population aged 65 and over for
more developed and less developed countnes. (Data from 1996
United Mations population estimates and projections: from Jorm,

A F. (2000).) The ageing population and epidemiology of mental
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managing large numbers of mentally ill older people.
The proportion with cognitive impairment will double
in the UK in the nexr 50 years and will increase even
more dramatically in less developed countries.

Older people with mental health problems present
particular challenges. which the practice and organiza-
tion of old age psychiatry services have to take into
account. Elderly patients are often physically as well as
mentally frail and this affects presentation and course.
On the other hand, they have the advantage of a life-
time's experience of responding to fortune and adversity.

When considering psychiatric disorder in the elderly,
the clinician must be able to collect and integrate infor-
mation from a variety of sources. and to produce a
mangement plan that takes account of psychological,
physical, and social needs as well as the psychological,
This plan is likely to involve the cooperation of several
professionals. It is in this clinical complexity that much
of the challenge and fascination of old age psychiatry
lies.

Epidemiology

Psychiatric disorder, like medical illness, is especially
prevalent in the elderly (Fig. 16.2), This is reflected in
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Fig. 16.2 The prevalence of mental daorders across age groups
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The ggeing populatien and epideminlogy of mental disorders among
trie eiderly in New Qubord Textbook of Psychanry, Eds A4 Gelder, ||
Loper-tbon and M. C Andresen. Owford Universiy Press, Oxford.

the large proportion of time spent on the care of the
elderly in primary care and the high proportion of
hospital inpatient and outpatient attenders who are
aged 65 or older. Although psychiatric disorders in old
age have some special features, they do not differ

greatly from the psychiatric disorders of younger
adules,

Normal ageing
The following changes are seen in normal ageing.

Structural changes in the brain With advancing age,
the weight of the brain decreases. the quantity of nerve
processes declines, and there is a minor and selective
loss of cells. Senile plaques are increasingly common,
and ischaemic lesions are present in the brains of about
half of normal subjects aged over 65.

¢ Psychological changes From mid life there is a
decline in intellectual functions, as measured with
standard intelligence tests, together with deteriora-
tion of short-term memory and slowness. Also, there
may be alterations in personality and attitudes, such
as increasing cautiousness, rigidity, and "disengage-
ment” from the cutside world.

¢ Social difficulties Many elderly people have lower
incomes and poorer accommodation than younger
peaple. Most live at home—about half with their
spouse, and about one in ten with their children.
Some of those who live alone are very isolated. These
unsatisfactory social circumstances are typical of
most Western countries, but in some cultures, for
example the Chinese, the elderly are esteemed and
most can expect to live with their children.

¢ Use of medical services The elderly consult their
family doctors more often than younger people and
they occupy one-half of all general hospital beds.
These demands are particularly great in those aged
over 75. Trealment is often made difficult by the
presence of more than one disorder and by increased
sensitivity to drug side effects.

Psychiatric disorder in the elderly

The elderly suffer from all the psychiatric disorders
described in other chapters of this book, but dementia
and delirium are particularly common. Since the preva-
lence of dementia increases with age (Fig. 16.3), there
has been a disproportionate increase in the demand for
psychiatric care for the elderly, and this trend is likely
to continue. Although mild in this age group, depres-
sion 15 the most frequent problem seen in primary carée:
dementia is the most seripus.
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Assessment

General principles

Many elderly patients can be assessed in exactly the
same way as younger people. However, even more care-
ful consideration needs to be given to medical factors

Role of the primary care physician in elderly
patients

Assessment

# Reach the carrect diagnesis and desect any remediable
pathalogy

* Assess the patient’s funcoional state and encourage opumum
funcrioning

* Review medication

# Assess the role of the primary health care team in providing
Services

Management

¢ Coordinate socal support and make appropriate referrals to
ather agencies

* Identify the early stage of chronic disorders and help the
pawent and carers come o terms with the diagnosis and
POENOsIS

* Anticipate and avert crises by assessing social and domestic
circumscances

* Monitor the needs of carers and support them

PSYCHIATRIC DISORDER IN THE ELDERLY

and social circumstances (Table 16.1). Alter making a
diagnosis there are theee important practical issues
that always need to be considered:

1. Can the patient’s care be managed at home?

2.1f so, what additional help is needed by the patient
and family?

3. Can the patient manage his financial affairs?

Whenever possible the doctor should inferview any rel-
atives or friends whe can give information about the
patient and may be involved in care, especially if there
is any possibility of intellectual impairment. The
reasons for the request for treatment should be consid-
ered carefully. since this may reflect changes in the atti-
tudes of the family and neighbours to the patient’s
longstanding problems rather than any change in
the medical condition. When a specialist opinion is
required it is often better to arrange this at the
patient’s home where patients can be observed in their
usual surroundings.

History
The following specific information should be obtained
during the assessment:

& timing of onset of symptoms and their subsequent
Course;

# a description of behaviour over a typical 24 hours;

# previous medical and psychiatric history:

+ living conditions and financial position;

+ ability for selfcare and to manage finances and deal
with hazards such as fire;

+ any behaviour that may cause difficulties for carers
or neighbours;

+ the ability of family and friends to help:

@ pther services already involved in the patient’s care,

Examination and investigation

Physical examination When there are medical indi-
cations, a thorough physical examination should be
carried out, including an appropriately detailed neuro-
logical assessment with particular attention to vision
and hearing.

Physical investigations If an organic cause of the psy-
chiatric disorder is suspected. investigation may be
required, guided by the diagnosric possibilities suggest-
ed by the history.

Psychological assessment Simple tests such as the
Mini Mental State Examination (see p. 37) are valuable
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BOX 16.1 ETHICAL AND LEGAL I1SSUES IN
THE ELDERLY

+ Confidentiality in relation to information from
carers.

¢ Confidentiality of information about financial
circumstances.

+ Consent 1o reatment:

+ capacity to consent to physical and psychologi-
cal treatment;

+ advance directives;
+ decisions ‘not to treat”,
+ Management of financial affairs:

+ nominating another to take responsibility
{Power of Attorney);

= procedures to enable others to take respon-
sibiliry.

+ Entitlement to drive a car.

but must be used as part of a wider clinical examina-
tion. Regular clinical review and screening are valuable
for older people. This should include a search for possi-
ble psychiatric disorder, especially for early dementia
and depressive disorder.

Principles of treatment

Mational policies for the provision of services for the
elderly differ widely. There are varying emphases on
social policies to provide sheliered accommodation and
care in the community. Most problems are managed in
primary care but more complex problems require close
links with multidisciplinary psychiatric services, with
geriatric medicine. and with social and voluntary ser-
vices offering help in the communirty.

Whatever the nature of services, the treatment of
psychiatric disorders in the elderly resembles that of
the same conditions in younger adults, although there
are some differences in emphasis:

= it is more ofien necessary to treat concurrent physi-
cal disorders;

+ special caution is needed in drug dosages;
+ social measures and services are even more important;

+ families need to be involved and supported, even
more than with younger patients;

¢ it is essential to be aware of legal and ethical issues
(Box 16.1).

Ethical issues

Ethical issues in the elderly are similar to those in
younger people but problems relating to impaired
capacity are much more common (Box 16.1). It may be
necessary to consider practical matters as well as the
ability to consent to treatment.

Advance directives ('living wills’) are accepted in
many countries as a means of enabling people to indi-
cate how they would like to be treated if they lose the
capacity to take decisions. They respect the principle of
autonomy and are seen as helpful by many doctors.
However, there can be practical problems. It must be
clear that the person was competent when the direc-
tive was drawn up and interpretation needs to be flexi-
ble to take account of particular medical situations.

Place of treatment

Although it may often seem easier Lo treat more Severe
problems in hospital, treatment at home is usually prefer-
able because most elderly people want to be at home
and usually function better there. Plans should be
responsive to changing needs, and discussed regularly
with the family or other carers to ensure that home
care does not place an unreasonable burden on them.
Short stays in hospital may be needed for acute problems
and to allow a holiday for the carers, Long-term care in
a home or hospital is needed for a minority of the
elderly.

Treatment of physical illness

Any physical disorder causing organic mental disorder
should be treated if possible. The treatment of other
physical disorders may benefit the mental state in a
non-specific way. Mobility should be encouraged, and is
often helped by physiotherapy. A good diet should be
ensured,

Psychotropic medication

Drug-induced morbidity is common among elderly
patients who may develop side effects at lower doses
than do younger people. Some drugs may cause mental
symptoms as side effects; most often these are drugs
that are:

+ used to treat cardiovascular disorders (hypotensives,
diuretics, and digoxin):

¢ acting on the central nervous system (antidepres-
sants, hypnotics, anxiolytics, antipsychotics, and
antiparkinsenian drugs).

Many elderly people sleep poorly, and some take hyp-
notics regularly. Such drugs should be avoided as they
may cause daytime drowsiness, confusion, falls, incon-



tinence, and hypothermia. If a hypnotic is essential, the
minimum effective dose should be used, the side
effects monitored carefully, and the course of treat-
ment made as short as possible, Dichloralphenazone,
chlormethiazole, and medium- or short-acting benzodi-
azepines are used as hypnotics for the elderly.

Elderly patients may not take drugs as prescribed,
especially when they are living alone, have poor vision,
or are confused. For this reason, the drug regimen
should be as simple as possible, medicine bottles
should be labelled clearly and easy to open, and the
patient should be provided with memory aids (e.g. by
containers with separate compartments for the drugs
to be taken at each time of day). If possible, drug taking
should be supervised by one of the carers or by a com-
munity nurse, both of whom need to be adequately
informed of the drug regimen.

It is prudent to start treatment with small doses and
increase these gradually to find the minimal effective
dose. Response to the medication should be reviewed
regularly. Despite the need for caution in prescribing,
elderly patients should not be denied effective drug
treatment, especially for depressive disorders.

Psychological treatment

Discussion and problem solving are as important in
the care of the elderly as in the care of younger
patients, and joint interviews with partners or carers
are often valuable.

Memory aids Patients with memory disorder may be
helped by simple measures such as the use of note-
books and alarm clocks to aid memory. In residential
accommodation the use of colour coding of doors
and similar features of design can help to reduce
disorientation.

Interpretative psychotherapy is seldom appropriate
for the elderly.

Social measures

Many patients can be helped to remain independent
by attendance at a club or day centre as a way of encour-
aging self-care, domestic skills, and social contacts,
Domiciliary occupational therapy may help patients who
cannot travel to a day centre. More severely impaired
patients may benefit from residence in an old people's
home provided that their individual needs and dignity
are respected. Table 16.2 summarizes social provision.

Involving and supporting families and carers

Families should be able to discuss problems and receive
advice about the patient's care (Table 16.3). For exam-

PSYCHIATRIC DISORDER IN THE ELDERLY

Social measures that should be considered
in the care of elderly patients

Peychosocial treatments

+ Encourage self-care
+ Social contaces

Legal and financial adwce

# Financial
* Droang
# Estimating capacity

Social services

+ Domicilary
& Day care

+ Resdennal and nursing care

Valuntary services

Support for the carers of elderly patients

Good prompt care for patients
& Early identification of dementia

* Comprehensive medical and social assessment of identified
Cases

+ Timely referrals between agencies, for example from general
pracunioner to old age psychiacnst

+ Conunuing reviews of each pabent’s needs and back-up for
carers

& Active medical trearment for any intercurrent illness

Informanion and helg for carers

& Provision of information, advice, and counselling for casers
« Regular help with household and personal care tasks

# Regular breaks for carers, for example by providing day care
and respite care for the patient

+ Appropriate inancial support

+ Permanent residential care if this becomes necessary

ple, if the patient is incontinent. relatives can be
helped by the provision of laundry services. Day care or
holiday admissions can allow carers periods of respite,
With such help, many relatives can undertake the care
of elderly people without undue burden,

Although most families care effectively for their eld-
erly members, occasionally they neglect or even abuse
the elderly persen, or misuse their property. Elderly
women are more often affected than elderly men. and
those who have psychiatric disorder may be at greater
risk. Although not common, vigilance is required to
recognize problems.
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Clinical features of delirium

WECIBES Immediate treatment of delirium

& Aute onsel

+ Flucruating onentanion

# Fluctuating alertness and disturbed sleep
+ Impaired recent memory

+ Abnormal perceprions, especially visual illusions or
hallucinareons

+ Perplexity or suspiciousness

 lrritability and agitanon

Specific psychiatric disorders

Delirium

Delirium is more fully described in Chapter 10 but the
clinical features are summarized in Table 16.4. Among
elderly patients the central fearure, impairment of con-
scipusness, may not always be obvious, especially when
the onset is gradual. When this happens, delirium (a
reversible disorder) may be misdiagnosed as dementia
(an irreversible disorder). It is not uncommeon for delin-
um [0 occur in patients with established dementia,
resulting in considerable deterioration in cognitive
function. The commonest causes of delicium in the eld-
erly are infections of the urinary tract, chest, skin, or
ear, cardiac failure, iatrogenic side effects of drugs, and
cerebrovascular 1schaemia.

In the absence of an obvious medical cause for delir-
ium, look for occult urinary or other infection, or con-
stipation. It is important not to miss alcohol-related
cases, prescribed drug side effecis or withdrawal, and
head injury. Although the mental state improves
when the cause of delirium is removed, many of
the causes of delirium threaten life, and mortality is
high.

Treatment (see Chapter 10) is directed to the cause of
the delirium but. until this has taken effect, drugs may
be needed to control symptoms of agitation, disturbed
behaviour, and psychotic behaviour (Table 16.5). The
best choice is generally a small dose of an antpsychotic
drug such as haloperidol that relieves symptoms with-
out increasing confusion. If sleep is poor or disturbed, a
hypnotic can be useful—chlormethiazole or dichlo-
ralphenazone are often used, rather than benzodi-
azepines.

Dementia

Dementia is commeon in the elderly. Most sufferers live
at home, and in the UK about a quarter live alone. A pri-
mary care doctor with 2000 patients can expect to care

Oibrain information from informancs amd medical notes

Look for and trear the causes

Maintain the patient’s general physical condition

Provide an appropriate environment:

+ visual adequate lighting, spectacies

# audiory: repeated, frequent explanations, hearing aids, minimal
disturbance from others

Maximize famaliarivy with the environment:

+ aid orientanon by outside view, clock, etc
® visits by relates

® regular routing

Congistent nursing:

+ minimize medical intervennions
& avoid conflict

+ mumimum nymber of siaff invalved

Limited wse of psyehotropic drugs (see text)

LEESEES Causes of dementia

+ Althevmer’s diceate

+ Vascular dementia

+ Lewy body disease

& Mied causes (eg Alzheimer’s and vascular)
# Parkinson’s disease

& Vitamin B, deficiency

& Mormal pressure hydrocephalus

+ Hypothyroidism

for about 20 people with dementia. The main account
of the syndrome of dementia is given in Chapter 10.
This section is concerned with special points about
dementia in the elderly. There are three common
causes of dementia in this age group:

1. Alzheimer's discase.

2. Vascular dementia.

3. Lewy body disease.

Other causes are listed in Table 16.6.

Alzheimer's disease

Prevalence The prevalence in developed countries of
moderate and severe Alzheimer's disease is about 5 per
cent of individuals aged 65 years and over, and 20 per
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cent of those aged over 80 years. Therefore, as life
expectancy increases in developing countries so the
number of patients with Alzheimer's disease increases.
About 80 per cent of these demented people live in the
community rather than institutions. It is more com-
mon in women.

Pathology The brain is shrunken, with widened sulci
and enlarged ventricles. There is cell loss. shrinkage
of the dendritic tree, proliferation of astrocytes. and
increased gliosis. Senile plagues and neurofibrillary tangles
occur throughout the cortical and subcortical grey
matter (Fig, 16.4).

SPECIFIC PSYCHIATRIC DISORDERS

M e I o™

Aetiology Genetic factors play a role, especially in those
with early onset of the disease. Pedigree studies of a
small number of families have suggested inheritance
that is consistent with autosomal dominance. First
degree relatives of those with late onset Alzheimer’s dis-
ease have a risk of developing the disorder that is three
times that of the general population. However, most
cases appear to be clinically sporadic without a family
history. Recent evidence does not support the sugges-
tion that excessive aluminium is a cause, and other
hypotheses about the role of slow viruses or abnormal
immune mechanisms have not been confirmed.
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Clinical features Doctors are seldom consulted in the
early stages of the disorder; help is often requested
after a sudden worsening associated with an inter-
current physical illness.

« The earliest feature is usually minor forgetfilness,
which may be difficult to distinguish from the effects
of normal ageing.

 Disorfentation is usually an early sign and may be
evident for the first time when the person is in unfa-
miliar surroundings, for example on holiday.

+ The mood varies—it may be predominantly depressed,
euphoric, flattened, or labile,

+ Many patients are restless by day, and some sleep poorly
at night. waking disorientated and distressed.

+ Social behaviour declines and self-care may be neglected,
although some patients maintain a good social
facade despite severe cognitive impairment.

# Personality change may occur, often with an exaggera-
tion of less favourable trairs,

¢+ In the later stages of the disorder. the above features
progress. and signs of parietal lobe dysfunction (such as
dysphasia or dyspraxia) may occur.

Course There is a progressive decline. Incidental physi-
cal illness may cause a superimposed delifium resulting
in a sudden deterioration in cognitive function from
which the patient may not recover fully. Death occurs
usually within 5-8 years of the first signs of the disease.

Treatment is considered later (see p, 225),

Vascular dementia

Vascular dementia is slightly more common among
men than women. It begins usually in the late sixties
or seventies, often more suddenly than Alzheimer's
disease, sometimes after a cerebrovascular accident.

Pathology Vascular dementia is associated with multi-
ple infarcis of varying size caused by thromboem-
bolism from extracranial arteries or arteriosclerosis in
the main vessels. The brain is atrophic and the ventri-
cles are dilated,

Clinical features The symptoms are characteristically
fluctuating, and episodes of confusion are common,
especially at night. Fits or episodes indicating cerebral
ischaemia occur at some stage in many cases. There
may be neurclogical signs. In some cases emotional and
persenality changes may be apparent before impair-
ment of memeory and intellect.

Diagnosis The diagnosis from Alzheimer’s disease is
difficult 10 make with centainty unless there is a clear

Clinical features of Alzheimer's disease and
vascular dementia

Altheimer's disease Vascular dementia
Insidious decline Stepwise Progression
Poar memaory Patchy impairment of cognitive

funcrion

Progressive disonentation Poor memary

Mood change Episodes of confusion
Restless activity Mogd change
Insominia Personality change

Decline in social behaviour
Personality change
Drysphasia, dyspraxia

Seizures
Meurological signs (see text)

history of stroke or neurclogical localizing signs
(Table 16.7). Suggestive features are patchy defects of
cognitive function, stepwise progression of the condi-
tion, and the presence of hypertension and of arte-
riosclerosis in peripheral or retinal vessels.

Prognosis From the time of diagnosis the lifespan
averages 4-5 years, although the variations are wide.
About half the patients die from ischaemic heart dis-
ease, while others die from cerebral infarction or renal
complications.

Lewy body disease

The name refers to the characteristic pathology. namely
Lewy bodies in the cerebral cortex and substantia nigra.
It is a progressive dementing illness that can sometimes
be distinguished from Alzheimer's by its fluctuating
course, the occurrence of hallucinations [especially
visual). delusions, and signs of parkinsonism. There
may be repeated falls and transient disturbances of
consciousness.

Differential diagnosis of dementia in the elderly

General aspects of the diagnosis of dementia are dis-

cussed in Chapter 10. In the elderly, dementia must

be differentiated from three other disorders:

1. Delirium. This is suggested by impaired and fluctuat-
ing consciousness, and by perceptual misinterpreta:
tions and visual hallucinations (Table 16.8).

2. Mood disorders (see Chapter 8).

3. Paranoid states (see p. 227).

It is important to consider treatable causes of dementia
(Table 16.9) even though they are rare.
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LIRS some clinical features distinguishing delirium and dementia

Feature Delirium Dementia

Clinical course

+ Mode of onser Agure or subacute (hours or days) Chronic {usually several years)

+ Fluctuanions Frequent and rapid (in hours) Slow changes (monchs)

Conscious level

* Arcentson Markedly reduced Reduced in severe cases

* Arousal Increased or decreased Usually normal

& Alproness Reduced in severer cases Mormal

Cognitive changes

* Delusions Fleeting, poorly systemized i IF present, often condistent

* Halluginagion Cammon {usually visual) Infrequent (both visual and verbal)
* Onentation Usually impared Impaired n proportion Lo seventy
Motor features

* Abnormal movements Teemor and myodlonus
* Psychomotor acomary
* Chysgraphia

+ Autonomic features

Usually present

Abnormalities often present

Usualty abnormal increased or decreased

Usually absent
Lsually narmal
Absent in muld cases

Mormal (except that postural hypotension i common}

USAASIEEN Treatable causes of apparent dementia

+ Depressive preudodementea
& Delrwm

® Slowe-growing operable cerebral tumaour

#+ Hypothyroidesm

¢ Marmal pressure hydrocephalus

+ Vitaman B, or folic acid deficiency
+ Renal fadure

* Severe anaenmia

Assessment

The assessment should always include a thorough
search for treatable causes of delirium superimposed
upon dementia. About 10 per cent of those first
thought to have dementia will have a treatable cause
(Table 16.9). Table 16.10 summarizes the ways of
achieving early diagnosis in primary care.

The aims of assessment are;

* to identify rare treatable conditions that may present
as dementia;

* 10 diagnose any condition that may exacerbate
dementia (e.g. a superimposed delirium);

* o diagnose of the cause of dementia;

IELIEANE Early assessment of dementia in primary
care

+ Alertness 1o ewdence (usually lrom a relative) of decline in
mntellectual funcrion (memory. judgement ) or everyday behaviour
(self-care)

+ Depressicn. agiation, parangid sympioms
+ Chnical tesung, onentanon, and memaory testing
* hurn Mental State Exarmimation

+ Assess funcoional imparment (eg taking medication,
telephoning, managing budget. travel in cars and on public
Lranspore)

+ to obtain the information needed to plan continuing
care.

Early diagnosis is important because it enables plan-
ning with the patient and with all those involved in care.
Information from carers about the impairment caused by
the dementia is essential (Table 16.11). Because impair-
ments develop gradually they are often attributed at first
to normal ageing. Important clues to dementia are;

+ general forgetfulness;
+ misplacing items;
+ forgetting the names of close family members;

& increased anxiety or depression.
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Information to be sought from carers

about dementia patients

+ Forgetfuiness

+ Memory lapses

# Personality changes

& Failure to recognize pecple

+ Failure to cope with previous routine tasks

¢ Lack of seif.care and reduction in personal standards
# Crang up previous interests and hoblbes

+ Emononal changes: amoety, depression, irmzabiliny, lack of care,
and congern

* Mocwurnal confusion
# Dusanientanion for nme and place
+ Difficuloy inspeech

# Extent 1o which changes have been gradual or have suddenly
worsengd

JLERSIREY Assessment of functional capacity in
dementia patients

+ Continence

* Dressing

® Seifecare

+ Coalng abilrty and nutrition

+ Shopping/housework

¢ Degree of onentanion in the home
* Capacity to manage financial affairs
* Formal and informal supports

# Sorial contaces

+ Safety in che home

LLLESEREY Reasons for referral of dementia patients
to a hospital consultant

* Eariy diagnosss of a possivle dementia and the cause
+ Detecoion of reversible conditions mimicking dementia

+ Specialst advice about management, including adwv.ce on drug
[EERIMEnD

+ Uncontrollable agitation
& Assessmnent and management of challenging bebaviours

BOX 162 ASSESSMENT OF COMMON
PROBLEMS '

Aggression

& Is it verbal or physical?

+ To whom is it directed and when—is there a
reason?

+ What resources are available?

+ Should drugs be used?

Incontinence
« What kind and how often?
+ Are there contributing medical factors (e.g. drugs]?

+ What means of coping with the problem are
available (e.g. pads or laundry services)?

Wandering
» Frequency?

+ What is the degree of danger?

Refusal of services

+ How do the risks balance against the choices of
the individual?

* What alternative sources of help are available?

| * When should the situation be reassessed?

| Refusal to accept admission to residential care

'I + What other ways could there be to limit risks of
wandering and selfneglect?

+ Is additional community support available?
+ Are compulsory procedures appropriate?

+ Can some one be appointed to take on legal
powers for financial and other matters?

summarizes the common reasons for referral for a spe-
cialist opinion and Box 16.2 the points to be considered
when assessing common problems found in dementia.

Examination and investigation

The mental state examination should include a systen-
atic assessment of cognitive functions. A full |:I'l'I|J|-'5i‘Call
examination and investigation is required in:

 patients with a rapid onset of fluctuating cognitive
impairment and for those with unusual patterns of
cognitive impairment and clear consciousness.

Questions about the patient’s functional capacity may
reveal defects in self-care, ability to cope with familiar
tasks, and emotional changes (Table 16.12). Table 16.13



¢ patients with onset under the age of 75 years.

Specific investigations are usually not indicated in
these with insidious onset of the typical pattern of
dementia over the age of 75.

To determine the cause of dementia. biochemical or
other physical investigations may be indicated. Accord-
ing to the diagnostic possibilities, these may include:
bleod count and film, erythrocyte sedimentation rate
(ESR), VDRL serology, thyroid function, urea and elec-
trolytes, liver function, vitamin B,,. chest X-ray, skull
X-ray. electrocardiogram (ECG), and electroencephalo-
graph [EEG). A scan is indicated when a localized lesion
is suspected.

Treatment of dementia in the elderly

The first step is to treat any treatable physical disorder caus-
ing the dementia in the hope of arresting or possibly
reversing it to some extent. If the physical disorder has
caused an associated delirium, the mental state may
improve considerably with treatment of the physical
disorder. Even minor medical problems, such as consti-
pation and urinary infection, may worsen the behav-
ioural problems of a demented person (Table 16.14).

In early dementia. all those involved should consider
what the patient should be told abour the diagnosis.
The patient may wish to know and there may be impor-
tant reasons for early plans for future care, avoidance
of unsuitable activiries (such as driving), and planning
family life and financial matters.

Psychological and social treatment For elderly dement-
ed patients psychological and social treatments are sim-
ilar to those for younger patients (see Chaprer 10).

Care Whenever feasible, patients should be cared for at
home, especially when family and friends can con-
tribute 1o their care. If necessary, help can be provided
by a community psychiatric nurse or social worker. Day
care may be needed to help the patient and their family.

WELIESSEREY Management of dementia

+ Treat any prmary disorder

& Treat the cause of superimposed defirium

® Trear even minor medical problems (see text)

& Involve and support relatives

& Arrange practical help in the home

+ Arrange help fer carers (e.g ‘holiday admissions’)
¢ Medwcation for mﬁht* and daytime restlessness

& If home care fails, arrange residential or hospital care

SPECIFIC PSYCHIATRIC DISORDERS

WIS Role of the primary care team in dementia
patients

& Investigate treatable causes (present in about 10 per cent)

+ Exciude concident conditions especially depression, delinum,
paranoed disorder sympeoms, and concurrent physical illnesses

& Mimimize associated disabilinies

¢ Decide whather to refer to consultant (see Table 16 13)

o Manage and coordinate access (0 other resources

o Help carers by providing informarion and advice, especially

abourt the emononal and behavioural ehanges that have taken
place or may do o

Inpatient care may be needed to tide over a crisis, or to
enable the family to have a period of rest or a holiday. If
the patient cannot be managed at home, residential care
may be appropriate in an old people’s home. The role
of the primary care team is summarized in Table 16.15.
In most cases, long-term care in hospital is required only
when intensive nursing is needed

Drug treatment Medication should be used with care
as the side effects may be greater than the benefits. It is
occasionally appropriate to consider sedative drug treat-
ment, such as the use of thioridazine or promazine, for
restlessness when it is exhausting both for carers and
the patient. Antipsychotic drugs may be required to con-
trol paranoid delusions. and antidepressants may be indi-
cated when depressive symptoms are prominent.

Central cholinesterase inhibitors are of specific
benefit for approximately one-half of patients with
mild/moderate dementia of Alzheimer's disease, delay-
ing deterioration and resulting in some improvement
in cognitive function for up te a year, They should only
be prescribed by specialists and the response should be
carefully monitored. A second generation of drugs is
being developed and they can be expected to be avail-
able in the next few years.

Management of behavioural disturbance Mon-drug
interventions arc the most important. They include
identifying and remedying any medical or environmen-
tal causes, providing extra support for carers, and con-
sidering environmental changes. Medication is most
useful for specific psychiatric causes of disturbance
such as depression. anxiety, or psychotic symptoms.
Sleep disturbance is best managed by avoiding caffeine
and other stimulants, trying to increase daytime activi-
ty and reducing daytime sleep. Antipsychotic drugs are
widely used in the management of disturbed behav-
iour, but there is little convincing evidence to support
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their use for non-specific indications. Such therapy
should be a last resort for severe problems.

Depressive disorder

Depressive disorders are common in later life with a
prevalence of about 10-15 per cent for those aged 65,
of which a quarter are severe. Many of these disorders
are found in people who have had a depressive disorder
at an earlier age; first depressive illnesses decline in
incidence after the age of 60, and are rare after the age
of &0. The incidence of suicide increases steadily with
age and is usually associated with depressive disorder.

Clinical features

There are no fundamental differences between depres-
sive disorders in the elderly and these in younger peo-
ple, but some symploms aré more common in the
elderly. Anxiety and hypochondriacal symptoms are fre-
quent. Depressive delusions of poverty and physical ill-
ness are more common among severely depressed
patients, as are hallucinavons of an accusing or obscene
kind.

A few retarded, depressed patients have conspicuous
difficulty in concentrating and remembering but there
is no corresponding defect in clinical tests of memory
function (pseudodementia). The possibility of a
depressive disorder should be considered whenever an
elderly patient develops apparent cognitive impair-
ment. anxiety, or hypochendriacal symptoms.

Course

Untreated depressive disorders in the elderly often
have a prolonged course, some lasting for years. With
treatment. mast patients improve considerably within
a few months, but abour 15 per cent do not recover
completely even after vigorous treatment, Long-term
follow-up of recovered patients shows that relapse is
frequent. Suicide is more likely than in younger
people.
The factors predicting a better prognosis are:

+ onset before the age of 70;

+ short duration of illness;

+ ood previous adjustment;

+ no concurrent disabling physical illness;
+ good recovery from previous episodes.

Aeticlogy

In general, the aetiology of depressive disorders in late
life resembles that of similar disorders occurring in
earlier life (see Chapter 8), except that genetic factors

EEEED Ciinical features of dementia and

pseudodementia

Dementia Pseudodementia

Prolonged progressive course Course of weeks or months

impaired onentanon Mormal anentacion

Moad changes secondary Begins with mood symproms
Memory impaired, may Unwallingness to answer
confabulare

Progressive course May be divrmal vanation

May be past history of mood
disarder

may be less important, Neurological and other physical
ilinesses seem to be more frequent among depressed
elderly patients than among younger ones, and may act
as provoking or maintaining factors.

Differential diagnosis

Depressive disorder has to be differentiated from a
number of other states:

Dementia The most difficult differential diagnosis is
between depressive pseudodementia and dementia,
and a specialist opinion is often required (Table 16.16).
The distinction depends on a detailed history from
other informants, and careful observation of the men-
tal state and behaviour of the patient. In depressive
pseudodementin, mood disturbance usually precedes
other symptoms and the depressed patient’s lack of
interest and unwillingness to answer can usually be dis-
tinguished from the demented patient's true failure of
memory. In depression, there may be diurnal variation
and a past history of mood disorder. The diagnostic
problem is made more difficult because dementia and
depressive disorder sometimes coexist.

Paranoid disorder When paranoid ideas are promi-
nent in a depressive disorder, it has to be differentiated
from a paranoid disorder. In a depressive disorder, the
patient usually believes that the supposed persecution
is justified by his own wickedness: in a parancid dis-
order he usually resents it as unjustified. Depressive
symptoms usually follow the onset of paranoid dis
order, but it is often difficult to be certain of the
sequence,

Anxiety disorder A depressive disorder with symp-
toms of agitation may be mistaken at first for an anxi-
ety disorder. It is essential to look for characteristic
pessimism and other symptoms of low mood.




Management

In most respects the treatment of depressive disorders is
the same for the elderly as for people of other ages (see
Chapter 8). Suicide risk should be assessed (see p. 172).

Antidepressant drugs are effective in the elderly, but
should be used cautiously and adjusted according to
side effects and response. Some psychiatrists use tri-
cyclic antidepressants as the first choice: others prefer
specific serotonin reuptake inhibitors (S5RIs) . The lat-
ter are particularly useful for those who find the side
effects of tricyclic antidepressants intolerable, for those
with cardiac arrhythmias or epilepsy. and for those
where the risk of delirium is high (e.g. patients with
dementia). To reduce side effects. the starting dose is
about half the usual dose for younger patients. and the
drug may be given more than once a day. Although it is
ippropriate to start cautiously, it is important to
achieve a full therapeutic dose. After recovery, anti-
depressant medication should be reduced slowly and
then continued in reduced dose for at least 2 years.
Patients with a history of recurrent depression require
long-term continuation treatment.

Electroconvulsive therapy (ECT) is useful for the smail
minority of patients with severe and distressing agita-
tion, life-threatening stupor, or failure to respond to
drugs. Special care is needed with the anaesthesia. It
may be necessary to space out treatments at longer
intervals than in younger patients to reduce post-treat-
ment memory impairment.

Mania

Unlike depressive disorder, mania does not increase in
incidence with age. Hence, in old age mania is much
less frequent than depressive diserder, accounting for
5-10 per cent of affective disorders. In the elderly,
depressive symptoms are often present with the manic
symptoms, and the condition is frequently recurrent,
Treatment of the acute illness is similar to that for
younger patients (see Chapter 8), although with special
caution aver the side effects of drugs. Lithium prophy-
laxis is valuable but blood levels should be kept at the
lower end of the therapeutic range used for younger
patients, and should be monitored with special care,

Paranoid syndromes

Paranoid syndromes, with persecutory beliefs, delu-
sions, or hallucinations. may be due to:

¢ dementia;

+ mood disorder;

SPECIFIC PSYCHIATRIC DISORDERS

+ schizophrenia and delusional disorder (sometimes
referred 1o as late paraphrenia);

+ paranoid personality disorder.

The commonest syndromes are those secondary to
dementia or mood disorders.

Schizophrenia and delusional disorder may begin
in old age or may have begun earlier in life and contin-
ved into old age. In the elderly, the symptoms are gen-
erally less florid and the behaviour less disturbed than
in young patients. The same aetiological factors have
been identified as in younger adults, but evidence of
previously suspicious personality, social isolation, and
deafness seem to be particularly important.

Differential diagnosis

In the elderly. schizophrenia and delusional disor-
ders arc diagnosed by the same criteria as in younger
patients. In dementia there 15 cognitive impairment,
and visual hallucinations may cccur. In mood disor-
der. the mood disturbance is more profound than in
other paranoid states, and the persecutory delusions
are usually associated with ideas of guilt. In paranoid
personality disorder there is lifelong suspiciousness
and distrust, with sensitive ideas but no delusions.

Treatment
In general, the treatment of these disorders in the
elderly is similar o that for younger people (see
Chapter 9). Outpatient treatment may be possible, but
admission to heospital is often required for adequate
assessment and treatment. Most patienis require anti-
psychotic medication but the dosage is usually less
than that needed for younger adults, for example,
2-5 mg of rrifluoperazine three times a day or haloperi-
dol 1-10 mg once daily. As with younger patients a
depot preparation should be considered. Any sensory
deficit, such as deafness or cataract, should be assessed
and, if possible, treated. Attendance at a day hospital or
day centre may be needed to avoid social isolation.
ensure adequate supervision, and prevent relapse. (See
Case study 16.1.)

Patients with long histories in younger life will
require continuing specialist care that takes account of
the changing circumstances of old age.

Anxiety, minor mood disorder, and personality
disorder
Anxiety and minor mood disorder are as common in

the elderly as in younger people, but occur rarely for
the first time in old age. There is often a predisposing
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CASE STUDY 16.1 PARANOID SYMPTOMS

The son of an 82-yearwld widow comes to your sur-
gery to say that he is concerned about his mother. He
has noticed, over a period of months, that his mother
has complained of increasingly numerous events in
which neighbours and other people have apparently
shouted abuse from outside her house and persecuted
her. She believes that they have stolen objects and
that they have moved her furniture around. She
thinks that there is a complex conspiracy that
involves a number of her neighbours and which is
intended to drive her out of her own home. The son
has realized that many of the allegations are a fantasy
and unbelievable and has tried to persuade his moth-
er to seek help. However, she has maintained that she
is perfectly well and that the problem lies with her
neighbours' behaviour,

[Importance of information from relative]

You have known the patient for many years and
have occasionally visited her to treat minor aillments.
You say that you will visit her home and say that you
are making one of your regular visits to the clder
patients in your practice. When you arrive, the
patient is initially somewhat suspicious but lets you
in and tells you about her beliefs that she is being per-
secuted. When you express some doubt, it is clear
that she will not be dissuaded from these beliefs.
|Home visit; maintaining relationship]

You feel that it is unlikely that she would agree to a
| visit from a psychiatrist and thar you should try and
| establish the diagnosis. While your patient is upset
about what has been happening. it is also apparent
that when she discusses her own family and other

issues she is cheerful and retains her usual sense of
humour. You conclude she is not suffering from a
depressive illness. At the same time, it is apparent
that her memory of past events and of previous dis-
cussions with you is excellent and that she has a good
knowledge of current events. It is clear that she is not
suffering from dementia. She is not deaf. You con-
clude that she is almest certainly suffering from pri-
mary paranoid disorder.

[Differential diagnoses: dementia, depression, primary parg-
noid disorder]

You conclude that medication would be appropriate
and you are eventually able to persuade your patient
that she should try some new tablets to treat the very
considerable distress that she reports in association
with the persecutory symptoms. You prescribe Ste-
lazine 5 mg per day and arrange to visit her again.
When you return to your surgery, you consult the
local psychiatrist for the elderly and agree that the
present plan is appropriate and that, if necessary and
the patient consents, a psychiatric consultation could
be arranged at a later stage.

[Negotiating acceptable treatment|

Two weeks later you are pleased to find that the
patient is no longer describing the persecutory symp-
toms, which she says have stopped several days previ-
ously (although she apparently still believes that they
were genuine). She agrees that the medication has
been helpful for her distress and is willing to continue
for the time being. You suggest that you will check on
the medication when you see her for her usual blood
Pressure roview.

[Regular review of patient; Tink with family|

personality disorder. Common precipitating factors are
physical illness, retirement, bereavement, and change
of accommodation. Among the elderly these syn-
dromes are usually of a non-specific kind, with anxiety,
depressive, and hypochondriacal symptoms. Specific
obsessicnal, phobic, and conversion disorders are less
common. [t is important (o identify anxiety that is sec-
ondary to depressive disorders in early dementia.
Personality disorder may cause difficulties for elderly
patients and their families. Paranoid traits may become
accentuated with the social isolation of old age. some-
times to the extent of resembling a paranoid disorder,
Personality disorder in the elderly often leads to isola-
tion and occasionally to self-neglect, which can be
extreme,

Treatment The treatment of emotional and personali-
ty disorders in old age is similar to that in younger
adult life. It is essential to treat any physical disorder.
Social measures are usually more useful than psycho-
logical treatment, but psychotherapy and behavioural
treatments should not be ruled out because of age
alone,

Abuse of alcohol and drugs

Although excessive drinking declines with increasing
age, the problem is still significant among the elderly.
Sometimes the excessive drinking began at a younger
age and sometimes begins in old age, often as @
response to loneliness, boredom, or unhappiness. The



management of the problem in the elderly is similar 1o
that for younger people (see Chapter 17).

The overuse of prescribed drugs, especially hyp-
notics, analgesics, and laxatives, is common and it may
be difficult to distinguish between deliberate overuse
and that consequent on poor memory for the correct
dosage or for the time when the last dose was taken.

Physical abuse of the elderly

Cruelty and physical maltreatment of elderly people
may occur by carers at home or in residential care. It
is especially likely where there is a long history of

FURTHER READING

disturbed relationships. where carers are ignorant,
unsympathetic, or overwhelmed by the behavioural
difficulties, and, occasionally, for financial exploitation.
Clinicians need to be aware of the possibility of physi-
cal abuse and be prepared to intervene in whatever
way will prevent continuing abuse and to deal with
underlying problems.

Further reading

Jacoby, R. & Oppenheimer, C. (2002). Psychiatry in the
Elderly, 3rd edn, Oxford University Press, Oxford.

A comprehensive work of reference.
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| | CHAPTER 17

Drugs and other physical
treatments

This chapter is about the use of drugs and electro-

convulsive therapy (ECT). Psychological treatment is
General considerations 231 considered separately in Chapter 18. This is a conven-
Review of drugs used in ient way of divid'u:,f; the subject matter of a book, but in
psychiatry 233 practice these physical treatments are a!waj:'s combined with

psychological treatment, most often supportive or problem-
Other physical treatments 252 solving counselling, but also one of the specific meth-
ods described in Chapter 18,

The account in this chapter is concerned with practi-
cal therapeutics rather than basic pharmacology, and it
will be assumed that the reader has studied the phar-
macology of the principal types of drug used in psy-
chiatric disorders. (Readers wheo do not have this
knowledge should consult a textbook. for example, The
Oxford Textbook of Clinical Pharmacology and Drug Therapy
by D. G. Grahame-Smith and ]. K. Aronson.) Neverthe-
less, a few important points about the actions of psycheo-
tropic drugs will be considered, before describing the
specific groups of drugs.

Mew drugs are introduced every year. Chapter 2 con-
tains advice about finding a review of evidence about
the effectiveness of new drugs.

General considerations

Pharmacokinetics of psychotropic drugs

To be cifective, psychotropic drugs must reach the
brain in adequate amounts. How far they do this
depends on their absorption, metabolism, excretion,
and passage across the blood-brain barrier.
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Absorption Most psychotropic drugs are absorbed
readily from the gut, but absorption can be reduced by
intestinal hurry or a malabsorption syndrome.

Metabolism Most psychotropic drugs are metabolized
partially in the liver on their way from the gut via the
portal system to the systemic circulation. The amount
of this so-called first pass metabolism differs from one per-
son to another, and is altered by certain drugs. taken at
the same time, which induce liver enzymes (e.g. barbi-
turates) or inhibit them (e.g. monoamine oxidase
inhibitors, MAOIs). Although first pass metabolism
reduces the amount of the original drug reaching the
brain. the metabolites of some drugs have their own
therapeutic effects. Because many psychotropic drugs
have active metabolites, the measurement of plasma con-
centrations of the parent drug is generally o poor guide to
treatment. Such measurement is used rourinely only
with lithium carbonate, which has no metabolites (see
pp. 248-9),

Distribution In the plasma. psychotropic drugs are
bound largely to protein. Because they are lipophilic,
they pass easily into the brain, For the same reason they
enter into fat stores from which they are released slowly,
often for many weeks after the patient has ceased o
take the drug. They also pass into breast milk—an impor-
tant point when a breast-feeding mother is treated.

Excretion Psychotropic drugs and their metabolites are
excreted through the kidneys, so smaller doses should
be given when renal function is impaired. Lithium is
unique among the psychotropic drugs in being filtered
passively in the glomerulus and then panly reabsorbed
in the tubules by the mechanism that absorbs sodium.
The vwo lons compete for reabsorption so that when
sodium levels fall, lithium absorption rises and lithium
concentrations increase—potentially to a toxic level,

Drug interactions

When two drugs are given together one may either
interfere with the other, or enhance its therapeutic or
unwanted effects. Interactions can take place during
absorplion, metabolism, or excretion: or at the cellular
level. For psychotropic drugs, most pharmacokinetic
interactions are at the stage of liver metabolism, the
important exception being lithium for which interfer-
ence is at the stage of renal excretion. An important
pharmacodynamic interaction is the antagonism
between tricyclic drugs and some antihypertensive
drugs {see Box 17.3). When prescribing a psychotropic
drug and another drug, the manufacturer’s literature

or a work of reference should be consulted to deter
mine whether the drugs interact.

Drug withdrawal

When some drugs are given for a long period. the tis-
sues adjust to their presence and when the drg is
withdrawn there is a temporary disturbance of func-
tion until 2 new adjustment is reached. This distur-
bance appears clinically as a withdrawal syndrome,
Among psychotropic drugs, anxiolytics and hypnotics
are the most likely to induce this effect (see p. 237)

General advice about prescribing psychotropic
drugs

Use well-tried drugs When there is a choice of equally
effective drugs, it is generally good practice to use the
drugs whose side effects and long-term effects are
understood better, Also, well-tried drugs are generally
less expensive than new ones. Clinicians should
become familiar with a few drugs of each of the main
types—antidepressants, antipsychotics, and so on. In
this way they will become used to adjusting dosage and
recognizing side effects.

Change drugs only for a good reason If there is no
therapeutic response to an established drug given in
adequate dosage, it is unlikely that there will be a bet-
ter response to another drug from the same therapeu-
tic group. The main reason for changing medication is
that side effects have prevented adequate dosage. It is
then appropriate to change to a drug with a different
pattern of side effects; for example, from an antide-
pressant with strong anticholinergic effects to another
with weaker ones.

Combine drugs only for specific indications
Generally, drug combinations should be avoided (see
Drug interactions, above). However, some drug combi-
nations are of proven value for specific purposes; for
example, benzodiazepines and antipsychotics to con-
trol acute symptoms of schizophrenia (see p. 130}, and
lithium and antidepressant for drug-resistant depres-
sive disorder (see p. 111). Usually, drug combinations
are initiated by a specialist because the adverse effects
of such combinations can be more hazardous than
those of a single drug. However, general practitioners
may be asked to continue prescribing.

Adjust dosage carefully Dose ranges for some com-
menly used drugs are indicated later in this chapter.
others will be found in the manufacturers’ data sheets.
or & work of reference. Within these ranges, the correct



dose for an individual patient is decided from the
severity of the symptoms, the patient’s age and weight,
and any facters that may affect drug metabolism or
excretion.

Plan the interval between doses Less frequent admin-
istration has the advantage that patients are more like-
Iy to be reliable in taking drags. The duration of action
of most psychotropic drugs is such that they can be
taken once or twice a day while maintaining a thera-
peutic plasma concentration between doses,

Decide the duration of treatment The duration
depends on the risk of dependency and the nature of
the disorder. In general, anxiolytic and hypnotic drugs
should be given for a short time—a few days to 2 or
3 weeks—because of the risk of dependency. Anti-
depressants and antipsychotics are given for a long
time—several months—because of the risk of relapse.

Advise patients Before giving a first prescription for a
drug, the doctor should explain and give advice on the
following points:

1. The likely initial effects of the drug (e.g. drowsiness or
dry mouth).

2. The delay before therapeutic effects appear (about
2 weeks with antidepressants).

3.The likely first signs of ynprovement (e.g. improved
sleep after starting an antidepressant).

4, Common side effects (e.g. fine tremor with lithium].

5. Any serious effects that should be reported immediate-
ly by the patient (e.g. coarse tremor after taking
lithiumy).

6. Any restrictions while the drug is taken {e.g. not
driving or operating machinery if the drugs reduce
alertness).

7. How long the patient will need to take the drug: for
anxiolytics, the patient is discouraged from taking
them for too long: for antidepressanls or antipsy-
chotics. the patient is encouraged to continue after
symptoms have been controlled,

Prescribing for special groups There are various
aroups of patients who need particular consideration
when choosing the right drugs to prescribe (Box 17.1).

Adherence to treatment

Many patients do not take the drugs prescribed for
them. Their unused drugs are a danger to children and
a potential source of deliberate self-poisoning. Other

" ¥
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patients take more than the prescribed dose, especially
of hypnotic or anxiolytic drugs. It is important to check
that repeat prescriptions are not being requested
before the correct day. (Adherence to prescribed treat-
ment was previously referred to as compliance and the
agreement between the doctor and patient on a course
of treatment is sometimes called concordance.)

There are three main points the patient must have
accepted in order successfully to adhere to prescribed
treatment:

1. The patient must apprectate the need to take the drug.
Schizophrenic or seriously depressed patients may
not be convinced that they are ill, or may not wish
to recover. Some patients—including those with
delusions—may distrust their doctors.

2. The patient should have concerns about its dangers.
Some patients fear that antidepressant drugs will
cause addiction: some fear unpleasant or dangerous
side effects.

3. The patient needs to be able to remember to take it.
Patients with memory impairment may forget to
take medication, or take the dose twice.

Time spent at the start of treatment in discussing rea-
sons for the drug treatment and the patient's concerns,
and in explaining the beneficial and likely adverse
effects of the drugs, increases adherence. Adherence
should be checked at subsequent visits and, if neces-
sary, the discussion should be repeated and extended o
include any fresh concerns of the patient,

What to do if there is no therapeutic response

The first step is to find out whether the patient has
taken the drug in the correct dose. If not, the points
described above should be considered. If the prescribed
dose has been taken. the diagnosis should be reviewed:
if is confirmed, an increase of dosage should be consid-
ered. Only when these steps have been gone through
should the original drug be changed.

Review of drugs used in psychiatry

Psychotropic drugs are those that have effects mainly
on mental symptoms; they are divided into six groups
according to their principal actions. Several have scc-
ondary actions used for other purposes. For example,
antidepressants are sometimes used to treat anxiety
(Table 17.1).

1. Anxiolytic drugs reduce anxiety. Because they have
a general calming effect, they are sometimes called
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BOX 17.1 PRESCRIBING FOR SPECIAL GROUPS - Ay

Children

Most childhood psychiatric disorders are treated without medication. Many drugs that are licensed for use in
adults have not been adequately studied in children. The indications for drug treatment are considered in
Chapter 20. When drugs are required, care must be taken in selecting the appropriate dose, Usually, medication
will have been started by a specialist who will advise about continuing treatment,

Elderly patients

These patients are often sensitive to drug side effects and may have impaired renal or hepatic function, so it is
important to start with low doses and increase 10 about half the adult dose in appropriate cases.

| Pregnant women

Psychotropic drugs should be avoided if possible during the first trimester of pregnancy because of the risk of
| teratogenesis. If medication i needed for a woman who could become pregnant. advice is given about contra-
| ception. If the patient is already pregnant and medication is essential the manufacturer's advice should be fol-
| Jowed and the risks discussed with the patient. If the patient becomes pregnant while taking a psychotropic
' drug the risk of relapse should be weighed against the reported teratogenic risk of the drug. In general, it is
safer to use long-established drugs for which there has been ample time to accumulate experience about safety.
The following points concern the classes of psychotropic drugs.

I = Anxiolytics are seldom essential in early pregnancy since psychological treatment is usually an effective
alternative,

+ If antidepressants are required, amitriptyline and imipramine have been in long use, without convincing
evidence of teratogenic effects.

¢ Antipsychotic drugs. It is important to discuss contraception with schizophrenic women, and to re-evaluate
the need for antipsychotics if the patient becomes pregnant.

# Lithium carbonate should be avoided if possible in pregnancy because its use is associated with an increased
rate of cardiac abnormality in the fetus (see p. 249). Contraception is especially important for women who
may become manic and it is prudent to leave a month between the last dose of lithium and the ending of con-
traceptive measures. If a patient conceives when taking lithium, there is no indication for termination but
the risks should be explained, specialist advice obtained, and the fetus examined by ultrasound. Mothers who
are taking lithium at term should if possible stop gradually, well before delivery. The drug should not be
taken during labour. Serum lithium concentration should be measured frequently during labour and the use
of diuretics avoided.

= Valproate should be used cautiously in women of childbearing potential, and should not be started in
pregnancy, because of its teratogenic potential.

Mothers who are breast-feeding

Psychotropic drugs should be prescribed cautiously to women who are breast-feeding because they pass into
breast milk and the possibility is not ruled out that they may affect brain development. Some authorities rec-
ommend that women receiving psychotropic medication should not breast-feed. Others continue treatment
cautiously with careful monitoring of the baby. Benzodiazepines pass readily into breast milk, causing sedation.
Most neuroleptics and antidepressants pass rather less readily into the milk; sulpiride. doxepin, and dothiepin
are secreted in larger amounts and should be avoided. Lithium carbonate enters milk freely and breast-feeding
should be avoided. The advice of a specialist should be obtained,

S



BOX 17,1/ PRESGRIBING FORISPECIALIGROUPS (continued)

Patients with concurrent medical illness

Special care is necded in prescribing for patients with medical illness. especially liver and kidney disorders.
which may interfere with metabolism and excretion of drugs. Conversely, medical disorders may be exacerbat-
ed by the side effects of some psychotropic drugs. For example, cardiac disorder and epilepsy may be affected
adversely by some antidepressant drugs (see p. 243); while drugs with anticholingergic side effects exacerbate
glaucoma and may provoke retention of urine.

REVIEW OF DRUGS USED IN PSYCHIATRY

The main groups of psychotropic drugs

Type Indications Classes of drug
Anxiolytic Acute aniery Benzodiazepines
Azapiranes
Hypratic Imsomnia Benzodiazepines
Cyclopyreclones
Zopiclone
Anupsychouc® Deluson and hallucinatons Phenothiazines (conventiconal )
Mara Buryrophenones
To prevent refapse in schizophrenia Substituted benzamides (atypical)
Antidepressant Depressive disorders Tricyclcs
Chronic anxiety MACIs
Obsessive-compulsive disorder S5R1s
Mocturnal enuresis SMRIs
Mood stabilizer To prevent recurrent mood disorder Lighium
Carbamazepine
Valproate
Lamotrigine
Stimulants Marcolepsy Amphetamine
Hypetkineuc disorder in chiddren
Cognitive enhancers Dermnentia Donepezil
Rivastigrming

Galantaming

A, mancamene oxidase inhibior, SMRL, serotonin and noradrenaline reuprake inhibitor, S5R1 specific serotonin reuptake inhibstor,
* Antiparkinsonan dougs are used to control the side effects of antipsychones,
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minor tranguillizers (major tranguillizer is an alterna-
tive name for antipsychotic drugs, sec below). In
larger doses these drugs produce drowsiness and for
this reason are sometimes called sedatives.

2. Hypnotics promote sleep: many hypnotics are of the
same type as the drugs used as anxiolytics,

3. Antipsychotic drugs control delusions, hallucina-
tions, and psychomotor excitement in psychoses.
Sometimes they are called major tranquillizers because
of their calming effect: or nenroleptics because of their
parkinsonian and other neurclogical side effects.
iAntiparkinsonian agents are sometimes employed
to control parkinsonian side effects.)

4. Antidepressants relieve the symptoms of depressive
disorders but do not elevate the mood of healthy peo-
ple. Anridepressant drugs are also used to treat
chronic anxiety disorders, obsessive-compulsive dis-
order, and, occasionally. nocturnal enuresis,

5. Mood-stabilizing drugs are given to prevent recur-
rence of recurrent affective disorders.

6. Psychostimulants elevate mood but are not used
for this purpose because they can cause depend-
ence, Their principal use in psychiatry is in the
treatment of hyperactivity syndromes in children
{see Chapter 20).

7. Cognition-enhancing drugs are used in dementia to
delay deterioration.

The main groups of drugs will be reviewed in turn,
For each group. an account will be given of important
points concerning therapeutic effects, the compounds
in most frequent use, side effects. toxic effects, and
contraindications. General advice will also be given
about the use of each group of drugs. but sperific apph.
carions to the treatment of individual disorders will Be found in
the chapters dealing with these conditions. Drugs with a use
limited to the treatment of a single disorder (e.g.
disulfiram for alcohol problems), are discussed solely
in the chapters dealing with the relevant clinical
syndromes.

Anxiolytic drugs

Anxiolytic drugs reduce anxiety, and in larger doses
produce drowsiness {they are sedatives) and sleep (they
are also hypnotics, discussed on p. 238). These drugs
are prescribed widely, and sometimes unnecessarily,
for patients who would improve without them.
Anxiolytics are used most appropriately to reduce
severe anxiety, They should be prescribed for a shon
time—usually a few days, and seldom for more than

Drugs used to treat anxiety

Primary anxiolytics
+ Benzediazepines
+ Buspirone

Other drugs with anxiolytsc properties

+ Some anudepressants
+ Phenothiannes

+ Beta-adrenergic antagonists

2-3 weeks. Longer courses of treatment may lead to tol-
erance and dependence.

Buspirone (see below) seems to be an exception to
the general rule that anxiolytics produce dependency,
but its anxiolytic effect develops more slowly and is
less intense than that of the benzodiazepines. The
drugs called anxiolytics are not the only ones that
reduce anxiety: antidepressant and antipsychotic
drugs also have anxiolytic properties (Table 17.2).
Since they do not induce dependence. they are some-
times used to treat chronic anxiety. Beta-adrenergic
agonists are used to control some of the somatic
symptoms of anxiery.

Benzodiazepines

Benzodiazepines act on specific receptor sites, linked
with gamma-aminobutyric acid (GABA) receptors, They
enhance GABA neurotransmission and affect indirectly
5-HT [serotonin or 5-hydroxytrypamine) and noradrena-
line systems. As well as anxiolytic, sedative, and hyp-
notic effects, benzodiazepines have muscle-relaxant
and anticonvulsant properties. Benzodiazepines are
rapidly absorbed and metabolized into a large number
of compounds, many of which have their own thera-
peutic effects,

Compounds in frequent use The many benzodi
azepines are divided into short- and long-acting drugs.
Shert-acting drugs are useful for their brief clinical
effiect. free from hangover. Their disadvantage is that
they are more likely than long-acting drugs to cause
dependence. Examples of commonly used drugs of
each group are shown for reference in Box 17.2.

Adverse effects The side effects are mainly drowsiness,
with ataxia at larger doses (especially in the elderly).
These effects, which may impair driving skills and the
uperatir:nn of machinery, are potentiated by alcohol.
Patients should be warned about both these potential
hazards. Like alcohol, benzodiazepines can release
aggression by reducing inhibitions in people with 2



BOX 17,2 GROUPING OF

BENZODIAZEPINES
Group Approximate Examples
duration of
action
Short-acting < 12 hours Lorazepam
Temazepam
Oxazepam
Triazolam
Long-acting > 24 hours Diazepam
Nitrazepam
Flurazepam
Chlordiazepoxide
Clobazam
Chlorazepate
Alprazolam

tendency to this kind of behaviour. This should be
remembered, for example, when prescribing for
women judged to be at risk of child abuse, or anyone
with a history of impulsive aggressive behaviour.

Toxic effects are few, and most paticnis recover even
tfrom large overdoses.

Teratogenesis There is no convincing evidence of ter-
atogenic effects: nevertheless. these drugs should be
avoided in the first trimester of pregnancy unless there
is a strong indication for their use.

Withdrawal effects occur after benzodiazepines have
been prescribed for more than a few weeks; they have
been reported in up to half the patients taking the
drugs for more than 6 months. The frequency depends
on the dose and type of drug. The symptoms of the
withdrawal syndrome is shown in Table 17.3. Seizures

m Clinical features of the benzodiazepine

withdrawal syndrome

* Apprehension and anxiety

* Insomma

* Tremor

* Heighrened sensitivity to stirnuli
* Muscle twirching

* Sezures (rarely)
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occur infrequently after rapid withdrawal from large
doses. The obvious similarity between benzodiazepine
withdrawal symptoms and those of an anxicty disorder
makes it difficult, in practice, to decide whether they
arise from withdrawal of the drug or the continuous
presence of the anxiety disorder for which the treat-
ment was initiared. A helpful point is that withdrawal
symptoms generally begin 2-3 days after withdrawing
a short-acting drug, or 7 days afier stopping a long-
acting one, and diminish again after 3-10 days. Anxiety
symptoms often start sooner and persist for longer.
Withdrawal symptoms are less likely if the drug is
withdrawn gradually over several weeks. (For the treat-
ment of benzodiazepine dependence, see p. 201.)

Buspirone

This anxiolytic, which is an azapirone, has no affinity
for benzodiazepine receptors but stimulates 5-HT,,
receptors and reduces 5-HT transmission. It does not
cause sedation but has side effects of headache. nerv-
ousness, and light-headedness. [t does not appear to
lead to tolerance and dependence. Its action 15 slower
than that of benzodiazepines and less powerful. It can-
not be used to treat benzodiazepine withdrawal.

Beta-adrenergic antagonists

These drugs do not have general anxiolytic effects but
can relieve palpitation aned tremor. They are used occa-
sionally when these are the main symptoms of a chron-
ic anxiety disorder. An appropriate drug is propranolol
in a starting dose of 40 mg daily. increased gradually to
40 mg three times a day.

Contraindications The several contraindications limit
the use of these drugs. These ave: asthina, a history of
bronchiospusm, or obstructive aivways disease; incipient
cardine failure or heart block: systolic blood pressure below
90 mm mercury; a pulse rate less than 60 per minute;
metabolic acidosis. for example in diabetes; and after
prolonged fasting as in anorexia servosa. Other con-
traindications and precautions are listed in the manu-
facturer’s literature.

Drug interactions There are interactions with some
drugs that increase the adverse effects of beta-blockers.
Before prescribing these drugs, it is important to find
out what other drugs the patient is taking, and consult
a work of reference about possible interactions.

General advice about the use of anxiolytics

1. Use sparingly. Usually, attention to life problems. an
opportunity to talk about feelings, and reassurance
are enough to reduce anxiety to wlerable levels.
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2. Brief treatment. Benzodiazepines should seldom be
given for more than 3 weeks.

3. Withdraw drugs gradually to reduce withdrawal effects.
When the drug is stopped. patients should be warned
that they may feel more tense for a few days,

4. Shori- or long-acting drugs. If anxiety is intermittent, a
short-acting compound is used: il anxiety lasts
throughout the day a long-acting drug is appropriate.

5. Consider an alternative. As explained in the section
on anxiety disorders (see p. 81) some antidepres-
sant and antipsychotic drugs have secondary
anxiolytic effects and are useful alternatives to
benzodiazepines.

Hypnotic drugs

An ideal hypnotic would increase the length and qual-
ity of sleep without changing sleep structure, leave no
residual effects the next day. and cause no dependence
and no withdrawal syndrome, Mo hypnotic drug meets
these criteria. and most alter the structure of slecp:
rapid eye movement sleep is suppressed while they
are being taken and resumes once they have been
stopped.

Benzodiazepines are the most frequently used hyp-
notic drugs. A short-acting drug such as temazepam is
suitable for cases of initial insomnia and is less likely to
cause effects the next day then long-acting compounds
such as nitrazepam. These hangover effects can be haz-
ardous for people who drive motor vehicles or operate
machines.

Non-benzodiazepine drugs acting on GABA receptors
These drugs include zopiclone. zolpidem, and zale-
plon. which bind selectively to omega-1 benzodi-
azepine sites on GABA receptors but not to the omega-2
sites involved in cognitive functions including memory.
They are short-acting and have theoretical advantages
over benzodiazepines. They have not been clearly
shown to be clinically superior in patienmis with
insomniz.

Chloral hydrate is commonly used and is an effec-
tive hypnotic, but it should only be used as a short-term
treatment because it may lead to tolerance and addic-
tion. It may also affect hepatic enzymes and should be
avoided in people with severe renal. hepatic, or cardiac
disease.

Patients shoeuld be warned that alcohol potentiates
the effects of hypnotic drugs, sometimes causing dan-
gerous respiratory depression. This effect is particularly
likely to occur with chlormethiazole and barbiturates,
which should not be prescribed to people taking exces-

sive amounts of aleohol except under careful super
vision in the management of withdrawal (see p. 193).

Hypnotic drugs tend 1o be prescribed too frequently
and for too long. Some patients are started on long peri-
ods of dependency on hypnotics by the prescribing of
night sedation in hospital. These drugs should be pre-
scribed only when there is a real need, and should be
stopped before the patient goes home., The manage-
ment of insomnia is discussed in Chapter 12.

Prescribing for special groups

For children, the prescription of hypnotics is not
justified except occasionally for the treatment of night
terrors or somnambulism. For the elderly. hypnotics
should be prescribed with particular care since they
may become confused and thereby risk injury.

Antipsychotic drugs

Antipsychotic drugs reduce psychomotor excitement,
hallucinations, and delusions occurring in schizophre-
nia, mania, and organic psychoses. Antipsychotic drugs
block depamine-2 receptors to varying degrees. The
degree to which they do so may account for their ther-
apeutic effects. and certainly explains the propensity of
individual drugs to cause extrapyramidal side effects.
Several drugs. particularly the newer ‘atypical’ anti-
psychotics, are also serotonin-2A receptor antagonists
and this may explain their different clinical effects.
Antipsychotic drugs also block noradrenergic and
cholinergic receptors to varying degrees and these
actions account for some of their many side effects.

Antipsychotic drugs are well absorbed and partly
metabolized in the liver into numerous metabolites,
some of which have antipsychotic properties of their
own. Measurements of plasma concentrations of
the parent drug are therefore not helpful for the
children,

Types of antipsychotic drugs

There are many antipsychotic drugs available, with dif-
ferent chemical structures. For non-specialists. the fol-
lowing simplified grouping is sufficient.

1. Conventional (also known as ‘typical’ or “first gen-
eration’) antipsychotic drugs bind strongly 1o post-
synaplic dopamine D, receptors. This action scems [0
account for their therapeutic effect, but also their
propensity to cause movement disorders.

2. Atypical f{also known as ‘second generation’)
antipsychotic drugs vary in the extent to which
they bind to dopamine Dyf/Dy, 5-HT,, alpha,-adrener-
gic, and muscarinic receptors, It is thought that the



balance berween the Dy and 5-HT, antagonism may
account for their therapeutic actions. They are less
likely to cause movement disorders than the typical
antipsychotics and do not cause hyperprolacti-
naemia. This group of drugs includes clozapine,
olanzapine, risperidone, guetiapine, sertindole,
zotepine, and ziprasidone,

Clozapine was the first atypical drug. It binds only
weakly to D, receptors and has a higher affinity for D,
receptors. It also binds to histamine H,, 5-HT,. alpha,-
adrenergic, and muscarinic receptors. At the time of
writing, clozapine is the only antipsychotic that has
been demonstrated to be effective in patients who are
unresponsive to conventional antipsychotics. Clozapine
does not cause extrapyramidal side effects, but it causes
neutropenia in 2-3 per cent of patients. which pro-
gresses o agranulocytosis in 0.3 per cent of patients.
For this reason, it is used only when other drugs have
failed and then with regular blood tests, and an expla-
nation of the risks and benefits.

Dopamine system stabilizers The current target for
new drug development is the production of molecules
that ‘stabilize’ the dopaminergic system. These drugs are
partial agonists and can increase dopamine transmission
in Dy receptors when it is low and decrease transmission
when it is high. Thus, it may be possible to achieve the
relief of psychotic symptoms without inducing parkin-
sonism. Aripiprazole is the prototype of this class of
drugs, although older drugs such as sulpiride and
amisulpiride may have some of the same characteristics.

Slow-release depot preparations are given by injec-
tion to patients who improve with drugs but cannot be
relied on to take them regularly by mouth. These
preparcations are esters of the antipsychotic drug, usual-
ly in an oily medium. Examples include fluphenazine
decanoate, flupenthixol decanoate. and risperidone.
Their action is much longer than that of the parent
drug, usually 2-4 weeks after a single intramuscular
dose, Because their action is prolonged, a small test
dose is given before the full dose is used,

Adverse effects

The numerous adverse effects of antipsychoetic drugs
are related mainly to the antidopaminergic, anti-
adrenergic, and anticholinergic effects of the drugs
(Table 17_4), They are common even at therapeutic doses
and so are described in some detail. When prescribing,
the general account given here should be supplemented
with that found in the manufacturer’s literature, orin a
standard pharmacological work of reference.
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Antidopaminergic effects give rise to four kinds of
extrapyramidal symptoms and signs (Table 17.5). These
effects often appear at therapeutic doses and are most
frequent with conventional antipsychotic drugs.

1. Acute dystonia ocours soon after the treatment begins,
It is most frequent with butyrophenones and phe-
nothiazines with a piperazine side chain. The clinical
features are shown in Table 17.6. The term eculognic
crisis denotes the combination of ocular muscle spasm
and opisthotenus. The clinical picture is deamatic and
sometimes mistaken for histrionic behaviour. Acute
dystonia can be controlled by an anticholinergic drug
such as biperiden given carefully by intramuscular
injection following the manufacturer’s advice about
dosage.

2. Akathisia is an unpleasant feeling of physical restless-

ness and a need to move, leading to inability 1o keep
still It starts usually in the first 2 weeks of treatment
but can be delayed for several months. The symp-
toms are not controlled reliably by antiparkinsonian
drugs but generally disappear if the dose is reduced.

3. Parkinsomian ¢ffects are the most frequent of the extra-

pyramidal side effects (Table 17.7). The syndrome
often takes a few weeks to appear. Parkinsonism can
sometimes be controlled by lowering the dose. IF
this cannot be done without losing the therapeutic
effect, an antiparkinsonian drug can be prescribed.
With continued treatment, parkinsonian effects may
diminish even though the dose ol the antipsychotic
stays the same. It is appropriate to check at intervals
that the antiparkinsonian drug is still required since
these compounds may increase the risk of tardive
dyskinesia.

4, Tardive dyskinesin 15 so called because it is a late com-

plication of antipsychotic treatment. The clinical fea-
tures are shown in Table 17.8. The condition may be
due to supersensitivity of dopamine receptors result-
ing from prolonged dopamine blockade. Tardive
dyskinesia occurs in about 15 per cent of patients on
long-term treatment. Since it does not always recover
when the antipsychotic drugs are stopped. and
respends poorly to treatment, prevention is impor-
tant. This is attempted by keeping the dose and dura-
tion of dosage of antipsychotic drugs o the effective
minimum and by limiting the use of antiparkinson-
ian drugs (see above), Usually, the best treatment
for tardive dyskinesia is to stop the antipsychotic
drug when the state of the mental illness allows
this. At first the dyskinesia may worsen, but often
it improves after several drug-free months. If the
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Unwanted effects of typical antipsychotic drugs

Effect Comments
Antidopaminergic effects

* Acule dystonia See rext

* Akathisia

* Parkinsonism

+ Tardive dyskinesia

Antiadrenergic effects

+ Poswural hypotenson

* Masal congestion

* Inbubivon of ejaculation

& Dy mouth

® Reduced sweating

# Unnary hesinancy and retention
& Consupation

+ Blurred vision

# Precipiranion of glascoma

Hypotension particularly likely after intramuscular injection and in the elderly

Anticholimergic effects especially important in the elderly

Other effects

+ Cardiac arrhythrmias

# Hypothermia

+ Weight gamn

+ Amenarrhoea

#+ Calacrorrhoez

+ Warsening of epilepsy (some)
+ Photosensitivity (some)

+ Accumulation of pigment in the skin, cornea,
and lens (some)

Especially impodtant in the elderly

Chlorpromazine and some ather drugs

Neuroleptic malignant syndrome

See Table 179 and text

Extrapyramidal effects of antipsychotic
drugs

Effect Usual interval from starting treatment
Acure dystomia Days

Akatfisa Drays to weeks

Parkinsonism A lewr voeeks

Tardive dyskinesia Many years

condition does not improve, or if the antipsychotic
drug cannot be stopped, an additional drug can be
prescribed in an attempt to reduce the dyskinesia. No
one drug is uniformly successful and specialist advice

LLERIES Clinical features of acute dystonia

* Torncalls

« Tongue protrusion

* Grimacing

+ Spasm of ooular muscles

+ Opisthotonus

should be obtained. (The specialist may try a
dopamine receptor antagonist such as sulpiride or a
dopamine-depleting agent such as tetrabenazine.)

Depression Antipsychotic drugs may cause depression
but this symptom is part of the clinical picture of



LEEUREEHN Clinical features of parkinsonism

+ Akinessa

* Expressionless face

# Lack of associated movements when walking
+ Stooped posture

# Rigicdity of muscles

# Coarse tremor

+ Festnant gait (in severe cases)

Clinical fearures of tardive dyskinesia

# Chewing and sucking movements

& Gnmacing
+ Choreoathetoid movements

+ Akathisia

chronic schizophrenia. and it is not certain whether
antipsychotic drugs have an independent effect.

Neuroleptic malignant syndrome This is a rare but
extremely serious effect of neurcleptic treatment, espe-
cially with high potency compounds. The cause is
unknown. The symptoms. which begin suddenly. usu-
ally within the first 10 days of treatment, are summa-
rized in Table 17.9. Treatment is symptomatic. The drug
is stopped, the patient is cooled. fluid balance is main-
tained, and any infection is treated, There is no drug of
proven effectiveness. The condition is serious and
about one-fifth of patients die. If a patient has had this
condition in the past, specialist advice should be
obtained before any further antipsychotic treatment is
prescribed.

Weight gain Both conventional and atypical drugs, but
particularly clozapine and olanzapine, can cause sub-
stantial weight gain and this can limit their accepta-
bility to patients. [t is important to inform the patient
about the possibility of weight gain and to monitor
their weight while taking the drugs.

Hyperglycaemia There is evidence that several of the
arypical drugs, including olanzapine and risperidone,
can induce hyperglycaemia and diabetes. They should
therefore be used with caution in patients at risk of
developing diabetes, and blood sugar should be rou-
tinely monitored in such patients. It should be noted
that many patients with schizophrenia have other risk
factors for developing diabetes.
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Clinical features of the neurolepric
malignant syndrome

Principal features

¢ Flucruating level of consciousness
¢ Hyperthermia

* Muscular nigedity

+ Auronomic disturbance

Associated symptoms

Menal syrmpioms

& Aucuating consciousness
& S{uUpor

Maotor symploms

@ increased muscle tone
« dysphagia

& dyspnioea

AULONAmIC SyrmpLoms

& hyperpyresa

# unstable blood pressure
# tachycardia

& EXNCESLIVE SWEANINE

# salwvavon

* UnNAry INceniinence
Laboratory findings

@ raised white cedl count
& rased creatimne phosphokinase (CPR)
Consequent prablems

& PREUMONIA
 cardiovascular collapse
& thromboembolism

& renal failure

Specific adverse effects of clozapine About 2-3 per
cent of patients taking clozapine develop leucopenia,
and this can progress 1o agranulocytosis. With regular
monitoring leucopenia can be detected early and the
drug stopped; usually the white cell count returns to
normal. (Monitoring is usually weekly for 18 weeks and
twice weekly thereafier.) Clozapine may also cause
excessive salivation. postural hypotension, weight gain,
and hyperthermia; and, in high doses, seizures.
Clozapine is sedating and respiratory depression has
been reported when it has been combined with benzo-
diazepines.
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Teratogenesis

Although the drugs have not been shown to be tera-
togenic, they should be used with caution in early
pregnancy.

Contraindications

There are few contraindications to the use of anti-
psychotic drugs. They include myasthenia gravis,
Addison's disease, glaucoma, and past or present bone
marrow depression. Caution is required when there is
liver disease (chlorpromazine should be avoided), renal
disease, cardiovascular disorder, parkinsonism, epilep-
sy, or serious infection. The manufacturer's literature
should be consulted for further contraindications to
the use of specific drgs.

Choice of drug

Of the many compounds available, the following are
among the appropriate choices:

+ a more sedating drug: olanzapine, chlorpromazine;
# a less sedating drug: trifluoperazine or haloperidol;

+ a drug with fewer extrapyramidal side effects:
sulpiride or risperidone:

¢ an intramuscular preparation for rapid calming:
chlorpromazine or haloperidol:

¢+ 3 depot preparation: fluphenazine decanoate or
risperidone;

+ for patients resistant to other antipsychotics: cloza-
pine (to be initiated by a specialist).

Antiparkinsonian drugs

Although these drugs have no direct therapeutic use in
psychiatry, they are used 1o control the extrapyramidal
side effects of antpsychotic drugs. For this purpose, the
anticholinergic compounds used most commonly are
benzhexol, benztropine mesylate, procyclidine, and
orphenadrine. An injectable preparation of biperiden is
useful for the trearment of acute dystonia.

Although these drugs are used in psychiatry to
reduce the side effects of antipsychotic drugs, they
have side effects of their own. Their anticholinergic
side effects can add to those of the antipsychotic drug
to increase constipation, and precipitate glaucoma or
retention of urine. Also, they may increase the hkeli-
hood of tardive dyskinesia (see p. 239). Benzhexol and
procyclidine have euphoriant effects, and are some-
times abused to obtain this action.

Antidepressant drugs

Antidepressant drugs have therapeutic effects in
depressive illness, bur do not elevate mood in healthy

people (contrast the effects of stimulants like ampheta-
mine}. Drugs with antidepressant properties are divided
conveniently into: tricyclic antidepressants: modified
tricyclics and related drugs; selective serotonin re-
uptake inhibitors (S5RIs); serotonin and noradrenaline
reuptake inhibitors (SNRIs); selective noradrenaline
uptake inhibitors; and monoamine oxidase inhibitors
(MAQIs). These drugs have not been shown to differ
substantially in efficacy or speed of action but only in
their adverse effects.

Antidepressant drugs increase 5-HT andfor nor-
adrenaline function. The development of specific 5-HT
reuptake inhibitors suggested that the antidepressant
effects result from increased 5-HT function. However,
specific noradrenaline reuptake inhibitors have been
developed and they too are antidepressants. Thus, the
mechanism of antidepressant action remains uncertain.

Antidepressants have a long halflife and most can be
given once a day. Antidepressants should be withdrawn
slowly, because sudden cessation may lead to restless-
ness. insomnia, anxiety, and nausea. Antidepressant
action appears usually 10-14 days after the drug was
first taken. The reason for this delay is not known—it
could be due to the delay in achieving steady plasma
levels or because of the requirement for an adaptive
response by the neurons before therapeutic activity
commences,

Tricyclic antidepressants
These drugs are so named because their chemical struc-

ture has three benzene rings. They have many adverse
effects (see below) and toxic effects on the cardiovascu-

ILEEREATY side effects of tricyclic antidepressants
Anzicholinergic effeces Dry mouth
Consupation

Impaired visual accommodation
Difficulty in micturition
Worseming of plaucoma
Confusion (especially in elderly)
Alpha-adrenoceptor blocking  Drowsiness
effects Postural hypotension
Sexual dysfuncrion
Tachycarda
Hypotenswon
Cardiac conduction deficics
Cardiac arrhythimia
Seizures

Weight gain

Cardiovascular effects

Orher effects




lar system. Because of these effects, tricyclics are being
replaced for many purposes by drugs without these
side effects. However, they are still important because
they are of proven effectiveness in severely depressed
patients. Also, they are generally less expensive than
other antidepressant drugs.

Adverse effects Tricyclic antidepressants have many
side effects, which can be divided into the groups
shown in Table 17.10. Most of the effects are common
and those that are infrequent are important, so the list
should be known before prescribing. The following
peints should be noted:

¢ Difficulty in micturition may lead to the retention of
urine in patients with prostatic hypertrophy.

+ Cardiac conduction deficits are more frequent in
patients with pre-existing heart disease. If it is neces-
sary to prescribe a tricyclic drug to such a patient, a
cardiologist’s opinion should be soughr (it is often
possible to choose a drug of ancther group without
this side effect, see below).

+ Seizures are infrequent but important. Antidepressant
drugs should be avoided if possible in patients with
epilepsy. If their use is essential, the dose of anticon-
vulsant should be adjusted—usually with the advice
of the neurologist treating the case.

Toxic effects In overdosage, tricyclic antidepressants
can produce serious effects requiring urgent medical
treatment. These effects include: ventricular fibrilla-
ton, conduction disturbances, and low blood pressure;
respiratory depression; agitation, twitching, and con-
vulsions; hallucinations, delirium, and coma; retention
of urine, and pyrexia.

Teratogenic effects have not been proved but antide-
pressants should be used cautiously in the first
trimester of pregnancy and the manufacturer's litera-
ture consulted.

Drug interactions These should be studied before pre-
scribing, They are summarized in Box 17.3.

Contraindications include agranulocytosis, severe liver
damage, glaucoma, and prostatic hypertrophy. The drugs
should be used cautiously in epileptic patients because
they are epileptogenic, in the elderly because they
cause hypotension, and after myocardial infarction
because of their effects on the heart.

Modified tricyclics and related drugs

The chemical structure of the tricyclics has been
maodified in various ways to produce drugs with fewer
side effects. Of the many drugs, only two will be men-
tioned here.
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BOX 173 PRINCIPAL INTERACTIONS
BETWEEN TRICYCLIC ANTIDEPRESSANTS

ANDIOTHER'DRUGS

With antihypertensives Tricyclic antidepressants
interact with adrenergic neuron blockers such
as bethanidine. debrisoquine, and guanethidine,
and with clonidine. (They do not interfere with
beta-adrenoreceptor antagonists or thiazide diure-
tics.) They can increase the hypotensive effect of
angiotensin-converting enzyme (ACE) inhibitors
such as captopril.

With monoamine oxidase inhibitors These im-
portant interactions are described on p. 246,

With phenytoin Because they share a metabolic
pathway, tricyclic antidepressants may increase
concentrations of phenytoin.

With pressor amines Tricyclic antidepressants
potentiate the pressor effects of adrenaline and
noradrenaling, so that there is a potential hazard
when a local anaesthetic is used with a pressor
amine (e.g. in dentistry).

1. Lofepramine has less strong anticholinergic side
effects than amitriptyline and is less sedating; how-
ever, it may cause anxiety and insomnia. In overdose
it is less cardiotoxic than conventional tricyclics.

2. Trazodone also has few anticholinergic effects, but
has strong sedating properties.

Selective serotonin reuptake inhibitors

These drugs selectively inhibit the reuptake of sero-
tonin (5-HT) into presynaptic neurons. Examples are
fMluoxetine, fluvoxamine, paroxetine, and sertraline. Their
antidepressant effect is comparable to that of the

ME effects of SSRIs

Mausea
Flatulence
Diarrhoea
Insomnia
Restlessness
Imtabilizy

Cascrontestinal

Central nervous system

Agitanion

Tremar

Headache

(Acute dysconia, rarely)
Ejaculatory delay
Anorgatina

Sexual
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Indications for 5SRI treatment for
depressive disorder®

+ Concomittant cardsac diseass

# Intolerance to anticholinergic side effects

# Significant nsk of deliberate overdose

#+ Excessive weight gain with previous tricyclic treatment
+ Sedation undesirable

# Obsessve-compulsive disorder with depression

* S5Rks are safer than tricychics but caubion is required.

tricyclic antidepressant drugs. and because they lack
anticholinergic side effects they are safer for patients
with prostatism or glaucoma. and when taken in over-
dose. They are not sedating. Their side effects are listed
in Table 17.11 and indications for their use in Table
17.12. Recently. there has been concern that S5RIs may
induce suicidal actions in some patients and this has
led, in the UK, to all SSRis apart from fluoxetine being
banned in children and adolescents. Whether or not
S5RIs do induce suicidal thinking remains unclear but
they can certainly cause severe restlessness, which in
some patients might increase any suicidal thinking. It
is important to monitor all patients who start antide-
pressant drugs of any kind for the emergence of suici-
dal thoughts,

Drug interactions The combination of S5RIs with
MAOIs should be avoided since the combination may
produce a 5-HT toxicity syndrome with hyperpyrexia,
rigidity, myoclonus, coma, and death, Lithium and tryp-
tophan also increase 5-HT function when given with
S5RIs. Combinations of lithium and 55RIs are some-
times used cautiously by specialists for depressive dis-
orders resistant to other treatment. Other interactions
are listed in the manufacturer’s literature.

Toxic effects Overdosage leads to vomiting, tremor,
and irritabilicy.

Serotonin and noradrenaline reuptake inhibitors
Venlafaxine blocks 5-HT and noradrenaline reuptake
but does not have the anticholinergic effects that char-
acterize tricyclic antidepressants and is not sedative,
The side effects resemble those of 535R]s; in full doses it
may cause hypotension. Venlafaxine appears to be
slightly more effective than 55RIs in comparative trials.

Selective noradrenaline reuptake inhibitors

Sewveral tricyclic antidepressants are relatively specific
noradrenaline reuptake inhibitors (e.g. desimiprima-
nine and lofepramine). Recently. a non-tricyclic drug,

reboxetine, has been developed with a specific action
on noradrenaline reuptake. Clinical trials show that it
has antidepressant effects greater than placebo and is
comparable to other antidepressants. At the time of
writing reboxetine has not been evaluared fully. (See
p- 48 for advice on searching for evidence about the
effectiveness of new drugs.)

Choice of antidepressant
The clinician should become familiar with the use of
one drug from each of the following groups:

1. An 55R] with few anticholinergic effects.

2.A sedaring tricyclic: for example, amitriptyling or
trazodone.

3. A less sedating tricyclic: for example, imipramine or
lofepramine,

4. A drug of optimal efficacy with few anticholinergic
effects: for example, venlafaxine.

In general, however, since there is very little differ-
ence between antidepressants in efficacy or speed of
action, the choice depends on an assessment for each
patient of the likely importance of side effects, toxic
effects, and interactions with other drugs. Finally, cost
should be taken into account.

Side effects Sedating side effects are useful when
depression is accompanied by anxiety and insomnia,
but may be troublesome for drivers of motor vehicles
or other forms of transport. and for operators of
machinery. Anticholinergic side effects need to be
avoided for patients with prostatism or glaucoma.

Toxic effects Cardiotoxic effects should be considered,
especially when there is an increased risk that rhe
patient may take a deliberate overdose or there is
cardiac disease.

Epilepsy All antidepressants have the potential of
provoking seizures; as a consequence the dose of
antiepileptic drugs may have to be increased in patients
with epilepsy.

Drug interaction A work of reference should be con-
sulted if the patient is taking or is likely to commence
medication for another condition, and a choice made to
prevent unwanted drug interactions.

Cost It is appropriate to choose the least expensive
drug within the group that is clinically appropriate.

Advice to patients

Before prescribing, the following points should be
explained and discussed with the patient:



1. Delayed response, The therapeutic effect is likely to be
delayed for up to 2 or 3 weeks but side cffects will
appear sooner,

2. Adverse ¢ffects. The common effects should be described,
including drowsiness, and a warning given of the dan-
gers of driving a motor vehicle or using machinery
even when only slightly drowsy, With tricyclics, dry
mouth and accommeodation difficulties are common
side effects. Patients taking 5-HT reuptake blockers
may feel irritable or restless.

3. Effects of alcohol. The effects of alcohol are increased
when antidepressants are taken.

4. Older patients should be warned about the effects of
postural hypotension and told how to minimize
these (e.g. by rising slowly from bed). The effects of
tricyclics on bladder function should be explained.
Reassurance can be given that most of these effects
are likely to decrease with time.

Starting treatment

When tricyclics are prescribed, the starting dose should
be moderate; for example, amitriptyline 75-100 mg per
day increasing after 3-7 days to 125-150 mg per day
according to the urgency. The dose may be increased
further if there is no response, after the extent of the
side effects has been observed.

Drugs with sedative side effects can be given in a sin-
gle dose at might, so that sedative effects help the
patient to sleep and the peak of other side effects
oceurs during sleep. S5RIs and other drugs that cause
insomnia should be given in the first half of the day,
usually in a single dose.

Doses should be reduced for elderly patients, those
with cardiac disease, prostatism, or other conditions
that may be exacerbated by the drugs. and those
with disease of the liver or kidneys. If agitation, as a
symptom of depressive disorder, is not controlled by
a sedative antidepressant, a phenothiazine can be
added.

Since patients feel the side effects of the drug before
experiencing its benefits. they should be seen again
after a week, or earlier if the disorder is severe. At this
interview, the severity of the depression is reassessed,
side effects are discussed, and encouragement 1s given
to continue taking the medication until the therapeutic
I'ESPUI'ISE OCCUrs.

MNon-response

The management of depressed patients who fail to
respond to antidepressant medication is discussed on
pp. 113-14.

REVIEW OF DRUGS USED IN PSYCHIATRY

Monamine oxidase inhibitors

MAQIs are seldom used as the first antidepressant treat-
ment because of their side effects and hazardous inter-
actions with other drugs and foodstuffs [described
below]. They are usually started by a specialist. but
since general practitioners and hospital doctors may
treat patients who are taking MAOIs, their hazardous
interactions should be known.

MAOIs inactivate enzymes that metabolize noradren-
aline and 5-HT and this action probably accounts for
their therapeutic effects. They also interfere with the
metabolism of tyramine, and certain other pressor
amines taken medicinally. MAOIs also interfere with
the metabolism in the liver of barbiturates. tricyclic
antidepressants, phenytoin, and antiparkinsonian drugs.
When the drug is stopped. these inhibitory effects on
enzymes disappear slowly, usually over about 2 weeks,
so that the potential for food and drug interactions out-
lasts the 1aking of the MAOI Recently, MAOIs with
more rapidly reversible actions have been produced.
Reversible MAOIs are less likely to give rise to serious
interactions with foodstuffs and drugs. The various
MADOIs differ little in their therapeutic effects.

Commonly used drugs include phenelzine, isocar-
boxazid, and tranylcypromine. The latter has an
amphetamine-like stimulating effect in addition to its
property of inhibiting moneamine oxidase. This addi-
tional effect improves mood in the short term but can
cause dependency. Moclobemide is a reversible MAOL

Adverse effects The common adverse effects of MAOIs
are listed in Table 17.13.

Interactions with tyramine in food and drinks Some
food and drinks contain tyramine, a substance that is
normally inactivated in the body by moncamine oxi-
dases. When these enzymes are inhibited by MAOIls,

Side effects of MAOIs

Dry mouth
Duzziness

Constipaton
Difficudty v micturition
Paostural hypotension

Autanomic

Central nervous system Headache
Tremar
Paraesthesia

Cither Ankle oedema
Hepatotoxicity (hydrazines)
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DRUGS AND FOOD
Due to inactivation of monoamine oxidase
Foods and drinks with high tyramine content
+ Mozt cheeses
+ Extracts of meat and yeast
+ Smoked or pickled fish
+ Hung poultry or game
+ Some red wines
Drugs with pressor effects
= Adrenaline, noradrenaline

| + Amphetamine, ephedrine
| * Fenfluramine

.[ « Phenylpropanolamine
|+ 1-Dopa. dopamine

Due to effects on other enzymes
+ Morphine, pethidine

« Procaine, cocaine

+ Alcohol

# Barbiturates

¢ Insulin and oral hypoglycaemics

i Drugs that promote brain 5-HT function
| & Selective serotonin reuptake inhibitors (SSRIs)

+ Clomipramine
| = Imipramine
+ Fenfluramine

| # LTryptophan

+ Buspirone

tyramine is not broken down and exerts its effect of
releasing noradrenaline, with a consequent pressor
effect. (As noted above, with most MAQOIs the inhibition
lasts for about 2 weeks after the drug has been stopped.
With the reversible MAOI. meclobemide, inhibition
lasts for a shorter time, usually about 24 hours,) If large
amounts of tyramine are ingested, the blood pressure
rises substantially with a so-called hypertensive crisis and.
occasionally, a cerebral haemorrhage. An important
early symptom of such a crisis is a severe, usually
throbbing, headache.

The main tyramine-containing food and drinks to be
avoided are listed for reference in Box 17.4. About four-
fifths of reported interactions between foodstuffs and
MAOIs, and nearly all deaths, have followed the con-
sumption of cheese. It is important to consult this list
and the manufacturer’s literature before prescribing
MAOIs. Patients should be given a list of foodstuffs and
other substances to be avoided {available usually from
the manufacturer).

Drug interactions Patients taking monoamine oxidase
inhibitors should not be given drugs metabolized by
enzymes inhibited by MAOLs or those that enhance 5-HT
functions (Box 17.4). The former fall into three groups:

1. Drugs metabolized by amine oxidases with pressor effects .
Of these, ephedrine is a constituent of some 'cold
cures’ and adrenaline is used with local anaesthetics.

2. Drugs metabolized by other enzymes affected by MAOIs. The
most important of these drugs are listed in Box 17.4.
Sensitivity to oral antidiabetic drugs is increased
leading to the risk of hypoglycaemia.

3. Drugs that potentiate brain 5-HT function. Combinations
of these drugs with MAOI may produce a 5-HT
syndrome with:

+ hyperpyrexia;
+ restlessness, muscle twitching, and rigidity;

+ convulsions and coma.

Combinations of MAOIs and tricyclics in specialist
practice Combinations of MAOIs and tricyclic antide-
pressants are sometimes used for resistant depression.
Other doctors are unlikely to start this treatment but
they may treat patients already taking the combina-
tion. Key points about the combined treatment are
summarized in Box 17.5.

Treatment of hypertensive crises Hypertensive crises
are treated by parenteral administration of phento-
lamine to block alpha-adrenoceptors, or if this drug is
not available, by intramuscular chlorpromazine. Blood
pressure should be followed carefully.

Treatment of the 5-HT syndrome All medication
should be stopped and supportive measures given.
Drugs with 5-HT antagonists properties may be tried
but their benefits have not been proved—propranolol
and cypropeptadine are possible choices,

Contraindications These include liver disease,
phaeochromocytoma, congestive cardiac failure, and
conditions that require the patient to take any of the
drugs that react with MAQIs.



BOX 75 . COMBINATIONSIOEMAOIS AND

TRICYCLICE T
+ To avoid a 5-HT syndrome, combinations of MAOI
with imipramine or clomipramine should be

avoided. Also, MAOIs and 5SRIs should not be
combined, see p. 244,

¢« When a MAOI and a suitable tricyclic are com-
bined they should be started together, both at low
dosage; or MAOI is added to a previously pre-
scribed tricyelic. Tricyelics should not be added to a
MAODI since this sequence is more likely to pro-
voke a 5-HT syndrome.

+ Since the effects of MADIs (except moclobemide)
continue for at least 2 weeks after the drugs have
been stopped, tricyclics should not be given for
this period after stopping an MAOL (If tricyclics
are given first no drug-free interval is required.)

¢ The value of this combined therapy has not been
evaluated fully and generally it should be started
by a specialist.

BOX76  AISAMPLE MACITREATMENT CARD)

REVIEW OF DRUGS USED IN PSYCHIATRY

Management Because the drugs have so many interac-
tions, MAOIs should not be prescribed as the first drug
for the treatment of depressive disorders, and specialist
advice should usually be obtained when they appear to
be indicated.

Information for patients The dangers of interactions
with foods and other drugs should be explained care-
fully. and a warning card provided (Box 17.5). Patients
should be told to show this card to any doctor or dentist
who is treating them. They should be warned not to
buy any proprietary drugs except from a qualified phar-
macist, to whom the card should always be shown,

Choice of drug Phenelzine is a suitable choice, starting
with 15 mg twice daily and increasing cautiously to
15 mg four times a day. Tranylcypromine, which has
amphetamine-like effects as well as MAOI properties, is
often effective but as noted above some patients
become dependent on its stimulant action.

Changing drugs As noted above, if an MAOI is not
effective, af least 2 weeks must pass between ceasing the
MADI and starting another kind of antidepressant. As
MADIs should be discontinued slowly, the time for

Treatment card

Instructions to patients
Please read carefully.

instructions:

4. Do not take any other MEDICINES (including tablets, capsules. nose drops, inhalations. or suppositories)
whether purchased by you or previously prescribed by your doctor, without first consulting your doctor or
your pharmacist. NB Treatment for coughs and colds, pain relievers, tonics, and laxatives are medicines.

—_—————— e —

Carry this card with vou at all times, Show it to any doctor who may [reat you other than the doctor who prescribed this
medicine, and to your dentist if you require dental treatment.

While taking this medicine and for 14 days after your treatment finishes you must observe the following simple

1. Do not eat CHEESE, PICKLED HERRING, or BROAD BEAN PODS.
2. Do nort eat or drink BOVERIL, OX0O, MARMITE, or ANY SIMILAR MEAT or YEAST EXTRACT.

3. EAT ONLY FRESH foods and avoid food that you suspect could be stale or ‘going off”, This is especially import-
ant with meat, fish, poultry, or offal. Avoid game.

5. Drink ALCOHOL only in moderation and avoid CHIANTI WINE completely.

Keep a careful note of any food or drink that disagrees with you, avoid it, and tell your doctor. .
Report any severe symptoms to your doctor and follow any other advice given by him. |

iPrepared by the Royal Pharmaceutical Society and the British Medical Association on behalf of the Health Departments of the |_
United Kingdom (revised September 1998). Reproduced from the British Natienal Formulary (copyright BNF).) |
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changeover is even longer. These periods are shorter
fior the reversible MACI, moclobemide (see above).

Mood-stabilizing drugs

Drugs that prevent the recurrence of bipolar disorder
are often called mood stabilizers. The term is simply
descriptive and does not denote a pharmacological
class. The main mood stabilizers are lithium and a
number of antiepileptic drugs including sodium val-
proate, carbamazepine, and lamotrigine, Mood stabi-
lizers may also be effective at treating acute mood
episodes. For example, lithium and sodium valproate
are used 1o treat acute mania, and lithium and lamot-
rigine are used in depressive disorders—especially
those occurring in bipolar disorder.

Lithium

Pharmacology It is not known which of lithium's
many pharmacological actions explains its therapeutic
effects. but its effect in increasing brain 5-HT funcrion
may be relevant. Lithium is absorbed and excreted by
the kidneys where, like sodium, it is filtered and partly
reabsorbed. Lithium concentrations rise, sometimes to
dangerous levels in three circumstances:

1. Dehydration: when the proximal rubule absorbs more
water, more lithium is reabsorbed,

2. Sodium depletion: lithium is carried by the mechanism
that carries sodium, and more lithium is transported
when there is less sodinm.

3. Thiazide therapy: thiazide diuretics increase the excre-
tion of sodium but not of lithium, and plasma lithi-
UM rises.

Dosage and plasma concentrations General practi-
tioners are often asked to supervise continuing treat-
ment with lithium started by specialists, and hospital
doctors treat these patients for other conditions. Because
the therapeutic and toxic doses are close together. it is
essential to measure the plasma concentrations of lithi-
um regularly during treatment. Measurement is made
first afier 4-7 days: then weekly for 3 weeks; and then,
provided that a satisfactory steady state has been
achieved, once every 6 weeks.

The timing of the measurement is important. After an
oral dose, plasma lithium levels rise by a factor of two
or three within about 4 hours and then fall to the
steady-state level. Since the steady-state level is impor-
tant in therapeutics, concentrations are normally meas-
ured 12 hours after the last dose, usually just before the
morning dose, which can be delayed if necessary for an
hour or two. It is the steady-state level 12 hours afier

the last dose, not the 'peak’, which is the level referred
to when discussing the concentrations aimed at in
treatment and prophylaxis. If an unexpectedly high
concentration is found the first step is to find ow
whether the patient has inadvertently taken the mormn-
ing dose before the blood sample was taken.

The required plasma concentrations are:

* for prophylaxis: 0.5-1.0 mmol/litre (increased occa-
sionally to a maximum of 1.2 mmaolflitre):

+ for treatment of acute mania: 0.8-1.5 mmol/flitre.

Toxic effects begin 1o appear over 1.5 mmolflitre and
may be serious over 2.0 mmol/litre.

Although the therapeutic effects is related 1o the
steady-state concentration of lithium, any renal effects
caused by the drug (see below) may relate to the peak
concentrations. For this reason, the drug is often given
twice a day. Delayed-release tablets have been intro-
duced for the same reason but the time course of plasma
levels resulting from these tablets is not substantially
different from that of standard preparations.

Adverse effects These effects are listed in Table 17.14,
and the following points should be noted:

WECIR VR <ide effects of lithium

Polyuria
Tremor

Dy mouth

Metallie taste

Early effecs

Weakness and fatigue
Fine tremaor”

Polyuria and polydipsia
Hair loss

Larer effects

Thyroid enlargement
Hypothyroidism
Impaired concentration
Weght gain
Gastroantestinal distress
Sedation
Acne
Impaired memory {see text)
ECG changest
Long-term effects on the
kidney (see text)

PR

* Coarse premor (5 a sign of owdity
*Tewawe Aattening: QRS wademing (reversible when drug is stopped)




# Polyuria can lead to dehydration with the risk of lithi-
um intoxication. Patients should be advised to drink
enough water to compensate for the fluid loss,

¢ Tremor. Fine tremor occurs frequently. Most patients
adapt to this; for those who do not, propranolol
10 mg three times daily often reduces the symprom.
Coarse tremor is a sign of toxicity.

# Enlargement of the thyroid occurs in about 5 per cent of
patients taking lithium. The thyroid shrinks again if
thyroxine is given while lithium is continued; and it
returns to normal a morith or two after lithium has
been stopped.

+ Hypothyroidism occurs commonly (up to 20 per cent of
fermale patients) with a compensatory rise in thyroid-
stimulating hormone. Tests of thyroid function should
be performed every & meonths, and a continuous
watch kept for suggestive clinical signs, particularly
lethargy and substantial weight gain. If hypothy-
roidism develops and lithium treatment is still neces-
sary, thyroxine treatment should be added.

¢ Impaired memory. This usually takes the form of every-
day lapses such as forgetting well-known names. The
cause is not known,

¢ Long-term effacts on the kidney. Ten per cent of patients
develop a persistent impairment of concentrating
ability. A few patients develop nephrogenic diabetes
insipidus due to interference with the effect of antid-
iuretic hormone. This syndrome does not respond to
antidiuretic treatments but usually recovers when
the drug is stopped. Provided doses are kept below
1.2 mmolflitre, renal damage is rare in patients
whose renal function is normal at the start.
Mevertheless, it is usual to test renal function every
& months.

W] Toxic effects of lichium

# Mausea, vomiting

& Dharrhoea

* Coarse tremor

* Araxia, dysarthria

# Muscle twitching, hyperrefleaa
¢ Confusion, coma

* Convulsions

+ Renal failure

* Cardiovascular collapse

REVIEW OF DRUGS USED IN PSYCHIATRY

Toxic effects The toxic effects of lithium (Table 17.15)
constitute a serious medical emergency as they can
progress through coma and fits to death. If these symp-
toms appear, lithium should be stopped at once and a
high intake of fluid provided, with extra sodium chlo-
ride to stimulate an osmotic diuresis. Lithium is cleared
rapidly if renal function is normal but in severe cases
renal dialysis may be needed. Most patients recover
completely. some die, and a few survive with perma-
nent neurslogical damage.

Teratogenesis Lithium crosses the placenta and, there
are reports of increased rates of fetal abnormalities,
most affecting the heart. Therefore, the drug should be
avoided in the first trimester of pregnancy. If possible,
lithium should be stopped a week before delivery or
otherwise reduced by half and stopped during labour to
be restarted afterwards. Howewver, lithium is secreted into
breast milk to the extent thar plasma lithium concentra-
tions of breast-fed infants can be half or more of that in
the maternal blood. Therefore, bottle-feeding is usually
advisable,

Drug interactions There are several important interac-
tions between lithium and other drugs. The manufac-
turer's literature or a book of reference should be
consulted whenever lithium treatment is started and a
second drug is prescribed for a patient taking lichium.
The principal interactions are listed for reference in
Box 17.7.

Contraindications These include renal failure or recent
renal disease, cardiac failure or recent myocardial infarction,
and chromic dicrrhoea sufficient to alter electrolytes. It is
advisable not to use lithium for children or, as explained
above, in early pregnancy. The precautions needed during
delivery and lactation are referred to on p. 234. Lithium
should not be prescribed if the patient is judged unlike-
ly to observe the precautions required for its safe use.

Management Lithium is usually continued for at least
2 years, and often for much longer. The need for the
drug should be reviewed once a year, taking into
account any persistence of mild mood fluctuations that
suggest the possibility of relapse if treatment is stopped
(Box 17.8). Continuing medication is more likely to be
needed if the patient has previously had several
episodes of affective disorder within a short time, or if
previous affective disorders were so severe that even a
small risk of recurrence should be avoided. There
should be compelling reasons for continuing treatment
for more than 5 years, although patients have taken
lithium safely for longer periods.

249



250

17 DRUGS AND OTHER PHYSICAL TREATMENTS

BOX 17.7 PRINCIPAL INTERACTIONS

BETWEEN LITHIUM AND OTHER DRUGS

Lithium concentrations may be increased by several
drugs

| + Haloperidol

|+ Thiazide diuretics (potassium sparing and loop
| diuretics seem less likely 1o increase lithium
| levels but should be used cautiously)

¢ Muscle relaxants: when a patient on lithium is to

have an operation the anaesthetist should be
| informed in advance because the effect of
| muscle relaxants may be potentiated. If possible,
I lithium should be stopped 48-72 hours before the
| operation

« MNon-steroidal anti-infiammatory agents (NSAIDs)

+ Some antibiotics (e.g. metronidazole and |
| spectinomycin) |
¢ Some antihypertensives (e  angiotensin-

converting enzyme inhibitors and methyldopa)
Interaction with antipsychotics

+ Potentiation of extrapyramidal symptoms
| # Occasionally, confusion and delirium

Interaction with
inhibirors (SSRIs)

¢ 5-HT syndrome (see p. 246)

specific serotonin reuptake

Later action with ECT may cause a reaction similar |
to a 5-HT syndrome

Withdrawal effects Lithium should be withdrawn
gradually over a few weeks; sudden withdrawal may
cause irritability, emotional lability, and, occasionally,
relapse (more often into mania than depression).

Carbamazepine

Pharmacology Carbamazepine was introduced as
an anticonvulsant. Later it was found to prevent the
recurrence of affective disorder. It is effective in some
patients unresponsive to lithium, and for some with
rapidly recurring bipolar disorder. Both the effect in
acute mania and the longterm efficacy of carba-
mazepine are less certain than those of lithium, but it
is used successfully both as monotherapy and in combi-
nation with lithium in some patients.

Dosage and plasma concentration Carbamazepine is
usually started at 400 mg daily in outpatients but may
be increased up to 800-1000 mg or higher in inpa-

tients. The doses used for long-term treatment depend
on tolerability and can range from 200 to 1600 mg
daily. Monitoring of blood levels is less important than

continued clinical vigilance for the emergence of
adverse effects.

Adverse effects may be troublesome if plasma levels
are high and include drowsiness, dizziness. nausea,
double vision, and skin rash. A rare but serious side
effect is agranulocyrosis. A full blood count and liver
function tests should be done before commencing
treatment.

Drug interactions Carbamazepine can accelerate the
metabolism of some other drugs and of the hormones
in the contraceptive pill, reducing its effectiveness. It is
advisable therefore to consider another form of contra-
ception. Drug interactions should be checked in a refer-
ence source before prescribing other drugs to a patient
taking carbamazepine.

Teratogenesis Carbamazepine seems to be one of the
safest mood stabilizers for a pregnant patient.

Sodium valproate

Pharmacology Like carbamazepine. sodium valproate
was introduced as an anticonvulsant. Later it was
found to control acute mania. The evidence that it pre-
vents the recurrence of bipolar disorder is less strong.
but it is increasingly used and, in the USA, is used more
commonly than lithium. There are several formula-
tions of valproate that vary in terms of pharmaco-
kinetics. Most trials have investigated valproate
semisodium, but this is currently more expensive than
other formulations.

Dosage and plasma concentration The doses depend
on the formulation. Here we refer to valproate semi-
sodium—the equivalent doses for other formulations
may neéed to be 30 per cent higher. For mast outpa-
tients valproate should be started at 250-500 mg in
divided doses or as a single dose at night. The dose can
be titrated upward by 250-500 mg/day every few days,
depending on adverse effects. The usual maintenance
dose is between 750 and 1250 mg/day.

Adverse effects Common adverse effects include seda-
tion, tiredness, tremor, and gastrointestinal distur-
bance. Reversible hair loss may occur in 10 per cent of
patients. Sodium valproate may cause thrombocytope-
nia and has other unwanted effects that should be stud-
ied in a reference source before a patient is treated.

Drug interactions Valproate displaces highly pro-
tein-bound drugs such as other antiepileptic drugs
from their protein-binding sites and may therefore
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BOX17:8 THE MANAGEMENT OF PATIENTSIONICITHIUM =

Treatment with lithium is usually started by a specialist, but general practitioners are often invelved in contin-
ued treatment. Careful management is essential because of the potential effects of therapeutic doses of lithium
on the thyroid and, possibly, the kidneys: and the toxic effects of excessive dosage.

Before starting lithium

Before starting lithium a note should be made of any other medication taken by the patient and a physical
examination, including weight, should be done. Thyroid function tests, electrolytes and urea, and blood crea-
tinine levels should be checked (and a creatinine clearance test done if indicated). Haemoglobin. erythrocyte
sedimentation rate (ESR), and a full blood count are often done as well. If indicated, an electrocardiograph (ECG)
and pregnancy tests, should be done.

Advice to the patient

The doctor should explain:

¢ common side effects;

& early toxic effects that might indicate an unduly high blood level of lithium:
# the need to keep strictly to the dosage prescribed;

¢ arrangements for monitoring blood levels of lithium:

+ circumstances in which unduly high levels are most likely to arise—low salt diet, unaccustomed severe exer-
cise, gastroenteritis, renal infection, or dehydration secondary to fever.

¢ the need to stop the drug and seek medical advice if these conditions arise.

If the patient consents, it is usually appropriate to include another member of the family in these discussions.
An explanatory leaflet should be provided, repeating the same points for reference.

Starting lithium prophylaxis

Lithium carbonate is usually given in a single night-time dose. The commonest dose for adults is 800 mg per
day. tapered as indicated. The dose is adjusted until a lithium level of 0.5-1.0 mmolflitre is achieved in a sample
taken 12 hours after the last dose. The optimal level is usually the highest level within this range tolerated with-
out significant adverse effects. Levels between 1.0 and 1.5 mmolflitre may be used in the treatment of acute
mania, but vigilance is required for adverse effects. Steady-state levels are usually achieved 5 days after a dose
adjustment.

Continuing treatment

As treatment continues lithium estimations should be carried out every 3-6 months or whenever the clinical
starus of the patient changes. Thyroid and renal function tests should be checked every 12 months. It is import-
ant to have a way of reminding the doctor about repeat investigations. If two consecutive thyroid funcrion tests
1 month apart show hypothyroidism, lithium should be stopped or tthyroxine prescribed. Mild but trouble-
some polyuria is a reason for attempting a reduction in dose, whereas severe persistent polyuria is an indication
for specialist renal investigation. A persistent leucocytosis is not uncommeon and is apparently harmless; it
reverses soon after the drug is stopped.

While lithium is continued, the doctor must keep in mind the possibility of interactions if new drugs are

required by the patient.
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increase plasma levels. Valproate inhibits the meta-
bolism of lamotrigine, which must be used at about
50 per cent of the usual dose when prescribed in
combination,

Teratogenesis Valproate is teratogenetic and so must
be avoided if possible in pregnant women and used
with caution in women of childbearing potential.

Lamotrigine

Pharmacology Lamotrigine also is primarily an anti-
convulsant. It may be effective in bipolar depression,
possibly without inducing mania, and it also prevents
depressive (but not manic) relapse in bipolar disorder.

Dosage and plasma concentration Lamotrigine must
be initiated very gradually: initially 25 mg daily for
2 weeks, then 50 mg daily for 2 weeks, then further
gradual increase. The usual dose in bipolar disorder is
100-300 mg/fday.

Adverse effects A rash may occur in 3-5 per cent of
patients—the risk can be reduced by using gradual
dosing (see above). Other side effects include nausea,
headache, rremor. and dizziness.

Drug interactions Lamotrigine levels are increased by
valproate, The combination of lamotrigine and carba-
mazepine may cause neurotoxiciry.

Teratogenesis Lamotrigine does not appear to be
teratogenetic.

Central nervous system stimulant drugs

Central nervous system stimulant drugs are used in
the treatment of attention deficit disorder (see p. 287).
The most commonly used drug is methylphentdate which
acts mainly by releasing dopamine from presynaptic
dopamine terminals. The mode of action is unclear, but
methylphenidate improves artention and reduces over-
activity and impulsiveness.

Adverse effects The main adverse effects are nervous-
ness and insomnia,

These drugs should be started after full assessment by a
specialist (p. 287). Monitoring of continued therapy is
essential. Methylphenidate is also increasingly used in
adults with ADHD.

Cognition-enhancing drugs
Anticholinesterase inhibitors

These drugs, including donepezil, rivastigmine, and
galantamine, have been recently introduced for the
treatment of mild to moderate Alzheimer's disease.

These drugs increase the function of acetylcholine,
which can improve cognitive functioning. They have a
modest beneficial effect in some patients that might
persist for a number of months. Anticholinesterase
inhibirors are used following assessment in a specialist
clinic, including tests of cognitive, global, and behav-
ioural functioning and the assessment of activities of
daily living,

Adverse effects The main adverse effects of anti-
cholinesterase inhibitors include anorexia. nausea,
vomiting, and diarrhoea.

Other physical treatments

Electroconvulsive therapy (ECT)

ECT is given by psychiatrists. The general reader re-
quires only a general knowledge of its use; those requir-
ing further information should consult The Shorter Oxford
Textbook of Psychiatry or another specialist text.

In ECT, an electric current is applied to the skull of
an anaesthetized patient to produce seizure activity
while the consequent motor effects are prevented with
a muscle relaxant. The electrodes that deliver the cur-
rent can be placed with one on each side of the head
{bilateral ECT) or with both on the same side (unilateral
ECT]. Unilateral placement on the non-dominant side
results in less memory impairment but may be less
effective than bilateral ECT. Bilateral placement is
therefore preferred when a rapid response is essential,
or when unilateral ECT has not been effective.

The beneficial effect, which depends on the cerebral
seizure, not on the motor component, is thought to
result from newrotransmitter changes probably involy-
ing 5-HT and noradrenaline transmission. ECT acts
more quickly than antidepressant drugs, although the
outcome after 3 months is similar.

Indications
The are a number of main indications for ECT.

1. The need for an urgent response;

+ when life is threatened in a severe depressive dis-
order by refusal to drink or eat or very intense sui-
cidal ideation;

+ in puerperal psychiatric disorders when it is im-
portant that the mother should resume the care of
her baby as quickly as possible.

2. For a resistant depressive disorder, following failure to
respond to thorough trearment with antidepressant
medication.



3. For two uncommon syndromes:
¢ catatonic schizophrenia (sce p. 122);
¢ depressive stupor (see p. 101).

Adverse effects

ECT has a number of adverse effects. Patients often
have a brief period of headache after the treatment. A
degree of cognitive impairment after treatment is rela-
tively common although this clears rapidly in most
patients. The more effective forms of ECT (e.g. higher
dose, bilateral) appear to be more likely to cause cogni-
tive problems. Some patients report a persistent loss of
autobiographical memories but this has been difficult
to show objectively in research studies. Depressive dis-
order can also lead to cognitive impairment including
memory problems and it is therefore possible that the
disorder itself is responsible. It is probably best to
inform the patient that they may experience some
short-term problems and that some patients report
longer term problems but that these appear to be
uncommeon, There are occasional effects from the
anaesthetic procedure: the teeth, tongue, or lips may
be injured while the airway is introduced and, rarely,
muscle relaxants cause prolonged apnoea,

Maortality of ECT

The death rate from ECT is abourt 4 per 100 000 treat-
ments, closely similar to that of an anaesthetic given
for any minor procedure to a similar group of patients,
Mortality is greater in patients with cardiovascular
disease, and due usually to ventricular fibrillation or
myocardial infarction

Contraindications

The contraindications are those for any anaesthetic
procedure and any condition made worse by the
changes in blood pressure and cardiac rhythm that
occur even in a well-modified fic: serious heart discase,
cerebral aneurysm, and raised intracranial pressure.
Extra care is required with diabetic patients who take
insulin and for patients with the sickle cell rait.
Although risks rise somewhat in old age, so do the risks
of untreated depressive disorder and of drug treatment.

Consent to ECT

Before ECT, a full explanation is given of the procedure
and its risks and benefits. before asking for consent. Ifa
patient refuses consent or is unable to give it (for exam-
ple. because he is in a stupor), and if the procedure is
essential, the psychiatrist should seek a second opinion
and discuss the situation with relatives (although they

OTHER PHYSICAL TREATMENTS

cannot consent on behalf of the patient). In the UK and
many other countries there are procedures for author-
izing an ECT when the patient refuses but it is essential
(these are set our in the Mental Health Act or corre-
sponding legislation). Patients treated under these pro-
visions seldom question the need for treatment once
they have recovered.

ECT technique
ECT is administered by a psychiatrist, who applies the
current, and an anaesthetist and a nurse. The proce-
dure is described in specialist textbooks. ECT is usually
given twice a week with a toral of 6-12 treatments,
according to progress. Response begins usually after
two or three treatments; if there has been no response
after 6-8 treatments, it is unlikely that more ECT will
produce useful change,

As some patients relapse after ECT, antidepressants
are usually started towards the end of the course to
reduce the risk of relapse.

Treatment with bright light

There is some evidence that bright light treatment is
effective in seasonal affective disorder (SAD) (see
p- 104). When a therapeutic effect appears it is rapid,
but relapse is common. Light is administered usually
at about 6-8 a.m. using a commercially available
light box. The intensity of the light is usually about
that of a bright spring day. The mode of action is
uncertain: the light may correct circadian rhythms,
which seem to be phase-delayed in seasonal affective
disorder.

Psychasurgery

Psychosurgery refers to the use of neurslogical proce-
dures to modify the symptoms of psychiatric illness by
operating either on the nuclei of the brain or on the
white matter. The treatment had a period of wide use
after its introduction in 1936 until the development of
effective psychotropic drugs in the 1960s. Nowadays, it
is used rarely and then only in a few special centres,
mainly for a very small minority of patients with obses-
sional or prolonged depressive disorders that have
failed to respond to vigorous and prolenged pharmaco-
logical and behavioural treatment.

Modern surgery involves small lesions placed by
stereotaxic methods, usually to interrupt the fronto-
limbic connections. With these restricted lesions, side
effects are unusual; when they occur they include apa-
thy, weight gain, disinhibition, and epilepsy.
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There have been no randomized controlled trials to
test the value of the operation, and its use is diminish-
ing even further as pharmacological and behavioural
treatments continue to improve.

Further reading

Stahl, 5. M., (2000). Essential Psychopharmacology. Cam-
bridge University Press, Cambridge.

A comprehensive and very well illustrated review of psycho-
pharmacology.
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Psychological treatment

There are many kinds of psychological treatment but
only a few are of direct concern to non-specialists. All
doctors need to be able to employ basic psychological
procedures in their everyday practice. They also need to
know enough about the commonly used special meth-
ods of psychological treatment to be able to decide
when to refer patients appropriately. In this chapter,
psychological treatments will be described under the
following headings:

1. Basic procedures common to every form of therapy
and relevant also to all interactions berween the
doctor and patient.

2. Supportive treatment, which is a part of all clinical
practice.

3. Problem-solving techniques useful for patients
with adjustment disorders and similar conditions.

4. Behavioural and cognitive treatments used to alter
patterns of behaviour and thinking that prevent
recovery from certain psychiatric disorders.

5. Psychodynamic methods that enable patients o
recognize unconscious determinants of their behav-
iour and thereby gain more control over it.

6. Treatment in groups.
7. Treatment of couples and families,

Terminology

Two terms may cause confusion because they are used
with more than one meaning.
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Psychotherapy is sometimes used to mean all forms of
psychological ereatment, often with an additional quali-
fying term; for example, behavioural psychotherapy.
Sometimes, however, the term refers solely to psycho
dynamic methods.

Counselling refers to a wide range of the less techni-
cally complicated psychological treatments ranging
from the giving of advice, through sympathetic listen-
ing, to structured ways of encouraging problem solv-
ing. By itself, the term does not have a precise meaning
and it should be qualified to indicate either the proce-
dures that are employed (e.g. problem-solving coun-
selling) or the problem that is being addressed (e.g.
bereavement counsetling).

Basic procedures

Certain basic procedures are involved in all forms of
psvchological treatment whatever additional tech-
niques may be employed (Table 18.1). These basic
procedures are also involved in every therapeutic
relationship, including prescribing drugs and support-
ing patients for whom there is no effective specific
treatment.

Develop a therapeutic relationship to gain patients’
confidence, improve their adherence to more specific
methods, and sustain them through periods of distress.
Although helpful in these ways, a therapeutic relation-
ship can become too intense so that it impedes progress
(see below]. In an appropriate therapeutic relationship,
patients should feel that the therapist is concerned
about them but understand that the relationship is pro-
fessional, clearly distinct from a friendship. and one
that the therapist maintains with other patients.

Listen to patients’ concerns Patients feel helped when
they describe their problems 1o a sympathetic person,
dnd many complain that doctors do not listen for long

LEUIERERY Basic procedures of supportive
psychological treatment

+ Develop a therapeute relationsmip

# Listen [o PaDEnts Concerns

* Provide information, explanation, and adwice
* Allow the expression of emonion

* Improve morgle

* Review and develop assers

* Encourage self-nelp

enough before they offer advice. To be effective, listen-
ing requires adequate time, and patients should feel
that they have the doctor's undivided attention and
have been understood. Mon-verbal signs of attention
and occasional rephrasing of what has been said can
help to achieve this.

Provide information, explanation, and advice All
three need to be accurate, clear, free from jargon, and
relevant to the patient’s physical and mental condition.
They should correct any misunderstandings about the
nature of the condition or the likely outcome. Ex-
planations of the cause of symptoms should be posi-
tive. It is not enough to say that no physical disease has
been found for the symptoms—an accurate and con-
vincing explanation should be given of the psycho-
social causes.

Allow the release of emotion It is everyday experience
that the expression of strong emotion is followed by a
sense of relief. Some patients feel ashamed to reveal
their feelings to others and need to be assured that 1o
do this is not a sign of weakness. Sometimes further
emotional release is needed on a second occasion. but
frequently repeated outpourings of emotion are seldom
helpful.

Improve morale Patients who have prolonged or
recurrent medical or social problems may give up hope
of improvement. Low morale, caused in this or other
ways, undermines further treatment and rehabilita-
tion. Even if there is no hope of recovery, it is usually
possible to improve morale; for example, by describing
how pain and distress can be minimized.

Review and develop assets Diagnosis focuses on what
is wrong but treatment needs to take into account what
abilities and social supports are intact. and help
patients to develop them.

Encourage self-help Patients should be helped to
achieve an appropriate balance between collaboration
with treatment and a determination to be self-
sufficient. It is usually possible to achieve this impor-
tant aim even with the most handicapped patients
provided a dependent relationship is not allowed 10
develop.

Problem of dependency

It is important that patients do not become dependent
on their therapists. This problem is most likely to arise
during psychological treatment but it can occur in the
course of any treatment. Signs that the relationship is
becoming too intense include:



+ asking questions about the doctor's personal life;
+ efforts to prolong interviews beyond the agreed time;

+ attempts o contact the doctor for unwarranted
reasons.

Dependent patients do not make appropriate efforts
to help themselves. They demand increased attention
and if the therapist does not respond, they may become
anxious or angry, or make increasingly unreasonable
demands. If such signs appear, the doctor should dis-
cuss them with the patient without delay. and explain
why too intense a relationship is unhelpful,

Transference

In the practice of psychotherapy. an intense relationship
berween the patient and doctor is called a transference.
The term originates from Freud's theory that in such a
relationship, the patient transfers to the doctor feelings
and thoughts rhar eriginated in a close relationship dur-
ing childhood—usually with one or other parent. When
the current feelings are positive, there is said to be a
positive transference; when the current feelings are
negative, there is said to be a negative transference.

Countertransference

Mot only may patients transfer to their therapists feel-
ings that properly belong elsewhere, therapists may do
the same with their patients. Thus therapists may
develop strong positive or negative feelings because
a particular patient reminds them. consciously or
unconsciously, of a parent or another close figure in
their lives. Such feelings toward the patient are called
countertransference. If countertransference is not rec-
ognized in its early stages and corrected, it may impair
the doctor's ability to maintain an appropriate profes-
sional relationship and to provide impartial advice.

Supportive treatment

Supportive therapy uses the general therapeutic factors
described above to:

+ reduce distress during a short episode of self-limiting
illness or personal misfortune;

+ tide the patient over until a specific treatment has a
beneficial effect (e.g. while waiting for the therapeu-
tic effects of an antidepressant drug):

+ sustain patients whose medical or psychiatric condi-
tion cannot be treated, or whose stressful life prob-
lems cannot be resolved (e.g. the problems of caring
for a handicapped child).

PROBLEM-SOLVING TECHNIQUES

Before choosing supportive therapy, the question
should always be asked whether a more active form of
psychological or other treatment could bring about
change. Sessions generally last for about 15 minutes,
though the first session of treatment is often longer,
Sessions are often weekly at first but may become
less frequent. The length, frequency, and number of
sessions should be agreed with the patient at the start.

Problem-solving techniques

The aim of these treatments is to help patients to solve
stressful problems and te make changes in their lives.
Problem solving is used as the main treatment for acute
reactions to stress and for adjustment disorders; and as
an addition to other treatments for psychiatric disorders
in which associated life problems need to be resolved.
Problem solving is used for problems requiring:

« a decision: for example, whether a pregnancy is to
be terminated, or an unhappy marriage brought to
an ¢nd;

+ adjustment to new circumstances such as bereave-
ment or the discovery of terminal illness, or a move
1o an unfamiliar environment (e.g. by a student start-
ing university life);

+ change from an unsatisfactory way of life to a
healthier one; for example. as part of treatment for
dependence on alcohol or drugs.

Problem-solving counselling includes the basic
processes described above together with some extra
techniques (Table 15.2).

1. A list of problems is drawn up by the patient with help
from the therapist. who helps to define and separate
the various aspects of a complex set of problems.

2. The patient chooses one of the problems to work on.

Basic procedures of problem-solving
counselling

Basic techniques of suppartve therapy, plus:
1. Defire and list the problems

2 Choose a problem for action

3, List alternative courses of achon

4. Evaluate the courses of action and choose the best

& Try the chosen course of action

6. Evaluate the results

7. Repear until all the important problems have been resabved
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3. The therapist helps the patient to list alternative courses
of action that could solve or reduce the problem. A
written list of problems and possible actions helps a
patient to identify a plan of action that is specific,
practical, and likely to succeed. The listed problems
and actions are considered one by one to determine
what should be done, and how success will be judged.

4. The patient considers the pros and cons of each plan of
action and chooses the most promising.

5. The patient attempts the chosen course of action for the
first problem.

6. The results are evaluated. If successful, the next prob-
lem is acted upon. If the plan for the first has not suc-
ceeded, the attempt is reviewed constructively by the
patient and therapist to decide how to increase the
chance of success on the next occasion. Lack of suc-
cess 15 not viewed as a personal failure but as an
opportunity to learn more,

7. The sequence is repeated until all the selected problems
have been resolved.

Throughout treatment, patients are encouraged to
take the lead in identifying problems and solutions so
that they learn not only a way of resolving the present
difficulries but also a strategy for dealing with future
problems. Sessions of treatment last for about 30 min-
utes. Four to eight sessions are usual according to the
complexity of the problems.

Crisis intervention

When patients are overwhelmed by stressful events or
adverse circumstances they are said to be in crisis and
help for them is called crisis intervention. People in cri-
sis include those who have harmed themselves, victims
of physical or sexual assault, and people involved in
man-made or natural disasters. Such patients are highly
aroused and usually require some additional help to
reduce this arousal before they can concentrate effec
tively on problem solving.

Crisis intervention uses the techniques of problem
solving with a special focus on the following:

+ Reducing anxiety and promoting sleep by giving
support and encouraging the expression of distress.
When distress is severe, an anxiolytic or hypnotic
drug {usually a benzodiazepine) may be needed for a
few days to calm the patient and ensure sleep.

¢ Recall of traumatic events. Some clinicians think
that avoiding the recall of the traumatic experience
prolongs the stress reaction. For this reason patients
in crisis are often encouraged to relive the expe-

rience, and express the associated feelings. Although
this release of emotion may produce immediate
relief, it has not been shown to have lasting benefit
unless at the same time the memories are discussed
in a way that integates them with the rest of the
patient’s experience (see Debriefing. p. 65).

Cognitive behaviour therapies

Behaviour therapy is used to treat symptoms and abnor-
mal behaviours that persist because of certain actions of
the patient or other people that produce immediate
relief of distress but nevertheless prolong the disorder.
An example of such an action by the patient is the avoid-
ance of situations that provoke anxiety. An example of
an action by another person that has the same effect is
paying more attention to patients when they behave
abnormally than when they behave normally.

Cognitive therapy is used to treat symptoms and
abnormal behaviours that persist because of the way
that patients think about them. An example of such a
way of thinking is the conviction that palpitations,
occurring as part of an anxiety response, are evidence
of an impending heart attack.

Cognitive behaviour therapy Because thoughts and
actions of these kinds often occur together, behavioural
and cognitive techniques are often used together. The
combination is called cognitive behaviour therapy.

Most cognitive behaviour therapies require special train-
ing and generalists need know only the principles of the
treatments and the main reasons for referral. There are,
however, some simpler procedures that can be used by
non-specialist. namely relaxation. exposure, and anxi-
ety management. These procedures will be described
after the principles of treatment have been outlined.

Principles of cognitive behaviour therapy

The general approach to cognitive behaviour therapy is
that the therapist helps patients first to become aware
of, and then to modify, their maladaptive thinking and
behaviour. Because patients have to practise new ways
of thinking and behaving between the sessions of treat-
ment it is particularly important that they understand
the procedures clearly and are well motivated to carry
them out. Written instructions are often used to sup-
plement the explanations given by the therapist du ring
treatment sessions.

Behavioural analysis Symptoms, cognitions, and be-
haviour are monitored by recording them in a diary
in which are noted the occurrence of: (i) symptoms
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(i} thoughts and events that precede and possibly pro-
voke the symptoms; and (iii) thoughts and events that
follow and possibly reinforce the symptoms (Table 18.3).
This detailed examination of thoughts. behaviour, and
provoking events is called behavioural analysis.

Graduated approach Treatment takes the form of a
graduated series of tasks and activities such that
patients gain confidence in dealing with less severe
problems before attempting more severe ones.

Experimental format Tasks and activities are present-
ed as experiments in which the achievement of a goal
is a success, while non-achievement is not a failure but
an opportunity to learn more by analysing construc-
tively what went wrong. This format helps to avoid dis-
couragement and maintain motivation.

Commonly used techniques of behaviour
therapy (Table 18.4)

Relaxation training

This treatment is used to reduce anxiety by lowering
muscle tone and autonomic arousal. Relaxation train-
ing is useful in the treatment of some physical condi-
tions that are made worse by stressful events (e.g. some
cases of mild hypertension). Used alone, relaxation is
not effective for severe anxiety disorders but it is a com-
ponent of anxiety management training (see below),
which is often effective in these conditions.

The essential procedures are:

+ relaxing muscle groups one by one;

¢ breathing slowly as in sleep,

Some techniques of behaviour therapy

 Relaxation traiming

@ Exposure

+ Response prevention

+ Thought stopping

+ Assertiveness (raming

+ Self-control o

o Contingency management

+ [Aversion therapy)

¢ clearing the mind of worrying thoughts by concen-
trating on a calming image; for example, a tranquil
scene.

These techniques can be combined in a variety of
ways but the results of all methods appear to be similar.
One typical form of relaxation training has the following
steps:

e Distinguish berween tension and relaxation by first tensing

a group of muscles and then letting go.

& Breathe slowly and regularly.

& Imagine a restful scene such as a quiet beach on a warm
cloudless day.

o Relax one muscle group (e.g. the muscles of the left fore-
arm). Follow this by relaxing other groups one by
one, for example the left upper arm., right forearm,
right upper arm, neck and shoulders, face, abdomen,
back, left thigh, left calf, right thigh, and right calf,
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+ Relax larger muscle groups (e.g. all the muscles of a limb
together) so that complete relaxation is achieved more
rapidly.

+ Resume activity gradually as in waking from sleep.

The first relaxation session usually lasts for about
30 minutes and each subsequent session usually lasts
about 15 minutes. Throughout the sessions the person
continues to breathe slowly and imagine restful scenes.
After about six sessions, most people can relax rapidly.
It is useful to provide a tape recording of the instrue-
tions for relaxation to be used at home in quiet sur-
roundings at a time when disturbance is unlikely.

Exposure

Exposure is used mainly for phobic disorders. The basic
procedure is to persuade patients to enter, repeatedly,
simuations that they have avoided previously or, if this is
not practicable, to imagine doing so. When re-entry to
feared situations is gradual the term desensitization is
used. When the re-entry to feared situations is rapid,
the term flooding is used.
The stages of treatment are:

1. Determine in detail which situations are avoided.

2. Arrange these situations in order of the amount of
anxiety that each provokes (the resulting list is called
a hierarchy). Check whether the difference in the
amount of anxiety induced by each item in the hier-
archy and the next is about the same throughout the
list. If it is not, add or remove items until this aim has
been achieved A hierarchy might include items such
as the local shop when there are no other customers:
the local shop when it is crowded; a supermarket
when there are no queues at the checkouts; a super-
market with long queues.

3. Teach relaxation training (see above) so that it can be
used subsequently to reduce anxiety during exposure.

4. Persuade the patient to enter a situation at the bottom
of the hierarchy and stay until anxiety has declined.
It is important that anxiety should have subsided
before the patient leaves the situation otherwise no
benefit will fallow. The procedure is repeated until
the siruation can be experienced without anxiety.

5. Repeat with the next situation on the hierarchy and
so on untl the top of the hierarchy is reached.

Patients should practise exposure for about an hour
every day. To ensure this it is often helpful to enlist a
relative or friend who can encourage practice, praise
success, and sustain motivation. If repeated and ade-
guately prolonged exposure does not reduce anxiety,
another situation is chosen lower on the hierarchy.

Other behaviour therapy methods

Response prevention

Response prevention is used to treat obsessional rituals,
It is based on the observation that rituals become less
frequent and intense when patients make prolonged
and repeated efforts to suppress them. To be effective,
the ritual must be suppressed until the associated anxi-
ety has waned, and this may take up to an hour. Since
the immediate effect of response prevention is to
increase anxiety, patients require much support if they
are to suppress the rituals for the required time. When
this stage has been achieved, the procedure is repeated
in the presence of any factors that tend to provoke the
rituals (e.g. someone with a washing ritual would sup-
press it while the hands are dirty). Usually, any associat-
ed obsessional thoughts decline as the rituals improve.

Thought stopping

Thought stopping is used to treat obsessional thoughts
occurring without obsessional rituals (and therefore
not treatable by response prevention). A sudden, intru-
sive stimulus is used to interrupt the thoughts: for
example, the mildly painful effect of snapping an elas-
tic band worn around the wrist. When treatment is suc-
cessful, patients become able to interrupt the thoughts
without the aid of the distracting stimulus.

Assertiveness training

This methed is for people who are abnormally shy or
socially awkward. Socially acceptable expression of
thoughts and feelings is encouraged as follows:

« analyse the problem in terms of facial expression, eye
contact, posture, and tone of voice, and what is said;

e exchange of roles to help the patient understand the
viewpoint of the other person in the situation,

+ demonstrate appropriate social behaviour:
® practise appropriate behaviour within the sessions:
+ practise appropriate social behaviour in everyday life;

¢ record the outcome of this practice.

Self-control

Self-control techniques are used to increase control
over behaviours such as excessive eating or smoking.
The treatment may be used alone or as part of a wider
treatment as in cognitive behaviour therapy for bulim-
ia nervosa (see p. 262). The treatment has two stages.

Self-monitoring is the keeping of daily records of the
problem behaviour and of the circumstances in which
it occurs. For example, a patient who overeats would
record what is eaten, when it is eaten, and any agsocia-



tions between eating and stressful events or moods,
The keeping of such records is itself a powerful aid to
self-control, because many patients have previously
avaided facing the true extent of their problems.

Self-reinforcement is the rewarding of oneself when a
goal has been achieved successfully. For example, a
woman who has reached a target might buy herself a
new pair of shoes. Rewards of this kind help to main-
tain motivation.

Contingency management

Contingency management is used to control abnormal
behaviour that is being reinforced unwittingly by other
people; for example. by parents who attend more (o a
child during temper tantrums than at other times. The
treatment has two aims: first, to identify and reduce the
reinforcers of the abnormal behaviour; and second. o
find ways of rewarding desirable behaviour. Praise and
encouragement are the usual rewards but they may be
added to with material rewards such as points or stars
that will earn a child a desired toy or teat. Contingency
management has four stages:

1. The behaviour to be changed is recorded by the patient or
another person (e.g. a parent might count the fre-
quency of a child’s temper tantrums).

2. Events that immediately follow the behaviour and
appear to be reinforcers are identified; usually these
events involve extra attention given to the child
when behaving badly.

3. The undesirable behaviour 15 ignored as far as this is
practicable,

4. Appropriate behaviour is rewarded (e.g. the parent would
attend to the child when behaving well).

Parents or others monitor progress by recording the
frequency of the relevant behaviour. Attention is also
given to events that precede and seem to provoke the
behaviour. For example, the child's temper tantrums
may occur after the mother pays attention o a younger
sibling. The approach may seem mechanistic, but in
practice the procedures can be carried out in a caring
way.

Aversion therapy

This method, which is now used rarely, is mentioned
for completeness. Undesirable behaviour is linked to a
stimulus such as a very mild electric shock that acts as
a negative reinforcement. There are ethical problems
concerned with giving even mildly painful stimuli as
treatment. Also, although the treatment has the imme-
diate effect of reducing behaviour, it has not been
proved to have lasting benefits.
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Outline of cognitive therapy
Cognitive therapy proceeds through four stages:

1. Identify maladaptive thinking by asking patients to keep
a daily record of the thoughts that precede and
accompany their symptoms or abnormal behaviour.
The thoughts are recorded as soon as possible after
they have occurred.

2. Challenge the maladaptive thinking by correcting mis-
understandings with accurate information. and
pointing out illogical ways of reasoning.

3. Devise alternatives to the maladaptive ways of thinking.
4. Test these alternatives,

Until maladaptive thinking has changed, distraction is
used to control the thoughts. It is achieved by focusing
attention on some external object (e.g. patients may
count blue cars in the street or look intently at an
object in the room) and by using mental exercises, such as
mental arithmetic, that require full attention.

Commonly used cognitive behavioural
techniques

Anxiety management

The components of anxiety management are relax-
ation, techniques for changing anxiery-provoking
cognitions, and exposure. Treatment is preceded by

assessment (Box 18.1).
Anxiety-provoking cognitions are reduced in the

following ways. The therapist explains the nature of
the normal anxiety response and that the symptoms

BEXNE T ANXIETY MANAGEMENT

¢ Organize a diary record of the behaviouwr (see
Table 18.3) 1o assess:

the nature and severity of symptoms;
situations in which anxiety occurs,
avoidance.

¢ Give information to correct misunderstanding
about the cause of symptoms.

¢ Explain the vicious circle of anxiety (‘fear of fear’)
and the effects of avoidance.

¢ Teach relaxarion [see p. 259).
+ Teach exposure (see p. 259)
+ Teach distraction from anxious thoughts (see above).

{For further information see Kennetley, H. (1995), Managing
Anxicty, 2nd edn. Oxford University Press, Oxford,)
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are harmless, This information is discussed in relation
to the principal symptoms and concerns of the patient;
for example, that dizziness will lead 1o fainting. The
therapist explains how fearful concerns about the
symptoms ('fear of fear”) can produce a vicious circle of
anxiety (see p. 74). Anxious cognitions and symptoms
usually improve somewhat after this explanation.
Distraction (see above) is used to reduce the anxiety-
producing effect of any remaining thoughts.

Most anxious patients avoid situations that provoke
anxiety and this aveidance maintains anxiety (see
Chapter 6). Exposure (see p. 259) is therefore an impor-
tant component of anxiety management.

Cognitive therapy for panic disorder

Patients with panic disorder are convinced that some of
the physical symptoms are not caused by anxiety but
are the first indications of a serious physical illness
(often that palpitations signal an impending heart
attack). This conviction causes further anxiety so that a
cycle of mounting anxiery is set up. The treatment
includes the general components listed above with the
following additional features:

& The therapist explains that physical symptoms are part
of the normal response to stress, and that fear of
these symptoms sets up a vicious circle of anxiety.

¢ Pattents record the fearful thoughts that precede and
accompany their panic attacks, Patients who cannot
identify their thoughts during naturally occurring
panic attacks can often do so if panic-like symptoms
are induced by voluntary hyperventilation.

« The therapist demonstrates that fearful cognitions can
induce anxiety, by asking patients to remember and
dwell on these cognitions and observe the effect.

+ Patients attempt to think in the new way when they expe-
rience symptoms, and they observe the effect of this
change on the severity of the panic attacks. By
repeating this sequence many times they gradually
gain control of the panic atacks,

Cognitive therapy for depressive disorder

The cognitive disorder found in depressive disorder is
more complex than that in the anxiety disorders. and
cognitive treatment is correspondingly more elaborate.
The three kinds of cognitive abnormality in depressive
disorder [see p. 106) are dealt with as follows.

1. Intrusive thoughts, usually of a self-depreciating
kind fe.g. 'l am a failure'}. When they are weak such
thoughts can be counteracted by distraction, using
the methods described above, but when they are
strong they are difficult to control.

2. Logical errors distort the way in which experiences
are interpreted. and maintain the intrusive thoughts
(Box 18.2). The therapist helps the patient recognize
these irrational ways of thinking and change them.

3. Maladaptive assumptions are often about social
acceptability; for example, the assumption that only
good looking and successful people are liked by
others. The patient is helped to examine how ideas of
this kind influence the ways in which they think
about themselves and other people.

As well as helping patients to change their ways of
thinking. the therapist also suggests activities to over-
come depressed patients’ tendencies to withdraw and
to be inactive, This last procedure, activity scheduling,
is especially important for severely depressed patients.

Cognitive behaviour therapy for bulimia nervosa

This treatment begins with self-control methods (see
p. 260), which are used to re-establish normal patterns
of eating (three meals a day and no snacks between
meals). Patients keep records of what and when they
eat, and of the events and thoughts and feelings that
precede a binge, They also record vomiting and laxative
abuse. Self-control procedures usually reduce bingeing.
vomiting, and laxative abuse but without cognitive pro-
cedures, relapse is common. The four basic stages of
cognirive therapy are used: (i) abnormal cognitions are
identified using daily records: (ii) the logical basis of
these cognitions is challenged: (iii) alternative views are
formulated; and (iv) the effect of thinking in new ways
is tested. These procedures can also be carried out as a
self-help programme (Box 18.3).

BOX 1812 LOGICAL ERRORS/IN/DEERE

DISORDERS

+ Exaggeration: magnifying small mistakes and
thinking of them as major failures.

+ Catastrophizing: expecting serious consequ-
ences of minor problems (e.g. thinking that a rel-
ative who is late home has been involved in an
accident),

+ Overgeneralizing: thinking that the bad out-
come of one event will be repeated in every simi-
lar event in the future (e.g. that having lost one
partner, the person will never find a lasting
relationship).

¢ lgnoring the positive: dwelling on personal
shoricomings or on the unfavourable aspects of a
situation while overlooking favourable aspects.

P




BEXTEE SELF-HELP' DR BULIMIA

NERVOSA'

Menitoring:

+ a daily record of eating, binges, and vomiting
+ weighing once a week
Regular planned meals:

¢ three normal-sized meals a day with three small
berween-meal snacks

Stop binges:

¢ eat only the planned amount

+ keep other food out of sight

+ keep limited stocks

 take just enough money when buying food

Control vomiting:

|
+ urge to vomit declines as binges stop E
Control purging: |
| & reduce laxatives/diuretics, if necessary, in stages i
Find alternatives to binge eating:

+ list distracting activities

+ try them

Reduce life problems

+ problem-solving counselling (Table 18.2)

(For further information see Fairburn, C. G. (1995). Overconting

Binge Eating, Guilford Press, New York and London.)
e e e ]

The cognitive approach in everyday practice

Although cognitive therapies are complex procedures
requiring special training, three features of the cogni-
tive approach are useful in everyday clinical practice:

1. Recording thoughts occuring when symptoms are
experienced.

2. Recording abnormal behaviours and events that precede
and follow them.

3. Asking patients to evaluate their progress both as a way
of judging the success of treatment and as a way of
increasing their collaboration with treatment,

Dynamic psychotherapy

Brief psychodynamic therapy

In this treatment, patients are helped to obtain a
greater understanding of aspects of their problems and

DYNAMIC PSYCHOTHERAPY

fBEC1 84  EFHICGAL ISSUES OF IMPOSING
:VALUES IN'DYNAMIC PSYCHOTHERAPY

Therapists should always respect their patients’
values and never impose their own, This rule applies
to all therapeutic situations, for example when coun-
selling abour a possible termination of pregnancy. It is
especially important in dynamic psychotherapy in
which value judgements are often involved, for exam-
ple in deciding whart relationship changes would be
desirable. Therapists may impose their own values:

+ directly by expressing their values or challenging
those of the patient:

¢ indirectly, for example by giving more attention
to arguments against a course of action than to
arguments for it,

The problem arises also in couple therapy and fami-
ly therapy in which therapists should not support,
directly or indirectly, the values and approach of
onc member of the couple or family against those
of the others.

of themselves, with the expectation that this will help
them to overcome these problems. The focus of treat-
ment is on aspects of the problems and of the self of
which the person was previously unaware (unconscious
aspects). The treatment may be brief and focused on a
small number of specific problems (focal psychothera-
py) or long term and dealing with a broader range of
problems. Dynamic psychotherapy is a specialist treat-
ment requiring lengthy training. Those who are not
specialists need to understand the indications for refer-
ral and broad principles of treatment.

The main indications for brief dynamic therapy are
problems of low self-esteem and difficulties in making
relanionships, either of which may be accompanied by
emotional disorders, eating disorders, or sexual disor-
ders. Because treatment is so much concerned with
self-concept and relationships, which involve judge-
ments about the kind of change that is desirable and
good, it highlights some ethical problems concerned
with values (Box 18.4),

Patients referred for dynamic psychotherapy need to
be insightful and willing to consider links berween their
present difficulties and events at earlier stages of their
lives. The principal steps of treatment (Table 18.5) are:

1. The patient and therapist agree on the problems that
will be the focus of treatment,

2. Patients discuss recent and past experiences of the prob-
lem. To encourage the necessary self-revelation, the
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Some techniques of brief psychodynamic
therapy

Some techniques of long-term dynamic
therapy

# Agree problems to be discussed

# Discuss recent and past experiences of the problem

* Review patients’ part in problems they ascribe 1o others
+ |dentify common themes

* Link present with past behaviour (interpretations)

* (Sometimes) comment on the relationship with the therapst
(transference interpretanons)

# Consider alternatve ways of thinking and relating

therapist speaks infrequently and responds more to
the emotional than the factual content of what is
said. For example, instead of asking for more factual
detail he may say ‘you seemed angry when you spoke
about that experience’.

3. Patients are encouraged to review their own part in
problems thar they ascribe to other people.

4. Parients are helped to identify common themes in what
they are describing: for example, fear of being reject-
ed by other people.

5. Padents are helped to recall similar problems at an earli-
er stage of life. They are encouraged to consider
whether the present maladaptive behaviour may
have originated as a way of coping that was adaptive
at that time but is now self-defeating. For example,
failure to trust others following the experience of
sexual abuse in childhood.

6. The therapist makes interprefations 1o help patients dis-
cover connections between past and present behav-
iour. or between different aspects of their presemt
behaviour. Interpretations should be presented as
hypotheses to be considered by the patient, rather
than truths to be accepted.

7. The patient is encouraged to consider altermative ways
of thinking and relating and to try these out first with
the therapist and then in everyday life.

Dynamic psychiotherapy tends to give rise (o intense
emotional relationships between the patient and
therapist (transference, see p. 257). In some forms of
brief psychotherapy, the transference is examined to
throw light on the patient’s relationship with his
parents, as in long-term therapy (see below). Whether
or not transference is used in this way. it is impor
tant to reduce its intensity before the planned end
of treatment. otherwise patients are lefi in a dependent
state, which makes it difficult to terminate the therapy.

+ Free gssociation
+ Recall of drearms
# Interpret transference

+ Control countertransference

Long-term dynamic psychotherapy

This treatment, which originates from Freud's original
methods of psychoanalysis, aims to change longstand-
ing patterns of thinking and behaviour that contribute
to personal and relationship problems and may be asso-
ciated with psychiatric disorder. Patients are seen three
or more times a week, for at least a year. As well as the
basic procedures of psychotherapy, the following spe-
cial techniques are used (Table 18.6):

1. Free association. ie. encouraging patients to allow
their thoughts to wander freely and illogically from a
starting point of relevance to the problem. This tech-
nique and the next are used to encourage the recall
of previously repressed memories.

2. Recall of dreams and discussion of their meaning.

3. Transference interpretation. Intense transference
(see p. 257) develops readily in this form of treatment
because the therapist sees the patient frequently and
over a long period but reveals little of himself.
Transference s used as a tool of treatment on the
assumption that it reflects patients' relationships
with their parents in earlier life. (In psychodynamic
theory these early relationships are important in aeti-
ology.} The therapist comments on the significance
of the transference reactions (he makes transference
interpretations) and helps the patient to practice con-
trolling the strong emotions that are part of the
transference—and similar to emotions experienced
outside the therapy sessions.

3. Control of countertransference. The factors that
encourage transference in the patient also provoke
countertransference (see p. 257) on the part of the
therapist. It is for this reason that therapists are
required to understand their emotional reactions
better by undergoing dynamic psychotherapy them-
selves before using these intensive methods with
patients.

The problems of dependency, noted above under
brief dynamic therapy, are even greater with long-term
therapy and termination should be anticipated and dis-
cussed long before the planned end of treatment.



Additional therapeutic influences in group
therapy

+ Croup support

# Learning from others

+ Testmg opamions, etc. against those of ochers
¢ Pracusing social behawviour

Mo randomized controlled trials have demonstrated
that this long and intensive form of psychotherapy is
more effective than briel dynamic treatment or cogni-
tive behaviour therapies. For this reason, these meth-
ods are seldom used in everyday practice.

Treatment in groups

Small group therapy

A small group usually has about eight patients. When
several patients are treated together, certain psycholog-
ical processes develop which do not occur in individual
therapy (Table 18.7). These processes are useful both in
psychiatric treatment and in the general practice of
medicine where groups can be used to support patients
or their relatives. These additional factors are:

1. Group support, which can help the members
through difficult perieds in their treatment or in
their lives.

2. Learning from others. for example how others in
the group have overcome problems similar to the
patient’s own,

3. Testing beliefs, opinions, and attitudes against
those of other people. This experience is often more
effective in bringing about change than is advice
from a professional.

4. Practising adaptive social behaviour, especially by
those who are shy or socially awkward.

In group therapy. close relationships develop be-
tween patients as well as between each patient and the
therapist. The therapist should ensure that these rela-
tionships de not become too intense, and particularly
that members do not form relationships outside the
group meetings, Each member of a group discusses per-
sonal problems with other group members. and this re-
quirement can lead to ethical problems concerning
confidentiality (Box 18.5).

Types of small group therapy

Group therapy can be used for any of the purposes for
which individual therapy is used. that is for sepport,
problem solving, behavioural treatment, and dynamic psycho-

TREATMENT IN GROUPS

B@X 85 ETHICAL ISSUES ©F

CONFIDENTIALITY IN'GROUP THERAPY:

In individial psychotherapy, patients have a confi-
dential relationship with the therapist. Members of
a group reveal their problems not only to the thera-
pist but also to each other. Two consequences follow
this:

1. Patients need to agree: (i) that they will speak
about personal matters in the group: and (i) that
they will trear as confidential the revelations of
other group members.

2. Therapists need to ensure that anything that
they have learned in a one-to-one interview (e.g.
a5 part of an assessment for group therapy) is not
revealed to the group. If such information is

{ important for the group process, the therapist

I must wait until the patient reveals it

—_

therapy. The length of treatment, its intensity, and the
techniques vary according to the purpose, as they do
with individual therapy.

Special forms of small group therapy

There are several special kinds of group treatment, of
which only two will be mentioned. In psychodrama
problems are enacted (as in a play) rather than merely
talked about. In encounter groups a confrontational
style of questioning and interpretation is used in the
hope that it will hasten change. There is no research
evidence that confrontational methods produce addi-
tional benefit and some evidence that they may
increase the symptoms of some patients. For these rea-
sons confrontational methods should be used only
after special training and only with patients selected to
have enough psychological strength to tolerate the
methods.

Large group treatment

In some psychiatric wards, patients meet regularly in a
group containing 20 or more people. The usual purpose
is supportive, enabling patients to talk about the prob-
lems of living together in the ward. and thereby to pre-
vent an increase in these problems.

A therapeutic community uses group methods
not just for support but also to modify personality.
Patients reside in the community for many months,
living and working together. and attending small
and large groups in which they discuss problems in
relationships and try to help each other to recognize
and resolve their problems. This kind of treatment
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has been used mainly for patients with personality
disorders characterized by antisocial or aggressive
behaviour. The value of the methods is uncertain
and the approach is available in only a few special
centres.

Self-help groups

These groups are organized by people who have a prob-
lem in common. for example obesity, alcoholism, post-
natal depression. or the rearing of a child with a
congenital disorder. The group is often led by a person
who has coped successfully with the problem. The
members usually meet without a professional therapist
although the leader may have a professional adviser,
Alcoholics Anenymous (see p. 194) is an example of
such a group, Weight Watchers is another. When well
run by informed persons these groups are valuable
sources of support.

Psychotherapy for couples and
families

Couple therapy

Couple therapy (or marital therapy) is used to help
couples who have problems in their relationships. In
medical practice this therapy is used when relationship
problems are maintaining a psychiatric disorder (e.g. a
depressive disorder] in one or both partners. Treatment
focuses on the ways in which the couple interact rather
than on their individual problems. The aim is to pro-
mote concern by each partner for the welfare of the
other, tolerance of differences. and an agreed balance
of decision making and dominance. To avoid imposing
the therapist's own values, the couple first identify the
difficulties that they wish to put right. The therapist
does not to take sides with either partner but helps the
couple understand each other’s point of view. Problems
of communication are pointed out. Common problems
of this kind include failure to express wishes directly,
failure to listen to the other’s point of view, ‘mind read-
ing’ (A knows better than B what is in B's mind), and
following positive comments with criticism (the sting
in the tail).
Marital therapy can be carried out in several ways
using a number of approaches.

1. Problem-solving methods like those described on p. 257,

2. Behavioural approaches that focus on the ways that
each person reinforces, or fails to reinforce, the
behaviour of the other.

3. Transactional methods in which attention is given to
the private rules that govern the couple's behaviour
towards each other; and to the question of who
makes these rules {e.g. whose work takes priority and
who decides this).

4, Dynamic methods intended to uncover hitherto uncon-
scious aspects of the couple's interaction; for example,
the possibility that a husband repeatedly criticizes his
wife because she fails to show the self-reliance that he
lacks himself.

Depending on the nature of the marital problem, and
on the couple's capacity for psychological insight, each
approach can be of value. There is, however, insufficient
evidence from clinical trials on which to evaluate these
treatments.

Family therapy

Family therapy is usually employed when a child or ado-
lescent has an emotional or conduct disorder. In addition
to the young person, the parents are involved together
with any other family members (such as siblings or
grandparents) who are involved closely with the young
person. The aim of treatment is to reduce the problem
rather than to produce some ideal state of family life.

Problems-solving methods, transactional methods, and
dynamic appreaches can be used as in marital therapy.
Specific forms of family therapy have been devised to
deal with factors thought to lead to relapse in eating
disorders and schizophrenia.

Further reading

Bloch, 5. (ed.) (2003}, An Introduction lo the Psychotherapies,
4th edn. Oxford University Press, Oxford,

Although nearly 20 years old the book still contams one of the
best introductions to the subject.

Hawton, K., Salkovskis, P. M., Kirk. ]. & Clark, D. M. (1989).
Cognitive Behaviour Therapy for Psychiatric Problems: a
Practical Guide. Oxford University Press, Oxford.

Although somewhat dated, this book contains a particularly
clear and practical account of the basic procedures wsed in
this group of treatments.



CHAPTER 19

Mental health care for
the community

This chapter is concerned with the provision and organ-
ization of services for people with psychiatric disorder.
Psychiatric disorder in the It is not concerned with the treatment of individuals,
community 257 but with the provision of mental health services for a
population, It deals mainly with the services needed for
people between the ages of 18 and 65 (services for chil-
dren are discussed in Chapter 20, and services for the
elderly in Chapter 16). It does not deal with services for
people with learning disability (these services are
described in Chapter 21). Mental health services are
organized in different ways from country to country.
This chapter describes mainly the provision of services
in the UK, but the principles apply much more widely.
The chapter begins by describing the overall epidemi-
ology of mental disorder. This gives a measure of the
need for services. It then goes on to describe the princi-
ples of providing services and current models of service
provision. Ethical issues are discussed in Box 19.1.

Provision of mental health
services 269

Psychiatric disorder in the community

Prevalence

To understand the range of psychiatric services that are
required for a specific community it is necessary to
know:

1. The frequency of mental disorders in the population.

2. How patients with these disorders come inte contact
with the health services.

The local prevalence of mental disorders will vary
from place to place, but approximate estimates can be
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BOX 1900 ETHICAL ISSUES OF COMMUNITY CARE

Confidentiality

The doctor-patient relationship usually includes a high level of confidentiality in which the doctor only releas-
es information to a third party without the patient's consent if there is an overwhelming need to do so for the
purposes of the health or safety of the patient or a third party.

In community care. this level of confidentiality is difficult to guarantee for several reasons:

tiality and the sharing of information.

the community team.

Resource allocation

1. Effective multidisciplinary community care requires good communication berween team members.
However, the various professional groups may not have exactly the same practices in relation to confiden-

2. Meighbours and other members of the community may become aware of visits to patients by members of

3. Assertive outreach programmes may need to make enquiries concerned with the whereabouts of patients
who need to be seen, but are not present when visited. In emergencies. the right to confidentiality and pri-
vacy needs to be balanced with the risks of harm 1o the patient andfor others.

Many of these potential problems can be predicted and avoided if they are discussed with the patient and pro-
fessionals at a care planning meeting. For example, by agreeing with patients when they well, the actions that
the team might need to take to help them should they relapse.

In the planning of health services. it is usual for the demands for services to putstrip available resources.
Allocation of resources across services therefore requires an ethical framework to:

¢ decide on the relative needs of people with different disorders:
¢ assess the relative costs and benefits of different treatments:

+ make acceplable decisions in the absence of complete information.

obtained from national surveys. Table 19.1 shows pre-
valence estimates from a large population survey in
the UK. From this table it can be seen that mental dis-
orders are common. From this and other studies, it
appears that between 1 in 4 and 1 in 5 of the popula-
tion at risk experience such disorders in the course of
a year.

Higher rates of neurotic disorder are found in people
who are:

¢ divorced/separated:
=+ single parents.

+ unemployed;

« city or town dwellers.

Higher rates of psychotic illness are found in:

homeless people:

= Inner cities.

Psychiatric disorders in different health care
settings

The prevalence of psychiatric disorder also varies in dif-
ferent health care settings. This information can be
used as an estimate of need for mental health services as
well as describing where the majority of mental disor-
ders are treated.

Relationship between primary and secondary care

A commonly used model of the proportion of mental
illness that is seen at different levels of service is that of
Goldberg and Huxley, who described a pathway to psy-
chiatric care (Box 19.2).

Anxiety and moderately severe depressive disor-
ders are very common in primary care, It has
been estimated that about 5 per cent of general
practice attenders suffer from a significant depressive
disorder, Specialist psychiatric care focuses on the



Approximate prevalence of psychiatric
disorder in the community (1-week prevalence per 1000
population; age 16-65 years)

Women Men
Any non-psyehotic mental disorder 200 125
Mon-specific neuratic disorder 100 50
Ceneralzed anxiery disorder a0 40
Depressive epsode 30 20
Obsessive-compulsrve disorder 0 10
Panic disorder 10 10
Funcuional psychoss” 5 5
Aleohol dependence® 0 75
Drug dependence® 15 30

* Cine-year prevalence per 1000 population

From jending, B, Lews, G. Bebbingron, P, Bragha, T, Farell, M, Gill, B &
Medtzer, H (1997) The Mavional Psychiaonc Morbadity Surveys of Great
Brizain— il findngs from the Household Survey, Psychologeal Medicine
27, 775-80

(MWB  These figures differ from thase in Chaprer 6, ilustraning the effect of
dhiffering swrvey methods and defirnons of disorder.)

needs of patients with schizophrenia, bipolar disor-
der, and severe and treatment-resistant depressive
disorders.

Psychiatric disorders in general hospital settings

The prevalence of depressive, anxiety, and substance
abuse disorders is high in general hospitals, both in
patients with physical iliness and in patients with
somatoform disorders, This subject is dealt with fully in
Chapter 11.

Provision of mental health services

In this section, we describe the different kinds of serv-
ices available for people suffering from psychiatric dis-
orders. The basic principles of the provision of mental
health services are the same as for any other health
service. They should be:

+ accessible to those who require thent

+ appropriate to the needs of the whole community,
+ effective;

+ equitable (Fair);

+ acceptable to patients:

¢ efficient and economical.

PROVISION OF MENTAL HEALTH SERVICES

BOX 192 PATHWAY TOIPSYCHIATRIC
CARE AND THE'APPROXIMATE
PREVALENCGEIOEMENTAL DISORDERS IN

THE POPULATIONIANDIHEALTH CARE
SETTINGS ' L

Level 1. Mental disorder in the community
200 per 1000 population aged 16-65
Filter 1. The decision to consult a doctor

Level 2. Mental disorders in all primary care
patients

180-200 per 1000 population aged 16-65

Filter 2. The detection of mental disorder in primary
care

Level 3. Mental disorders diagnosed in primary care
patients

100 per 1000 population aged 16-65

Filter 3. Referral to secondary mental health services

Level 4. All mental disorders in secondary care
patients

20 per 1000 population aged 16-65

Filter 4. Admission to psychiatric hospitals

Level 5. Patients in psychiatric hospital
< 5 per 1000 popularion aged 16-65

(From Goldberg, I & Huxley, P. (1980), Mental Nliness in the
Community. Tavistock. London.)

What makes mentally ill people seek help?

Mot everyone with a psychiatric disorder seeks medical
advice. Some people with minor emotional reactions
to stress obtain help from their family, friends, the
Church, or non-medical counselling agencies [sce
Chapter 6). Many people with problems of substance
abuse do nor seek help of any kind. Nevertheless, in
Britain, about 9 in 10 of people with mental disorder
attend a general practitioner, although many do not
complain directly of psychological symptoms (see
below). Whether a person with clinically significant psychi-
atric disorder consults a general practitioner depends on
several factors (Table 18.2). Mental disorders are stigma-
tized and there is much misunderstanding about them
among the general population. For example. most peo-
ple believe that depression is wholly due to adverse life
events, the best treatment is counselling, and thar anti-
depressants are addictive. There have been recent
efforts to improve the general population’s knowledge
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Factors influencing a person’s decision to
seek medical advice

+ Saventy and duration of the disorder

* The person’s attitude 1o psychuatne disorder—some pecple fieal
ashamed of the disorder and embarrassed to ask for help

+ Artitudes and knowledge of family and friends—if these people
are unsympathenc the affected person may be less likely o
admit the problem or seek help for it

#+ The persons knowledge about possible help—if he does not
krow that heip can be proveded. or if he has fakse expectations
abaout the likely treatrment he may not seek help

# The person’s perception of the docter’s attitude to psychiatnic
disorder—if the docor 15 viewed as unsympathetic, the persan
i5 less hikely to ask for help

although the effectiveness of such campaigns is
unknown.

It is commonly believed that people with mental
health problems are more likely to make use of, and 10
benefit from. services that take fully into account the
views of those who use them. For this reason, patients

are encouraged o be involved in all stages of service
development.

Psychiatric disorder in primary care

Detection of psychiatric disorder

Most people with psychiatric disorder who seek help
from a general practitioner have symptoms of anxiety
or depression. Not all these patients tell the dector
about these psychiatric symptoms: many describe phys-
ical symptoms instead. These physical symptoms may
be of an associated minor physical illness, or may be
somatic symptoms of anxiety (e.g. palpitations) or of
depression (e.g. tiredness). Patients present physical
rather than psvchological symptoms for two reasons.
Some patients are aware of the emotional symptoms as
well as the physical ones but are uncertain whether the
doctor will respond sympathetically to a request for
help with psychological symptoms; they hope he will
discover them for himself. Other patients are unaware
that their physical symptoms may have a psychological
cause. Up 1o a third of people with a psychiatric disor-
der who consult a general practitioner present in the
above two ways. General practitioners vary in their
ability 1o detect these undeclared psychiatric disorders;
two factors will help:

1. The doctor should always consider the possibility of
mental disorder in consultations.

2. The doctor needs good interviewing skills. The key skills
are the ability to gain the patient’s confidence (and so

enable him to disclose any psychiatric symptoms) and
the ability to identify any psychological factors that are
contributing to physical symptoms.

General practitioners can improve their ability to detect
common psychiatric disorders, such as depression. by
using screening questions or questionnaires and by
improving their interviewing skills (see pp. 16-20).

Treatment of psychiatric disorder

The majority of identified psychiatric disorder is treat-
ed by general practitioners themselves. They deal with
nearly all adjustment disorders. the majority of the
anxiety and depressive disorders, and many problems
of alcohol abuse. They refer to psychiatrists about
5-10 per cent of the patients identified as having psy-
chiatric disorders. selecting particularly those with
severe depressive disorders, schizophrenia, dementia,
and other disorders when severe and persistent.

For depressive disorders, drug treatment is usually
indicated. There is evidence that depressive disorders
are undertreated in primary care—both in terms of
dose and duration of treatment. It has been shown that
if depressive disorders in primary care are optimally
treated, the outcome is much improved. Some depres-
sive disorders go untreated because they have not been
recognized; some that are recognized are treated inade-
quately, often because of an erroneous belief that anti-
depressants are ineffective when depressive mood is
understandably related to adverse life events. Some
patients do not wish to take antidepressants and, pro-
vided the depressive disorder is not severe, many can be
helped with problem-solving therapy (see p. 111). For
most adjustment and anxiety disorders. brief psycho-
logical treatments are more appropriate than drug ther-
apy (see p. 78). However, most general practitioners lack
the time to provide psychological trearments for all
who need it. Some primary care teams include a coun-
sellor or another professional who can provide brief
psychological treatment. Without one of these ways of
providing psychological treatment, it may be necessary
to prescribe anxiolytic drugs to suppress symptoms, or
to refer the patient for secondary care.

Patients who do not respond to treatment, have
severe illnesses, or need treatments not available in pri-
mary care necd to be referred to the specialist psychi-
atric services. The decision to refer to a psychiatrist is
determined by several factors (Table 19.3).

Links between the specialist mental health
services and primary care

Most patients with a psychiatric disorder are treated in
primary care and it is imporiant to develop good links



JELRREEN Factors influencing a general practitioner's
decision to refer to the specialist psychiatric services

+ Uncertainry about diagnosis

+ Severity of the condition—the most severely il patients may
need admission to hospital

+ Senous suicidal ideas
* Meed for creatrment that s unavailable in prrmary care
¢ Willingress of the pavent 1o see a psychiacnst

¢ Accessbility of psycheatne services, how far the panent has to
travel, and how promprly patients are seen by the psychiatrist

between general practitioners and the specialist mental
health services. In the past, this collaboration was in
two ways: (i) a consultation-liaison arrangement in
which the psychiatrist advised on the management of
patients whom the general practitioner continued to
treat; and (ii) by psychiatrists transferring outpatient
clinics from the hospital to primary care. The balance
of these arrangements depended on local factors,
including the needs of the general practitioners and
their patients. the accessibility of outpatient clinics to
patients, and the number of psychiatrists available
to provide services for the population. A substantial
difficulty with this approach was the small number of
consultant psychiatrists relative to the need for servic-
es. More recently, with the expansion of community
mental health teams, much of the liaison with primary
care is done by members of the team other than psy-
chiatrists. This arrangement allows the consultant psy-
chiatrists to focus on patients who need their particular
expertise. One difficulty of making specialist mental
health services more accessible to primary care is that
it can result in the referral of an increasing number of
milder cases, Therefore, the criteria for referral need to
be agreed between the general practitioner and the
psychiatric team and managed carefully.

For patients with chronic and enduring mental
health problems, the most appropriate form of man-
agement is often shared care in which both the pri-
mary care and specialist mental health teams have an
agreed and coordinated role.

Specialist mental health services

Patients reaching the psychiatric services are a selected
group of the population of people with psychiatric dis-
order. The number and type of patients referred
depends on the general practitioners’ confidence, abili-
ty, and willingness to treat psychiatric problems, and
on the resources at their disposal. The principles that
apply to the provision of psychiatric services are:

FROVISION OF MENTAL HEALTH SERVICES

= to treat patients outside hospital whenever feasible;
# to provide services close to patients” homes;

# to prevent, as far as possible, the occurrence and
recurrence of psychiatric disorder;

L

to involve families and voluntary organizations in
the planning and provision of care.

All psychiatric services must provide for patients
with serious disorders such as severe and chronic anxi-
ety disorders, severe mood disorder, schizophrenia,
dementia. and people who are suicidal or dangerous to
others by reason of mental disorder, Specialist adult
psychiatric services provide these services in several
ways including:

+ community mental health teams (CMHTS):
¢ outpatient clinics;

& day services:

+ inpatient facilities:

¢ rehabilitation resources.

Community mental health ceams

These have been developed in order to avoid unneces-
sary admission 1o hospital, to provide services as close
as possible to a patient’s home, and to provide continu-
ity of care for patients with chronic psychiatric dis-
orders. They are usually multidisciplinary, including
several other clinical disciplines as well as psychiatry
{Table 12.4). In a well-functioning CMHT, the members
work flexibly as well as performing task specific to
their profession.

There are two main models of community care, In
the first, case management. a key worker is identified.
The key worker is often a community mental health
nurse and is reponsible for making sure that the
patient’s needs and clinical status are regularly
assessed. This assessment often takes place at a multi-
disciplinary meeting. In this model, other members of
the team are involved as required to carry out specific
tasks. For example. if the patient’s clinical state deteri-
orates, a psychiatrist will reassess the problem, while if
the patient needs help with housing, the social worker
will be involved. In the second model, assertive com-
munity treatment, care is fecused on the most severe-
ly ill patients with the aim of improving adherence
with treatment and avoiding the need for hospital
admission. In this second meodel, unlike case manage-
ment, clinical responsibility for each patient is shared
by the team, and each member is involved with each
patient. In the UK, case management is the model used
most often.
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Menial health professionals in a community mental health team (CMHTs)

Profession Role

Psychiatrise

The clinical leader of the team and responsible for psychiatnic assessments. Initiates and

supervises drug treatments and provides brief psychological interventions. Supervises outpatients,

mpatents, and day patients
Commurmity mental health nurse

The core members of the team who usually work exclusively in the CMHT. Act as key workers for

patients with chranic mental disorders. momitor medication and side effecrs, and provide some

paychologecal treatments
Clemezal payenobogst
Occupational theraprs

Performs psychological assessments and provides a full range of psychological treatments
Performs functional assessments, provides social skills training, some psychological treatments,

and assigts the patient in finding accupation

Social worker

Parforms social and Mental Health Act assessments and assists the patient in meeting

accommaodation and Ainancial needs. May also provide some psychological treatments

Whichever model of community care is used, several
elements are required to ensure that a CMHT can work
effectively with patients suffering from severe mental
illness. such as schizophrenia.

Regular and systematic reassessment of the
patient’s clinical status and needs It may be neces-
sary to arrange a smulndisciplingry needs assessment in
which CMHT members with specific skills (Table 19.4)
assess various aspects of the patient’s functioning and
decide which interventions are likely to help.

Effective collaboration between all those involved
in care Team members should meet regularly and
between meetings should communicate effectively
with each other and with the patients, relatives, or car-
ers. and any others involved in the patient’s care such
as social services and the general pracritioncr. A writ-
ten care plan should be made for each patient and circu-
lated to everyvone who needs to know about the
arrangements. It is important to start care planning
meetings before a patient is discharged from hospital.

Adequate support for carers Family and friends are the
main carers of most patients living outside hospital. For
the most handicapped patients they encourage suitable
behaviours such as getting up and eating at appropriate
times; maintaining personal hygiene; and using time
constructively. They provide psychological support and
encourage adherence with treatment. They have 1o tol-
erate unusual behaviour or social withdrawal. Pro-
longed involvement in care can be stressful and carers
may need counselling as well as periods of respite.
Volumtary carers play a significant part in community
care, Trained volunteers may provide psychelogical and
practical suppornt for patients and families. Some chari-
table organizations provide professional carers and hos-

tel staff. Voluntary carers need training. supervision,
and adeguate access to mental health professionals.

Provision of suitable accommodation Many patients
live with their families. and some can care for them-
selves in rented accommodation. Others need more
help. which can be provided in two main ways:

1. Group homes. Some patients are able to live in group
homes. which are houses in which four or five
patients live together. These houses are often owned
by a charitable organization. Patients perform all the
essential tasks of running the house together, even
though separately they could do only some of them.
They receive support and supervision, usually from a
community nurse who ensures that the arrange-
ments are continuing to work well.

2. Staffed hostels. Patients with greater handicaps can live
in hostels where members of staff are present
throughout the day and often at night. ensuring
greater supervision and assistance than in a group
home,

Difficulties finding suitable accommodation can
often delay a patient’s discharge from hospital,

Provision of appropriate occupation Some patients
with chronic psychiatric disorder can undertake nor-
mal employment or, if beyond retirement age, can take
part in the same activities as healthy people of similar
age. Other patients require sheltered work, in which they
can work productively, but more slowly than would be
possible elsewhere. Often such work includes the mak-
ing of craft items or horticulture, Patients who are too
handicapped to undertake sheltered work, need occupa-
tiomal therapy to avoid boredom, understimulation, and
lack of social contacts.



Arrangements to ensure the patient’'s collaboration
with treatment This is one of the main challenges of
community care, Several methods have been tried,
ranging from providing the patient with good quality
information about their treatment to using compulsory
trearment orders (see p. 321). The most promising
approaches are currently the use of family interven-
tions (see p. 131) and ‘compliance therapy”, a hybrid of
cognitive therapy and motivational interviewing,

Outpatient clinics

Outpatient clinics are an efficient way of providing
psychiatric assessment and treatment. Most of the treat-
ment could be provided in general practice or the com-
munity by a visiting psychiatrist or other mental health
clinician, but central clinies have three advantages:

1. They employ the time of the professional staff effec-
tively because they do not spend time traveling.

2. They ensure that a senior person is available immedi-
ately to give advice to less experienced staff,

3. They provide facilities for physical examination and
investigations which may not be so readily available
in the community.

Their disadvantages are that patients may have to
travel long distances and that it may be more difficult
for family members to attend when this is necessary.

Day services
There are two main types of day service, with different
funcrions.

Day hospitals provide assessment and treatment for
patients who need intensive treatment but can sleep
safely at home or in a hostel. Day hospitals provide
supervised drug treatment, occupational therapy and
rehabilitation, and a range of psychological treatments.
Such hospitals are suitable for patients with moderate-
ly severe depressive disorder, chronic schizophrenia,
and severe and chronic neuroses. Day hospitals can
shorten the length of inpatient stay and avoid admis-
sion altogether for some patients.

Day centres provide long-term support for patients suf-
fering from chronic mental illness, but do not offer an
alternative to hospital admission. Occupational therapy
and rehabilitation may be provided, but medical and
nursing services are not. Voluntary organizations often
provide day centres or ‘drop-in centres’.

Inpatient facilities
Every specialist psychiatric service requires an inpatient
unit, capable of trearing patients with severe mental dis-

PROVISION OF MENTAL HEALTH SERVICES

orders, and able to admit patients promptly in an emer-
gency. Admission to hospital is needed when patients;

+ need a level of assessment that cannot be provided
elsewhere;

+ need a treatment that cannot be provided in any
other setting;

+ have insufficient social suppeort;
+ might put themselves or other people at risk:

+ when arrangements for care outside hospital break
down and a comprehensive care plan needs to be put
in place.

Psychiatric inpatient units serving a large area used
to be grouped together in a single psychiatric hospiral;
now they are often smaller, dispersed, and accomme-
dated in general hospitals serving smaller areas. Unirts
in specialist hospitals have the advantage that a wider
range of treatments can be made available (e.g. special-
ized occupational and rehabilitation facilities): units in
a general hospital have the advantages of reduced stig-
ma, early liaison with other specialties, and, usually,
closeness to the patient’s home.

In the past, patients often remained in inpatient
units long after the acute stage of illness had passed;
when recovery was incomplete some patients remained
for many years. Now patients with residual problems
are usually discharged from hospital and are given con-
tinuing treatment. The advantage of remaining in hos-
pital (‘asylum’) is easier provision of accommedation,
treatment, rehabilitation. and protection: the disadvan-
tage of a prolonged stay in hospital can be institutional-
ism that adds to the handicap produced by the disorder.
This institutionalism is the result of lack of social stim-
ulation, idleness, boredom, and a monotonous routine
with a lack of responsibility for personal decisions. If
community care can meet patients’ needs it is general-
ly better than prolonged inpatient care and is preferred
by patients and their carers. However, when patients
are discharged from hospital without adequate provi-
sion for their needs for accommodation and treatment,
community care can be worse for the patient than long-
term care in hospital.

A range of specialist residential provision is required
to provide adequate services for a population. Approx-
imate estimates of the number of places required in
each type of accommodation for a population are shown
in Table 19.5. The actual provision required will depend
on local factors such as the amount of social depriva-
tion and unemployment (high rates of social depriva-
tion increase the need for residential services).
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LLLUREEY Estimated need for specialist residential

provision per 250 000 population

Type of accommodation Estimare (range)
Acure and crisss care 100 (50-150)
Intensive care unit 10{5=15)
Secure unit 4(1-10)
Hostel wards 50(25-75)
24-hour staffed hostels 75 (40-110)
Day-stafied hoscels S0(25-75)
Group homes (visited) 45 (20-70)

From Wing, |. {1992}, Epsderninlogically basad nesds assessment. Inc Steven,

A & Raftery, |. Epedemiologically Based Meeds Assessment, NHS Executive.
London

Further reading

Goldberg, D. & Huxley, P. (1992). Common Mental Dis-
orders: a Bio-soclal Approach. Routledge, London.

Describes the reasons that lead people with psychiatric dis-
orders to present to doctors, and the factors which lead to
referral to the specialist psychiatric services.
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CHAPTER 20

Child and adolescent
psychiatry

Emotional and behavioural problems are common
among children of all ages. and doctors are often asked
for advice about them by parents. It is estimated that
about 1 in 5 children have a significant problem in any
one year. Many of these children come to the notice of
general practitioners but only about 1 in 10 needs the
help of a specialist. To help these children and their
families requires a basic knowledge of normal child
development and of the behaviour disorders of this
time of life, together with the skills needed to inter-
view the child, assess the problem, and use basic forms
of management. Problems vary with age:

1. Among pre-school children the most common
problems concern sleeping. eating, elimination, and
rebelliousness.

2. Among school-age children most problems are of
anxiety or disordered conduct.

3. Among adolescents mood disorders, eating disorders,
and conduct disorders are commeon.

Help is also sought for problems in the development of
specific skills. especially speech and reading,

Generally the problems are reported by parents but
at times parents conceal a problem from professionals,
usually a problem of child abuse or neglect. Problems
of these last two kinds are considered at the end of the
chapter.

The plan of this chapter is shown in Table 20.1. It starts
with a brief account of some relevanrt aspects of normal
development.
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Ceneral issues

Problems of pre-school
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See Table 206

Emaotional disorders (see
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Sheep disorders

Disorders of elimination
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Conduct disorder

Cther problem behaviours
Specific developmental disorders
Childhood autism

Orher disorders affecting speech
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See p. 294

See pp. 294-6

Physical abuse

Sexual abuse
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Neglect

Munchausen syndrome by prosy
Conflices of interest
Confdentialiy

Cansent

See Appendix pp. 300-1

General issues

Normal development

Detailed accounts of child development are provided in
textbooks of paediatrics. The following account sum-
marizes points that are particularly relevant to the
study of childhood emotional and behavioural dis-
orders. It is imporiant to remember that there are wide varia-

tions in the speed of development of healthy children,

First year

This is a period of rapid intellectual and motor develop-
ment. The child learns about the basic attributes of
common objects, spatial relationships, and simple links
between cause and effect. By about 7 months most chil-
dren can sit without support, and by about 14 months
most can take a few steps unaided. In the first year, the
child develops a regular pattern of feeding and sleep-
ing. The child forms a strong, secure emotional bond,
especially with the mother but also with the father, sib-
lings, and others closely involved. By about 8 months
the child shows signs of distress when separated from
the mother, and in the presence of strangers.

Second year

The child begins to walk. explores the environment,
and learns that this exploration will be limited at times
by the parents (e.g. to avoid danger). The parents
demand more of the child as they encourage bowel and
bladder training. For a time, the child resists these con-
straints and demands, and shows frustration, some-
umes with displays of temper. Although these tantrums
may at first be alarming to the parents, provided they
are dealt with consistently and lovingly they gradually
resolve, although displays of remper may continue
infrequently into the next year.

Language develops during the second year and by the
age of 20 months most children have learnt the words
‘dada’, ‘'mama’, and three others. As speech and lan-
guage comprehension increase, it becomes easier for
the parents to understand their child’s wishes and feel-
ings and to respond to them appropriately.

Age 2-5 years

In this period there is rapid development of language
and intellectual functions and children ask many ques-
tions. Attention span increases, motor skills are
refined, and continence is achieved. Children become
less self-centred and more sociable and they learn to
share in the life of the family. Gender roles become
established, the parents’ values are absorbed, and a
sense of conscience develops. During this period chil-
dren are capable of vivid fantasy, expressed in imagina-
tive games. Play helps children learn how to relate to
other children and adults, explore objects, and increase
their motor skills,

Later childhood

When children start school, they learn about social
relationships with other children and with adults other
than the parents. Skills and knowledge increase. Ideas
of right and wrong develop further at this age as the
influence of school is added to that of the family.



Children develop a feeling of selfworth, while learning
that they are less successful in some activities than
their peers are. A loving family and good teachers help
with these developments,

Adolescence

Considerable changes—physical, psychosexual, and
social—take place in adolescence and they are usually
accompanied by some emotional turmoil. Generally,
the latter does not last long and it may go unnoticed by
adults. Among older adolescents rebellious behaviour is
common, especially during the last years of compulso-
ry attendance at school. Other common problems are
in relationships, sexual difficulties, delinquent behav-
iour, excessive drinking of alcohol, and abuse of drugs
and solvents. These behaviours and the associated emo-
tional turmoil may be difficult to distinguish from psy-
chiatric disorder.

Assessment of a psychiatric problem in
childhood

Four special points should be kept in mind when
assessing the emotional or behavioural problems of a
child or adolescent.

1.1t is usually the parents, and not the child, who seek
help. For this reason, whether such a disorder
becomes known to the family doctor depends not
only on its nature and severity but also on the atti-
tudes and tolerance of the parents. Some healthy
children are brought to the doctor by overanxious
parents for advice about behaviour that is normal for
the child’s age: other parents do not seek help for
serious problems.

2. Psychiatric disturbance in a child may result from prob-
lems in other members of the family, usually the parents.
For example, the child may be distressed because the
parents quarrel frequently. For this reason assess-
ments in child psychiatry are, even more than in
adult psychiatry, concerned with the whole family
and not just with the patient.

3. Whether a behaviour is abnormal depends in part on
the child’s stage of development. For example, repeated
bed-wetting is clearly normal in a child aged 18
months but clearly abnormal in a child aged 7 years.
Between these ages its significance has to be assessed
carefully.

4. Environmental factors are important both in the neigh-
bourhood and the school.

Aims of assessment
The aims of assessment are to:

GENERAL ISSUES

+ obtain a clear account of the presenting problems
and make a diagnosis;

» relate these problems to the child's temperament,
development, and physical condition;

+ relate problems to the influences of the family,
school, and wider social environment;

» make a management plan.

Differences between the assessment of children and
adults

Although the psychiatric assessment of children resem-
bles that of adults, there are two important differences.

1. When the child is young, the parents supply most of the
verbal informarion. Despite this, the child should usual-
ly be seen without the parents at some stage. This
arrangement is especially important when child
abuse is suspected.

2. When interviewing a child it is often difficult to fol-
low a set routine and a flexible approach s required.
Mevertheless, whatever the order in which the dara
are collected, they should always be recorded in a
standard order to assist others who may use the case
record.

Interviewing the parents

The parents are usually seen together. The interviewer
should put them ease and make them feel that the
interview is intended to help nort criticize, and that it
does not undermine their confidence. They should feel
that they are part of the solution to the child's difficul-
ties rather than part of the problem. The interviewer
uses the general interview techniques described in
Chapter 2: for example, he should be alert to feelings
and artitudes as well as to facts. Before asking systemat-
ic questions, the interviewer should encourage parents
to talk spontaneously about the child's problem. The
main items for assessment are shown in Table 20.2
{a more complete list is provided for reference in
Appendix 20.1, pp. 300-1).

Home visits

In assessing more severe problems, it is often helpful
for a member of the child psychiatry team to visit the
home. This visit provides useful information, not only
about the material circumstances of the home and
the neighbourhood. but also abourt the relationships
between family members and the pattern of their life
together.

Interviewing and observing the child

Starting the interview Children are usually brought to
the interview by their parents; few have chosen 1o
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MIewimﬁng parents: the main items*

The presenting problem

+ Narure, sevenity, and frequency
= Siguanions in which it occurs

+ Faciors thar make it worse or berter

Other current preblems concerning
+ Mood and energy level

* ACtvity. Conceniration

+ Physical sympradms

+ Eating, sleeping, elimination

+ Relationships with parents and siblings
+ Relationships with other children

+ Antisocial behaviour

+ School performance

Family history

+ Family strucure

+ Current emotional state of parents and children
* Separations from and iiness of parents

# CQuality of relanions with parents and siblings
Personal history of the child

* Problems in pregnancy, delivery, and neonaral life
# Previous and current levels of development

¢ Past iliness and injury; hospital stays

* Antendance and atcainments at scheol

* See Appenduc 201 (p. 300) for detads.

come, It is important therefore to: (i) establish a friend.
ly atmosphere and win the child's confidence before
asking about the problems; and (i) explain how the
psychiatrist and other team members may be able to
help. With younger children an indirect and gradual
approach is needed; starting with general topics that
may engage the child's interest such as pets, games. or
birthdays, before asking about the problems. With
older children and adolescents it may be possible to fol-
low an approach similar to that for adults.

Continuing the interview Older children can usually
talk about their problems and their circumstances
directly but young children need to be helped. for
example by asking about their likes and dislikes, and
what they would ask for if given three wishes. The
interview techniques recommended for adults (see
Chapter 2), such as the use of open questions, apply

LECRFUEY Principal observations of a child's behaviour
and ermotional state

+ Rapport with the interviewer
+ Relationship with parents
+ Stage of development

* Appearance

+ Activity level

* Ability to concentrate

+ Mood

+ Habirs, mannerisms

+ Physical examination

equally to interviews with children. Children who have
difficulty in expressing their problems and feelings in
words, may be able to show them in other ways:

= during imaginative play;

+ when asked to make a drawing or painting and then
to talk about it;

+ when asked whom they would like to accompany
them to a desert island;

# when asked what they would ask for if given three
magic wishes,

Observing behaviour While trying to engage a child in
these ways, the interviewer should observe how the
child interacts with them, and with the parents when
they are present. Specific items of the child's behaviour
and mental state should be recorded. The main points
are listed in Table 20.3 and a more complete list is given
in the appendix to this chapter (see p. 300). A general
assessment should be made of the child’s development
relative to other children of the same age.

Physical examination Any relevant physical examina-
tion should be performed with particular attention to
the central nervous system.

Interviewing other informants

The most important additional informants, other than
members of the family, are the child's teachers. They
can describe classroom behaviour, educational achieve-
ments, and relationships with other children. They
may also have useful information about the family and
their circumstances.

Types of psychiatric disorder in childhood

The psychiatric problems of childhood can be divided
into four groups:



1. Behaviour problems of pre-school children,

2. Problems of behaviour and emotion among older
children.

3. Disorders of development.
4. Abuse of children by parents or other adults.

The individual disorders within these groups are
described in a later section. First, some general issues
are discussed concerning the aetiology and treatment
of childhood psychiatric disorders.

General causes of childhood psychiatric
disorder

Although there are causes specific o each disor-
der, many others are general. As in adult psychiatry
causes are multiple and fall into three interacting
groups: heredity, physical disease, and environment
(Table 20.4). Of these, environmental factors are partic-
ularly important.

Heredity

Hereditary factors in child psychiatry are polygenic and,
as in the disorders of adult life, they interact with envi-
ronmental factors. For many conditions genetic factors
exert their effects indirectly through the control of tem-
perament and intelligence, but in others the effect is
more specific—for example in autism (see pp. 291-3).

Physical disease
In childhood any serious physical disease can lead to
psychological problems, but brain disorders are par-

EEEEREEY Causes of childhood psychiatric disorder

= He.-eI[y e
+ Physical disease
+ Environment
+ Family facrors;
separation
illness of a parent
parental discord
personality deviance of parent
large family size
child abuse and neglect
*+ Social and culural factors:
influences at school
peer group behaviowrs
poor social amerities and overcrowding
_h::l‘-t of community invelvernent

GENERAL ISSUES

ticularly likely to have this effect. Serfous damage to
the brain (usually from birth injury) predisposes to
psychiatric disorder. It has been suggested that minor
damage to the brain may be a cause of some otherwise
unexplained psychiatric disorders such as conduct
disorder. However, evidence for this latter idea is not
convincing.

Environmental factors

Factors within the family and in the wider environ-
ment are important in most of the psychiatric disorders
of childhood.

The family
To progress successfully from complete dependence on
the parents to independence, children need a stable
and secure family environment in which they are
loved, accepted. and provided with consistent disci-
pline. Lack of any of these elements can predispose to
psychiatric disorder.

Prolonged absence or loss of a parent can predispose to
both emotional and conduct disorders in the child.
How children react to separation depends on:

+ their age at the time of separation;
+ their previous relationship with the parents;

+ the reason for the separation—for example, separation
due to divorce of the parents may follow a long period
of quarrelling, which itself affects the child;

+ how the separation is managed by those remaining with
the child. When separation leads to institutional care,
this experience may itself predispose to psychiatric
disorder.

Other family factors assoclated with psychiatric disor-
der in the child include: discordant family relationships,
illness of a parent, personality deviance of a parent,
large family size, child abuse, neglect, and rejection.

Social factors outside the family

Wider social influences become increasingly significant
as the child grows older, spends more time outside the
family, and is influenced by the attitudes and behaviour
of other children, teachers. and older people in the
neighbourhoed. Such influences are particularly impor-
tant in the aeticlogy of conduct disorder.

The importance of social factors is reflected in the
finding that rates of childhood psychiatric disorder are
higher in areas of social disadvantage, such as deprived
inner city areas with overcrowded living conditions,
lack of play space for younger children, inadequate
social amenities for teenagers, and lack of community
involvement.
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LLELOCUEY Basic treatment plan for childhood
psychiatric problems

* Engage and réascure the child
* Discuss problems with parents:
nagune
causes
probable outcome
* Reduce stressors on the chld:
at home
at school
elsgwhere
* Assess and if necessary change the response to the problem of
parenis or others
& Avoid medication excepr for specific indications (see texr)

® \With the parents’ agreement, involve the child’s teachers

Principal methods of treatment
General issues

Although treatment differs in important ways accord
ing to the type of disorder, there are many commen
features. For most childhood disorders, treatment need
not be complex. The basic plan. which can often be
carried out by the general practitioner, is shown in
Table 20.5. It is often enough to:

¢ discuss the problem with the parents and the child;
¢ discuss the concerns of the parents and the child;

* carvect any misconceprions by giving information about
the narture. causes. and likely outcome of the
disorder;

» reduce any stressors, if possible, acting on the child or
help him 10 cope beter with them. To achieve this, it
may be necessary 1o talk with other family members
or reachers:

¢ ponsider simple behavioural approaches—for example
reducing the parents’ inadverrent reinforcement of
problem behaviour (see p. 260);

¢ decide whether 1o involve the child’s teackers. Sometimes
the problems are related to conditions at school,
including bullying. and the teachers need to be
aware of this. Sometimes the causes are outside the
school but conduct and work in school are affected
and reachers need advice about how to respond to
the child. Occasionally. remedial teaching is needed,
or a change in the child's school timetable or, very
occasionally, a change of school.

The role of specialist services In most cases, the pri-
mary care team can treat the child. A child psychiatry
clinic has the additional resource of a team usually con-
sisting of a psychiatrist, social worker, psychologist,
and nurses. Usually one of these people is chosen as the
‘key worker' to whom the child relates, while the other
team members take on specific tasks. such as liaison
with parents or teachers, or cognitive behaviour treat-
ment. The family is involved closely in treatment, and
50 is any agency concerned with the child and his fami-
ly such as the social or educational psychology services.
Nearly all children referred for specialist psychiatric
treatment are treated as outpatients although in some
Places there are facilities for day patients.

Inpatient care is seldom necessary. It is chosen for one
of three reasons:

1. To treat a severe behaviour disorder that cannot be man-
aged in another way (e.g. some cases of anorexia
nervosaj,

2. For observation when the diagnosis is uncertain (e.g. to
decide whether an epileptic child’s behaviour prob-
lems are related to the epilepsy. or to emotional and
social factors),

3. To separate the child temporarily from home 1o assess
behaviour in a different environment (e.g. when
abuse is suspected as a cause).

In some special units, the mother is admirted to hospi-
tal with the child to allow observation and modification
of the ways in which she responds to the child, most
often in cases of child abuse. Sometimes other family
members are admitted as well as the mother.

Specific technigues of treatment

Problem-solving counselling (see p. 257) for the par-
ents and child may form part of the treatment of any of
the problems considered in this chapter.

Family therapy Families are always involved in some
way in the treatment of children. Family therapy refers
to a specific psychological treatment in which the
child's symproms are considered as an expression of
difficulties in the functioning of the family. Members of
the family meet to discuss their difficulties that appear
related to the child's disorder, while the therapist helps
them to find ways of overcoming the problems. (See
also p. 266.)

Behaviour therapy Behavioural principles (see p. 258)
are used in the management of many kinds of child-
heod psychiatric problem. The aim is often to reduce
the attention given to a child when a problem behav-



iour occurs, and increase the attention given to more
appropriate behaviour. As well as these general
approaches, specific techniques of behaviour therapy
are available for phobias (see p. 259) and enuresis (see
p. 286). Cognitive therapy (see p. 261) is sometimes used
with older children.

Dynamic psychotherapy is usuailly employed after
simpler measures have been tried. Since younger chil-
dren capnot communicate their problems and feelings
effectively in words, play. drama, drawing, and paint-
ing may be used as an alternative means of expression.

Drug treatment Medication is considered last because
it has only a limited place in the treatment of child-
hood psychiatric disorders, Although anxiolytic and hyp:
notic drugs are sometimes prescribed occasionally, most
anxiety and sleeping problems can be treated better in
other ways (see pp. 283 and 282). Antidepressant drugs
are indicated for the more severe depressive disorders
of childhood and adelescence, usually when psycholog-
ical and social measures have failed. They are used also
for the rare obsessive-compulsive disorders of older
children. and they have a limited place in the treat-
ment of enuresis (p. 286). Stimulant drugs have a bene-
ficial effect in attention deficit hyperactivity disorder
(see p. 288). Antipsychotie drugs are of use in schizophre-
nia starting in adolescence.

Other forms of help for the child

Special education Some children benefit from special
education designed o; (i) remedy associated problems
of difficulties in writing. reading, or arithmetic that
often accompany psychiatric disorders, especially con-
duct disorder and hyperkinetic disorder: and (i) receive
help from teachers skilled in working with children
with emotional or behavioral problems.

Substitute care This term refers to the placement of a
child in a foster home, a children's home, or a special
residential school. Such placements are sometimes nec-
essary when the family is very unstable. but should be
considered only after every practicable efTort has been
made to improve the home environment.

Problems of pre-school children

Common problems at this age are attention-seeking,
disobedience, temper tantrums, aggression, impaired
attention, and problems of sleeping and feeding
(Table 20.6). Other problems include excessive and
indiscriminate atachment. sometimes seen among
children raised in institutions, and inhibited attach-

PROBLEMS OF PRE-SCHOOL CHILDREN

LLERRI Disorders of pre-school children

+ Temper tantiums

# Breath-holding
* Sleep problems
IMSCAMNeg
nightmares and mght tedian
* Feeding prablems:
food fads and food refusal
pica

ment to the carer, sometimes seen in children who
have been abused (see p. 297). Most problems are short
lived and whether they are reported to doctors depends
on the attitudes of the parents as well as on the severity
of the problem.

Aetiology

Psychological problems at this age are related to the
child’s stage of development. to temperament, and to
influences in the family.

Development As noted earlier, there are wide indivic-
ual variations in rates of development, seen most obwi-
ously in relation to sphincter control and language
acquisition.

Temperament Differences in temperament are evident
from soon after birth when some babies are more active
and respensive than others. Such early characteristics
may affect the parents’ response to the child (e.g. how
often they pick up the child) and these parental re-
sponses may affect the child's subsequent development,

Family problems Many behaviour problems at this age
are associated with factors within the family such as
inadequate parenting skills. maternal depression, mari-
tal disharmony, and rivalry between siblings.

Assessment

In assessing the problems of pre-school children. the
interviewer has to rely mainly on information from the
parents. The assessment should decide whether:

# the child’s behaviour is abnormal, or the problem is
the parents’ inappropriate concerns about behaviour
within the normal range;

¢ Lhe behavioural problem is part of a wider delay in
development suggesting learning  disability (sec
Chapter 21) or a pervasive developmental disorder
(see p. 291);
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helped to return gradually to the feared situations
following the procedures used for similar phobic dis-
orders in adults (see p. 80).

Separation anxiety disorder

Children with separation anxiety cling to their parents
and are extremely distressed when parted from them.
They may worry that an accident or illness will befall
their parents. The condition may be initiated by a
frightening experience such as admission to hospital,
or by insecurity in the family; for example, when the
parents are contemplating divorce. Separation anxiety
is often maintained by overprotective attitudes of the
parents and treatment is directed to changing these
attitudes and reassuring the child (see also school
refusal, p. 290),

Social anxiety disorder

Younger children with this disorder are abnormally
anxious in the presence of strangers, and avoid them,
The fears of older children resemble those of adults
with social phobia (see p. 50).

Somatic symptoms of emotional disorder

Children often communicate distress by complaining
repeatedly of physical symptoms for which no physical
cause can be found. The term functional symptoms is
sometimes used, and the process is called somatiza-
tion. The symptoms are usually associated with stress-
ful circumstances or with parental anxiety. Common
complaints are of abdominal pain, headache, limb
pains. and sickness. Of these, abdominal pain is partic-
ularly frequent.

Treatment The steps in treatment are summarized in
Table 20.11. The doctor explains to the child and par-
ents that the physical symproms are undoubtedly real,
and are treatable. The relationship to stress and anxiery
is explained: the analogy with headache is ofien help-
ful. The child is helped to talk about the symptoms, the
sitvations in which they are worse or better, and any
other problems. Any stressful circumstances should be
reduced or avoided as far as possible. When the symp-

LIRS Treatment of somatic symptoms of
emotional disorder

+ Explain that sympioms are réal but have psychological causes
» Help the child to talk abour the symptoms and his wornies
* Peduce or avoid any stressors if possible

# Help parents to support the child

* Lise distracuien rather than analgesics (see text)

tom is pain, the parents are advised to convey sympa-
thy but not to focus attention on the pain. The child
and parents are helped to find ways of reducing the
experience of pain without taking analgesics, for exam-
ple by arranging distracting activities.

Depressive disorder

Most depression in childhood is a normal response to
distressing circumstances such as the serious illness of
a parent, the death of a close family member, or
parental disharmony. The child is sad and tearful, and
may eat poorly and sleep badly. As well as these normal
responses to adversity, a few older children may devel-
op depressivie disorders. These disorders are related to
the depressive disorders of adult life in that there is an
increased rate of depressive disorder among first-
degree adult relatives of affected children, and there
are continuities between depressive disorder in child-
hood and adult life.

Clinical picture Depressive disorder in children is gen-
erally similar to that in adults with low mood, loss of inter-
est and pleasure in usual activities, self-blame, hopelessness,
and disturbance of appetite and sleep. Sometimes physical
symptoms take the place of obvious low mood, Extreme
guilt is less common among children than adults.
Bipolar disorder does not seem to ocaur before puberty.

Treatment is similar to that for anxiety disorders in
childhood (see Table 20.10). The parents are informed
about the nature of the problem and helped to support
the child. The problem is explained to the child in
terms appropriate to their age and the child is helped
to talk about the feelings of depression and his worries.
Any stressful circumstances are reduced or avoided if
possible. Medication should be reserved for older chil-
dren with definite evidence of a severe depressive dis-
order. The choice of medication requires special
knowledge and a child psychiatrist should be consuilted
before an antidepressant drug is prescribed.

Prognosis Although most children with depressive
disorder improve with treatment, they have a high risk
of recurrence. Poor outcome is related to the intensity
of the initial depression and to family and social
difficulties.

Suicide in childhood

Suicide in childhood is considered on p. 181,
Repetitive behaviours and obsessive-compulsive
disorder

Many children engage in repetitive behaviours such as
counting or repeatedly handling, touching, or avoiding



certain objects. These behaviours usually diminish with
time. Although similar to compulsive symptoms in
adults, these repetitive behaviours do not fulfil one of
the important criteria for obsessive-compulsive disor-
der (see pp. 85-6): the child does not resist the urge to
carry them out. Obsessional and compulsive disorder of
the adult type is uncommon in childhood, and when
these symptoms occur they are often secondary to an
anxiety or depressive disorder. True obsessive-compul-
sive disorder in childhood is likely to recur in adoles-
cence or adult life.

Treatment The child and parents can be reassured that
repetitive behaviours usually disappear without treat-
ment. When obsessional and compulsive symptoms ane
part of a primary anxiety or depressive disorder, the
primary disorder should be treated. True obsessive-
compulsive disorders are difficult to treat and specialist
help should be sought. Trearment invalves the reduc-
tion of any stressful circumstances, behaviour therapy
similar to that used for adults (see p. 260}, and, in some
cases, medication (see p. 88),

Sleep disorders

The commonly encountered disorders of sleeping are
nightmares, night terrors, and sleep-walldng (sleep
problems of younger children are considered on p. 282),

Nightmares

Nightmares occur during REM (rapid eye movement) sleep.
The child wakens to full consciousness and recall of an
unpleasant dream. Nightmares are common in child-
hood, especially around the ages of 5 or & years, Often,
they are provoked by [rightening experiences during
the day. Frequent nightmares may be accompanied by
daytime anxiety.

Treatment The parents should be informed about the
nature of the disorder and reassured thart it is likely to
improve with time. The child is given information
appropriate to his age and any stressful circumstances
are discussed and reduced if possible.

Night terrors

Might terrors are less commoen than nightmares. A fow
hours after going to sleep the child sits up and appears
terrified and confused and may scream. Might terrors
occur during stages 3 and 4 of non-REM sleep. After a few
minutes, the child settles slowly and returns to normal
calm sleep.

Treatment There is no specific treatment. The parents
should be informed about the nature of the problem. It
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is sometimes helpful to wake children shortly before
the usual time of their night terror. Might terrors sel-
dom persist into adult life.

Sleep-walking

In this condition children walk around while still
asleep. The eyes are usually open and the child avoids
familiar objects. Sleep-walking occurs during deep non-
REM sleep, usually in the early part of the night. The
child may appear agitated. does not respond to ques-
tions, and is often difficult to wake, although he can
usually be led back to bed. Some children do not walk,
but sit up and make repetitive movements. Episodes
usually last for a few minutes, although rarely they may
continue for as long as an hour. Sleep-walking is most
common between the ages of 5 and 12 years, occurring
at least once in 15 per cent of children in this age group.
Ocecasionally, the disorder persisis into adult life,

Treatment There is no specific treatment. Parents
should be told what is known about the condition, and
that it usually resolves. Meanwhile, as sleep-walkers
occasionally harm themselves, they should protect the
child from injury by fastening doors and windows
securely. barring stairs, and removing dangerous objects,

Disorders of elimination

Functional enuresis

Functional enuresis is the repeated involuntary voiding
of urine, occurring after an age at which continence is
usual and in the absence of any identified physical dis-
order, The condition may be nocturnal (bed-wetting) or
diurnal {occurring during waking hours), or both.
Mocturnal enuresis is referred to as primary if there
has been no preceding period of urinary continence for
at least 1 year. It is called secondary if there has been a
preceding period of urinary continence for this period.
Mocturnal enuresis can cause great unhappiness and
distress, particularly if the parents blame or punish the
child, and if the condition restricts staying with friends
or going on holiday.

Most children achieve regular daytime and night-
time continence by 3 or 4 years of age, and 5 years is gen-
erally taken as the youngest age for the diagnoesis. Nocturnal
enuresis occurs in about 10 per cent of children at
5 years of age, 4 per cent at 8 years, and 1 per cent at
14 years. The condition is more frequent in boys.
Daytime enuresis has a lower prevalence and is more
frequent in girls.

Aetiology Primary nocturnal enuresis seems usually to
result from delay in the maturation of nervous con-
trol of the bladder. Rarely, there is an anatomical or

285



286

20 CHILD AND ADOLESCENT PSYCHIATRY

functional abnormality of the bladder itself. Most
children are free from psychiatric disorder (although
psychiatric disorder is more frequent than among non-
enuretic children). Factors that may contribute to aeti-
ology in some cases include abnormal toilet training,
whether unduly lax or unduly rigid. and anxiety due to
stressful events. Secondary cases are often related to
stressful events in the home or at school,

Assessment There are six stages of assessment:

1. Exclude a primary physical cause, particularly urinary
infection, diabetes, or epilepsy.

2. Exclude a primary psychiatric cause: learning disability or
psychiatric disorder.

3. [dentify any stressful crcumstances in the family, ar
school, or elsewhere,

4, Identifi the child's concerns about the bed-wetting and
any other problems.

5. Identify the patents’ amtitudes and other family members
to the bed-wetting.

6. Find out how the parents have tried to help the child
already.

Treatment (Table 20.12) If the condition is secondary,
the causative physical or psychiatric disorder should
be treated. Children with a serious psychiatric disorder
should be referred to a child psychiatrist, Most primary
cases can be treated successfully in general pracrice.

+ The parents and the child are reassured that the con-
dition is common and that the child is not to blame.

+ The parents are told that punishment and disapproval
are inappropriate and ineffective.

LLUEFIREY Stages in the treatment of nocturnal
enuresis

& Treat any primary physical disorder

+ Trear any psych:atric disarder

* Advice to parents and child:
avod disapproval and punishment
reward success (star chars)

& Modify any stressars if possible

* Restrict fluids before bediime

& \Wake during the night

For persistent cases

#* Enuress alarm (see text)

+ Medicauon for temporary relief (see text)

+ Parents are encouraged to réward success (eg. with star
charts), and not to focus artention on foflure,

& If stressors have been found, they should be reduced if
possible,

Many younger enuretic children improve sponta-
neocusly soon after advice of this kind. but those over &
years of age are likely to need more than advice. The
next steps are:

 restrict fluid intake before bedrime:
+ wake the child to pass urine once during the night;

& use an enuresis alarm if the child is aged over 6 years
(see below);

* medication (see below).

Enuresis alarms A sensor to detect urine is artached to
the child's pyjama trousers and a miniature alarm is
carried in the pocket or on the wrist. The child wrns off
the alarm and rises 1o complete emptying the bladder
while the bed is remade if necessary. (In the past,
before the necessary sensors were available, the pas-
sage of urine was detected by two metal plates separat-
ed by a cotton pad. When the pad became wet, the
current flowed and an alarm bell rang, The term pad
and bell method is still in use to describe this approach to
treatment.) About 70 per cent of children improve
within a month of this treatment, but a third relapse
within a year. Children under 6 years of age seldom
improve with this method,

Medication Treatment with the tricycic antidepressant
imipramine can reduce bed-wetting. The drug is given
at a low dose, related to the child’s age, in accordance
with the manufacturer's instructions. Most bed-wetters
improve partially on the drug, and about a third stop
completely although most relapse when the drug is
stopped. Because of this high relapse rate, the side
effects of tricyclics, and the potential danger of acci-
dental overdose, the use of antidepressant drugs is lim-
ited mainly to enabling the child o be dry over a short
but important period. such as a school journey.

The synthetic antidiuretic hormone desmopressin leads
to short-term improvement in about half the cases in
which it is used though most children relapse when it
is stopped,

Functional encopresis

Functional encopresis is an uncommon disorder in
which the child passes faeces in inappropriate places.
after the age at which bowel contrel is usual. The age
at which control is reached varies, but at the age of



3-4 years 94 per cent of children have control with only
pccasional accidents, The disorder may be present con-
tinuously from the time when bowel control is normal-
ly acquired (primary encopresis), or it may start after a
period of continence (secondary encopresis). The con-
dition 15 more common in boys than girls.

Aetiology Encopresis is sometimes a consequence of
chronic constiparion due to conditions causing pain on
defecation (e.g. anal fissure) or Hirschsprung's disease
[secondary encopresis). Cases without a physical cause (pri-
mary encoprésis) are sometimes associated with learning
disability. In some cases the parents have adopted
either an excessively strict, and in other cases an incon-
sistent, approach to bowel training. However, it is
unlikely that either can be the sole cause of the condi-
tion because many other children reared in these ways
do not develop encopresis. Sometimes soiling begins
after an upsetting event, or during a period of rebellion
against the parents. but again this cannot be the sole
cause. Emotional disorders are common among chil-
dren with encopresis. but they are as likely to be the
result as the cause of the condition.

Assessment Most cases require assessment by a spe-
cialist. The assessment is similar to that for enuresis
[see above):

# seek a primary physical or psychiatric cause;

+ identify any stressful conditions:

+ assess the attitudes of the parents and any siblings;
+ explore the child's concerns about the problem;

+ ask the parents how they have tried to help the child.

Treatment The plan of treatment resembles that for
enuresis (see above and Table 20.12):

¢ Treat any primary physical or psychiatric disorder.

# Reassure the parents that the problem occurs in
other children and will improve in time.

* Encourage normal bowel habits, starting by asking
the child to sit on the toilet for 5 minutes after each
meal.

+ Encourage the parents to reward the child for open-
ing his bowels in the appropriate place, and not to
dwell on failure.

# Modify any stressful circumstances if possible.

Occasionally, admission to hospital is needed o
establish a new routine. Untreated encopresis seldom
persists beyond the middle teenage years. When treat-
ed it usually improves within a year.
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Attention deficit hyperactivity disorder
(hyperkinetic disorder)

About a third of children are described by their parents
as overactive, and up to a fifth of schoolchildren are so
described by their teachers. These reported cases of
overactivity vary from little more than nermal high
spirits to a severe disruptive and persistent disorder—
which in the more severe cases is accompanied by inat-
tention. Because of this association, the term used in
DSM for the abnormal condition is attention deficit
hyperactivity disorder. Although rhis term is widely
used, readers will also encounter the alternative term
hyperkinetic disorder which is used in ICD (the inter-
naticnal classification, see p. 13). The prevalence of
these disorders is certainly less than that of the hyper-
activity reported by parents and teachers, but the
reported rates vary with the criteria for diagnosis:
5-10 per cent using DSM criteria, and 1-2 per cent with
the more restrictive ICD criteria.

Clinical features (Table 20 13)

These children are restless, fidgety, and cannot sit still
for long. They have difficulty in attending to one thing
for long and in following instructions. Their school
work is disorganized and contains many careless
errors. They are boisterous, reckless, and accident
prone. Their behaviour exhausts their parents and their
teachers. alienates other children, and disrupts their
school work. All these problems lead to low self-esteem
and sometimes to discbedience, temper tantrums,
aggression, and other antisocial behaviour. Depressive
mood is common. These behaviours vary in severity
between places—for example worse at school than at
home—and from day to day.

Clinical features of attention deficit
hyperactivity disorder

& Extremne resslessness

* Sustaned overacuvity
# Poor attention

# Learning difficulty

# Impubuveness

+ Recklessness

+ Accident proneness
* Disobedience

+ Temper tantrums

# Agoresson
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Children with these symptoms often have another
disorder (‘co-morbidity’) including conduct disorder,
depressive disorder, and anxiety disorder.

Aetiology

Aetiology is multifactorial. Twin, adoption, and family
studies all suggest genetic predisposition. Linkage has been
reporied with some of the genes involved in the
dopamine system suggesting an abnormality of dopa-
minergic ransmission. The restlessness and difficulty in
concentration suggest an abnormality in the prefrontal
cortex and relared subcortical structures since these are
involved in guiding and sustaining behaviour, and delay-
ing responses. As these brain regions are rich in cate-
cholamines, this observation appears to link with the
genetic findings and with the observed therapeutic
effect of simulant drugs (see below). Genetic predisposi-
ton interacts with socal factors, for example overactivity
is more frequent among children brought up in institu-
tions and those living in poor social conditions. Many
other actiological factors have been suggested including pre-
maturity. perinatal complications, fetal exposure 1o alcoe-
hol and drugs taken by the mother, and exposure to
environmental lead, and certain food additives. The role
of these factors is as yet uncertain.

Prognosis

Owveractivity improves as the child grows older, espe-
cially when it is mild and not present in every situation.
Impulsiveness, inartention. and the associated learning
difficulties persist into adolescence in about one-half of
children with attention deficit hyperactivity disorder;
and about half of the adolescent cases persist into adult
life. Affected individuals are also at risk for substance
abuse, antisocial behaviour. and other psychiatric
disorders.

Management

Care is usually shared berween the general practitioner
and a specialist who evaluates the problems and plans
the management and provides some of the treatment.

Assessment Since the problem behaviours vary in dif-
ferent settings (sec abowve), information should be
obtained from teachers as well as from the parents and
the child. Evidence should be sought for a co-morbid
disorder that may be contributing to the overall prob-
lems and may be treatable. Assessment by an educa-
tional psychologist may be needed to establish the
extent of the learning difficulties.

Support for parents and family Parents and family
are helped to understand the nature of the condition
and supported in their efforts to contain and live with

the overactivity. In behavioural parent training, parents
are helped to reinforce positive behaviour, avoid puni-
tive responses to problem behaviours, and find alter-
native ways of dealing with defiant or disruptive
behaviour.

Support for teachers Teachers also need to understand
the condition and to be supported. Some schools are
able to make special arrangements for teaching that
take account of these children's short attention span,
and shield other children from the disruptive effects of
the restless behaviour.

Medication For unknown reasons, stimulant drugs such
as methylphenidate and amphetamine have the para-
doxical effect of reducing the overactivity in many cases.
The treatment is generally reserved for the more severe
cases because there may be the side effects of loss of
appetite, insomnia, headaches, and stomach pains.
Growth may be slowed although adult stature does not
seem 1o be affected. When possible, a specialist opinion
should be obtained before prescribing. It appears that
hyperactive children treated in this way do not become
addicted to the stimulant drug. About two-thirds of chil-
dren improve in the shorm term. and even partial
improvemnent may help the child to cope better at
school. However, school grades do not always improve
and the long-term benefits of the treatment are uncer-
tain. Symptoms return soon after the drug is withdrawn.

Other treatments Parents may ask advice about spe-
cial diets and dietary supplements. There is no convine-
ing evidence that treatments of this kind are effective,
though some parents report benefits and others wish 1o
try them.

Conduct disorder

This disorder is characterized by severe and persistent
antisocial behaviour clearly greater than ordinary mis-
chievousness and rebellion. Extreme cases are easy (o
define but the dividing line between normal and abnor-
mal conduct is sometimes difficult to draw, It is the
most common type of psychiatric disorder among older
children and adolescents, but the exact prevalence is
difficult to estimate because there is no clear and objec-
tive dividing line berween conduct disorder and normal
bad behaviour, and because children with conduct dis-
order often have co-morbid disorders. including atten-
tion deficit hyperactivity disorder and depression.

Clinical features

In the pre-school perfod the disorder usually manifests as
aggressive behaviour to other children, and rebellious-
ness with the parents, often accompanied by overactivity.
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UEEREAE] Management of conduct disorder

# Disobedience

* Lying

® Aggressive behaviour

# Problemns at school

# Truanting

+ Srealing

+ Vandalism and fire-setting

¢ Disapproved sexual behaviour
* Alcohol and Erulg abuse

The clinical features in later childhood are listed in
Table 20.14. It should be noted that: (i) repeated steal-
ing is less significant in young children than at older
ages because children below about 7 years do not usu-
ally have a full appreciation of what constitutes the
ownership of property; (ii) disapproved sexual behav-
iour in younger children includes frequent masturba-
tion and intrusive sexual curiosity: and (iii) alcohol and
drug abuse may begin in older children and adoles-
cents.

Aetiology

Environmental factors are important. Conduct disorder is
more frequent among children from unstable, inse-
cure, and rejecting families living in deprived areas. It
is more frequent also among children from broken
homes, and those who have been in residential care in
early childhood, Conduct disorder is related also to
adverse factors in the wider social environment. such
as overcrowding and high crime rates. Genetic factors
have not been shown to be important in the majority of
cases,

Prognosis

Mild conduct disorders generally improve but more
severe cases usually run a prolonged course in child-
hood and adolescence, and some persist into adult life,
There are no good indicators of outcome for the indi-
vidual child, except that the behaviour is more likely to
persist when it is severe and when the quality of per-
sonal relationships is poor.

Management

Any co-morbid disorder should be treated (Table 20.15).
Treatment of the conduct disorder is directed to the
family as well as the child, although some families are
difficult to help. Mild disorders often recover with time
and can be managed by the general practitioner with

& Treat any co-morbid condition

® Explain the problemn to the parents and child

& Help the child to describe his concerns and wornes
& If possible reduce or avoid any stressors

@ Discuss management with the parents, and consider parent
Craimng

+ Consider anger management for the child
# Consider remedial teaching

# (Rarely) residential placement when problems are severe and
the is family extremely disruptive

& [Oecassanally) medication (see text)

advice to the parents on setting consistent limits to the

child's behaviour. More severe disorders generally

require specialist management, which has the follow-

ing steps:

1. Explain and discuss the problem with the parents and
the child.

2. Reduce or avoid any stressfil circumstances, if this is possi-
ble.

3. Discuss how the parents manage the behaviour. Consider
behavioural parent training to reduce any unwitting
reinforcement of the child's undesirable behaviour,
and to help the parents to respond positively to nor-
mal behaviour,

4, Arrange remedial teaching if there are reading or other
educational difficulties,

5. Consider anger management a form of cognitive behav-
iour therapy, which is sometimes helpful for older
children and adolescents.

6. Consider residential placement. In a very few cases,
when the disorder is severe and intractable and the
home is distuptive, the child may be placed in a fos-
ter home, residential home, or special school. This is
done exceptionally and only after thorough discus-
sion berween all those involved with the child.

7. Medication may be used to treat associated attention
deficit hyperactivity disorder, and risperidone is
sometimes tried when the conduct disorder is severe.

Although these measures may reduce the immediate
difficulties, there is no convincing evidence that any
treatment affects the long-term course of conduer dis-
order. However, when adverse social and family factors
improve for any reason, the disorder may improve.
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Repeated absence from school

Repeated and prolonged absence from school has four
causes:

1. Repeated or prolonged physical illness.

2. Parents who keep the child at home to help with
domestic work or for other reasons.

3.Truancy. where the child rebels against going to
school.

4. School refusal, where a physically healthy child wish-
es to go to school—and the parents support this—but
is unable to do so because of emotional problems.

Of these four causes, truancy requires brief discus-
sien and schoel refusal a longer account.

Truancy

Truancy is a form of rebellion and requires a direct and
energetic approach agreed by the parents and teachers.
Strong pressure should be brought to bear on the child
to return to school, while an attempt should be made
to resolve any educational or other problems at school.
If these steps fail, legal proceedings may be initiated by
the educational authorities.

School refusal

The child shows mounting signs of unhappiness and
anxiety when it is time to go to school and is reluctant
to leave home. The child may complain of feeling ill,
and especially of unexplained physical symptoms such
as headache, abdominal pain, diarrhoea, or sickness.
These complaints occur on school days but not at other
times. Some children leave home to go to school but
become increasingly distressed as they approach it. The
final refusal 1o go to school can arise;

¢ gradually after a period of increasing difficulty of the
kind just described;

® after an enforced absence, usually due to minor physical
illness:

= gfter an upsetting event either ar school, such as bullying,
or failure in the family, such as discord between the
parents, or illness in a parent or grandparent.

Whatever the final sequence of events, these chil-
dren are extremely resistant to efforts to return them
to school, and their evident distress makes it hard for
the parents to insist that they go.

Associated disorder In younger children separation
anxiety is important. In older children there may be a
phobic or depressive disorder. In the remaining cases there
is no disorder and the refusal is an understandable but

Management of school refusal

Exclude a primary disorder Physical illness
Separation anxiely
Oicher anxiety disorders

Depressive disarders

Identify stressors at home Marital problems
Threats of separation
liiness of family member

Identify stressors ar school Criticism
Failure
Bullving

Modify stressors if possible Advice for parents

Discussion with teachers
Return to school Firm approach
Sympathetic support

Psychiacric opimon if the above fail

exaggerated response to problems at school or ar home of the
kind noted above.

Outcome Most younger children eventually return to
school. A few severely affected adolescents cannot be
returned 1o school before the age at which compulsory
school attendance ends.

Management (Table 20.16) General practitioners are
often asked for help with these problems. They can
usually assist all but the severe cases and early inter-
vention may prevent worsening of the condition. The
plan of management is shown in Table 20.16. The doc-
tor should explain sympathetically but firmly to the
parents and the child the nature of the condition and
the need to achieve an early return to school. The
arrangements should be agreed with both parents,
with the teachers, and if possible with the child. The
doctor’s role is to support the parents in carrying out
the plan. If the parents find it difficult to adopt a firm
approach, a nurse or social worker may accompany the
child to school on the first few occasions.

If these simple measures fail, referral to a child psy-
chiatrist is appropriate. The psychiatrist will look again
for a possible primary psychiarric disorder, explore the
causes for the child's distress in more detail, and
employ the greater resources of the psychiatric team to
help the child overcome the fear of going to school.
Occasionally, admission to hospital is arranged to sepa-
rate the child from particularly stressful circumstances
at home or provide intensive treatment for anxiety or



depression. Very occasionally the problems improve
after a change of school,

Juvenile delinquency: children who break the law
Delinquency is the failure of a young person to obey the
law. It is not a psychiatric disorder but its causes include
psychiatric disorder, usually conduct disorder, Also, par-
ents often ask for advice from doctors about their delin-
quent children. Delinguency is most common at the age
of 15-16 years. It is much more common in boys than
girls. When asked about their own conduct, most ado-
lescent boys admit having broken the law at some time,
often with minor acts of shoplifting. Up to a fifth of ado-
lescent boys are found to have carried out an offence,
usually a trivial one. OF these only a few continue to
offerwd in adult life. Parents can usually be reassured
that a single act, especially if carried out with a group of
others. is not of serious significance. (See pp. 295-6.)

Disorders of development

Disorders of development are divided into specific dis-
orders in which only a single function is involved and
pervasive disorders in which a wide range of aspects
of psychological development are affected. Autism is
the least rare of the pervasive development disorders
and the only one discussed here. Others are discussed
in The Shorter Oxford Textbook of Psychiatry.,

Disorders of the development of intellectual function are not
included in this diagnoestic group. They are classified as
learning disability, and are discussed in Chapter 21.
Specific disorders of development are more common
than pervasive disorders, but the latter are more seri-
ous. It is important to detect all these disorders at an
early stage and arrange specialist assessment.

Specific developmental disorders

These circumscribed developmental delays are of the
four kinds shown in Table 20.17. As explained above,
the disorders do not involve general intellectual devel-
opment; nor do they involve general social develop
ment (which ocours in autism).

IECIENE] Specific developmental disorders in
childhood

+ Reading drsorder

@ Anthmete disorder
* Motor disorder

* Language disorder

DISORDERS OF DEVELOPMENT

Specific reading disorder (dyslexia)

This condition is also known as developmental read-
ing disorder. The child’s reading age is significantly
(two standard deviations) below the level expected
from age and 1Q and this is not due solely to inadequate
education. Writing and spelling are also impaired but
other aspects of development are not, although the
child’s conduct may be disordered as a reaction to frus-
trating experiences at school or for other reasons.
Compared with children with general backwardness at
school, those with specific reading disorder are more
often boys and are more likely to have minor neurolog-
ical abnormalities: they are less likely to come from dis-
advantaged families.

Aetiology The frequent occurrence of reading disorder
in family members suggests a genetic actiology and sev-
eral loci for dyslexia have been reported. Genetic hete-
rogeneity can be expected because several complex
processes are involved in reading.

Prognosis When the disorder is mild. about a quarter
of the children read normally by adolescence. When
the disorder is severe, most children still have severe
problems in adolescence and later. Prognosis is worse
when there is a co-morbid conduct disorder.

Management Special education in reading is required.
the important first step being to reawaken the interest
of the child after what has often been a long experience
of failure. For this reason early detection is important.

Other specific developmental disorders

Three other conditions parallel specific reading disor-
der in their form. unknown aeticlogy, and manage-
ment through special training. Mild cases generally
improve gradually with time; severe cases may persist
into adule life.

Specific arithimetic disorder resembles specific
reading disorder except that the problem is with
arithmetic.

Specific motor disorder Children with this disorder
have delayed motor development and poor coordina-
tion without general intellectual impairment or a
specific neurological cause, They are late in developing
the skills of feeding, walking, and dressing. They are
clumsy, tending to break things, and are not good at
games. Some have difficulty in writing and drawing,

Specific developmental language disorder Children
with this disorder have delayed speech in the absence
of general learning disability or another cause such as

291



292

10 CHILD AND ADOLESCENT PSYCHIATRY

deafness, cerebral palsy, or autism. On starting school,
5 per cent of children have difficulty in making them-
selves understood by strangers and 1 per cent are
seriously retarded in speech. Serious delays in the pro-
duction or understanding of speech has obvious conse-
quences for education and social development and may
be associated with behavioural problems. Hence early
detection is important. Management is with speech
therapy and remedial teaching.

Childhood autism

Although rare, autism is important because it is a seri-
ous disorder. All doctors should be able to recognize the
possibility that it is present. although positive diagnosis
usually requires a specialist opinion.

Epidemiology

Autism occurs in about 0.75 per 1000 children, and is
four times more common in boys than in girls. An addi-
tional 1.2 per 1000 have fearures thar are similar but do
not meet the full diagnostic criteria for autism (atypical
autism) giving an overall rate for “autism spectrum dis-
orders’ of about 2 per 1000 children. Some recent stud-
ies hawve reported rates rwice as high for both autism
and spectrum disorders. At the time of writing it is not
certain whether these higher figures indicate an
increasing incidence or more complete ascertainment
of cases,

Clinical features

Autism is characterized by the early onset of difficulties
in social interaction and communication, together with
restricted and repetitive behaviours and interests. The
abnormal behaviour starts in early childhood after a
period of normal development. The clinical features
[Table 20.18) include the following, though many chil-
dren do not show all of them.

Inability to relate Autistic children do not respond
to affectionate behaviour by smiling or cuddling. and
may be no more responsive to their parents than to

Clinical features of childhood autism

+ Inability 1o relate and gaze avoidance
+ Speech and language disorder

+ Impaired non-verbal communicanon
* Resistance to change

+ Odd behavour and mannesisms

% Seuures

+ Emouonal labiliny, overactivity, pooOr ConNCcentrauon

strangers, They lack interest in other children and
avoid eye contact ('gaze avoidance’). In some, these
difficulties diminish as the child grows older; in others
they persist into adult life.

Disorders of speech and language Speech may devel-
op normally and then decline, or develop late. These
children have difficulty in two-way conversations, and
some ask a string of questions instead. Some use lan-
guage in unusual ways, referring to themselves as he or
she, echoing what they have heard earlier, or inventing
words. Occasionally, speech never develops,

Impaired non-verbal communication These children
do not point at objects, nod, or imitate or use play to
communicate in the way that normal children do.

Resistance to change Some autistic children are dis-
tressed by changes in their daily routine. They prefer
the same food, insist on wearing the same clothes, or
engage in the same repetitive games.

Repetive interests and behaviours are common.
These children have narrow and often eccentric inter-
ests, for example lists of dates or facts. They may make
stereotyped hand movements, often within the periph-
eral part of the field of vision, or rock repeatedly from
side to side.

Seizures About a quarter of autistic children develop
epileptic seizures, usually at about the time of adoles-
cence.

Other features Some are emotionally labile, suddenly
becoming angry or fearful without apparent reason.
They may be overactive and distractible. They may sleep
badly and they may wet or soil themselves.

Aetiology

The cause of autism is unknown and likely to be het-
Erogeneous.

Genetic factors Twin and family studies indicate that
genetic factors are of major importance. There appear
to be multiple interacting genes, though at the time of
writing no definitely confirmed linkages have been
reported. The phenotype associated with the genetic
predisposition appears o include cases that do not
meet all the diagnostic criteria for autism [autistic spec-
trum disorders).

Organic brain disorder The occurrence of seizures in
about 20 per cent of patients at the time of adolescence
{see above) sugzests an organic brain disorder, at least
in some cases. However, so far neuropathological, brain
imaging, and neurochemical findings are inconsistent.



Cognitive abnormalities involve, in particular, sym-
bolic thinking and language. An important deficit, pres-
ent in many but not all of these children, is the
inability to judge correctly what other people are think-
ing and to use this knowledge to predict their behav-
iour (lack ef a "theory of mind’).

Abmormal parenting has not been shown to be a cause. This
is an important peint for families to understand since
many blame themselves for the child’s problems.
Prognosis
About half of the children who meet the criteria for
autism acquire some useful speech, although serious
impairments usually remain, Those who improve may
continue to show emotional coldness and odd behav-
iour. As mentioned already, about 20 per cent develop
epilepsy in adolescence. Between 10 and 20 per cent
of children with autism are eventually able to attend
an ordinary school and then obtain work. A further
10-20 per cent cannot work but can live at home and
attend a training centre. The remainder are unable to
lead an independent life. The prognosis of autistic spec-
trum disorder is generally rather better though it o
may persist into adult life.

Differential diagnosis

Childhood autism has to be distinguished from several
other disorders.

1. Asperger's syndrome. This is characterized by
severe and sustained abnormalities of social and
other behaviour, similar to those of autism, but with-
out the impairements of language and cognition
found in autism. [ts cause is unknown. The abnor-
malities usually persist into adult life.

2. Deafness. This can be excluded by appropriate tests
of hearing.

3. 5pecific developmental language disorder (see
p. 291). in which the child usually responds normally
1o people.

4. Learning disability, in which there is general
intellectual retardation with relatively less language
impairment than in autism and a more normal

response 1o other people.

5. Other developmental disorders. There are other
rare and poorly understoed disorders of development
that may be identified by specialists,

Treatment
The advice of a specialist should be obtained. There is no
specific treatment and management has three aspects.

DISORDERS OF DEVELOPMENT

Management of abnormal behaviour Usually a buhay-
toural approach is used, Factors are identified that appear
to be reinforcing the problem behaviour; for example.
increased attention [rom the parents at times when
behaviour is abnormal than at other times. The rein-
forcing factors are reduced if possible and the child's
response is monitored. These procedures lead to short-
term improvement in some cases but may not produce
lasting benefit,

Special schooling Most autistic children require spe-
cial schooling (o help them achieve their remaining
potential for development. Lessons are bricf, the
teacher o pupil ratio is high, and classes are small.
Under these conditions, autistic children can progress
in their school work and in their social behaviour.
Residential schooling may be necded for the most
severely affected children.

Help for the family The primary care team has an
important role in working with the specialist servicos
to explain the nature of the disorder, support the par-
ents, and help them to establish as normal a life as pos-
sible for the affected child and for the rest of the family.
Many parents find it helpful to join a group of other
parents of autistic children where they can discuss
common problems. Respite care is also helpful.

Other disorders affecting speech

It is convenient at this point to consider two other dis-
orders in which speech is alfected without general
intellectual retardation or autism. These are stammer-
ing and elective mutism.

Stammering

Stammering is a disturbance of the rhythm and fluency
of speech, It is not a psychiatric disorder, nor is it usual-
Iy associated with psychiatric disorder although may
cause distress. Stammering may take the form of repe-
titions of syllables or words, or of pauses in the produc-
tion of speech. Stammering is four times more frequent
in boys than girls. It usually begins in the early stages of
language development, and in most cases does not last
long. About 1 per cent of children suller from stam-
mering after starung school,

Aetiology The acticlogy of stammering is not known.

Prognosis Most children improve with time but a
minority persist into adult life,

Treatment is by specch therapy: this may help in the
short term but its long-term value is uncertain.
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Selective mutism

In this rare condition, a child refuses to speak in some
circumstances but speaks normally in others. Usually.
speech is lacking outside the home and is normal at
home. Often, there is other negative behaviour such as
refusing to sit down or 1o play when asked to do so. The
condition usually begins between 3 and 5 years of age,
after normal speech has been acquired.

Aetiology The cause is unknown.

Prognosis Abour half improve after 5 years: the course
after that is uncertain.

Treatment There is no specific treatment of proven
effectiveness, Parents should be told what little is
known about the condition. Any stressful circum-
stances at home or at school should be modified if
possible, although this will not necessarily lead to
improvement in the mutism.

Gender identity disorder

Some boys consistently prefer girls’ games, enjoy dress-
ing in girls’ clothes, and prefer the company of girls.
Some of these boys also have an effeminate manner
and say they want to be girls—they have a disorder of
gender dentity. Some girls show corresponding mascu-
line behaviours and preferences.

Aetiology The cause of this disorder is unknown. Some
parents encourage feminine behaviour in boys |or
tomboyish behaviour in girls). but most children
brought up in these ways develop normally, Therefore,
there may be innate causes but none has been iden-
tified with certainty.

Prognosis Some children with gender identity prob-
lems grow up normally. Others become either homo-
sexual. bisexual, or, less often, transsexual.

Management When the behaviour is not extreme par-
ents should be reassured and helped to encourage
behaviour appropriate to the child's gender. When the
behaviour is extreme. the child should be assessed by a
child psychiatrist who may offer counselling 1o the par-
ents and child. and may use a behavioural approach to
reinforce more appropriate behaviour. It is not known
whether such treatment alters the longterm outcome,

Psychological disorders of physically
ill children

Most children adapt well to the experience of physical
illness. When there are psychological problems these

generally resemble those of physically i1l adults, dis-
cussed in Chapter 11. Most of the points made there
also apply also to children, so only a few special issues
will be considered in this section.

Children’s reactions to physical iliness

Acute physical illness is more likely to cause delirium in
children than in adults. A familiar example is delirium
caused by febrile illness. Chronic physical iliness and its
treatment can affect self-esteem and social develop-
ment. These problems are particularly common with
neurclogical disorders including epilepsy. diabetes,
leukaemia, and other life-threatening conditions.

Reactions of the parents

Although all parents are distressed when their child
develops a chronic physical illness, some react more
severely. Some parents deny the seriousness of the con-
dition, some refect the child, and some are overprotective.
With time, most parents regain a satisfactory, loving
relationship with their ill child, and cope successfully
with the difficulties. The family doctor can help par-
ents to achieve a satisfactory adjustment.

Reactions of siblings

The brothers and sisters of children with serious
physical illness or handicap generally manage well,
and some even acquire increased abilities to cope
with stress, However, some siblings feel neglected, or
resent having to spend time helping to care for the ill
or handicapped child. A few develop a psychiatric
disorder. usually an anxiety or depressive disorder.
When a child is seriously ill, the family doctor should
always consider the needs of the siblings and the
parents,

Admission to hospital

Many children cope well with admission to hospital
but some become anxious or depressed. or regress in
behaviour. Usually. these consequences are short
lived, but repeated admission to hospital, especially in
the early or middle years of childhood, may be fol-
lowed by lasting emaotional or behavioural distur-
bances. This result is more likely when there are poor
family relationships or social problems. It is now gen-
eral policy to encourage parents to visit their child in
hospital frequently. to stay in hospital if the child is
severely ill. and to take part in the child's care.
Primary care and hospital staff can prepare children
for admission to hospital by explaining what will
happen in terms appropriate to the child’s age, and
by guiding the parents in how to reinforce this
explanation.



Chronic fatigue syndrome

This disorder occurs occasionally in childhood., The
clinical picture and management resemble those for
the same condition in adults {see p. 94).

Disorders of adolescence

There are no psychiatric disorders specific to this peri-
od of life. Younger adolescents may develop the disor-
ders of childhood, older adolescents may develop some
of the disorders of adult life. For this reason, the subject
will be considered briefly. drawing attention to the
main conditions that are encountered at this age, but
not repeating information presented elsewhere in this
or other chapters. Juvenile delinguency is not a psychi-
atric disorder although it is associated with such a dis-
order. Since it occurs mainly in the adolescent period, it
is described in this section. after the review of psychi-
atric disorders.

Adjustment disorders

These are common in adolescence, often with depres-
sive symptoms.

Emotional disorders

Anxiety disorders

Social phobia often begins in early adolescence, and a
few cases of agoraphobia begin in late teenage years.
Some phobic disorders that started in childhood persist
into adolescence. Obsessional disorders may begin in
adolescence. School refusal and truancy are commeon
between 14 years of age and the end of compulsory
schooling.

Depressive disorders

Depressive disorders in adolescence are generally char-
acterized by loss of energy, difficult relationships at
home, withdrawal from other social contacts, and
underachievement at school. Profound depressive
mood and extreme guilt are less common; when pres-
ent, these features suggest that the depressive disorder
is the first phase of a manic-depressive disorder (see
below).

Manic-depressive disorder (bipolar disorder)

This is rare before puberty but increases in incidence
during adolescence. The clinical features of the depres-
sive phase are similar to those in adults (see p. 98)
except that delusions and hallucinations are less fre-
quent. Among adolescents mania presents most often
with increased energy. reduced sleep, irritability, and
disinhibited behaviour.

DISORDERS OF ADOLESCENCE

The treatment of manic-depressive disorder in ado-
lescence resembles that for adults (see p. 115) except
that: (i} drug doses are lower, according to age: (i) lithi-
um is used less often; and (iii) electroconvulsive thera-
py (ECT) is used only very occasionally and then
for very severe, drug-resistant depression in older
adolescents.

Deliberate self-harm
This important problem among adelescents is dis-
cussed on p. 181,

Eating disorders

Bulimia nervosa and anorexia nervosa often begin
in adolescence and are among the more common
disorders at this age. These disoerders are described in
Chapter 12.

Conduct disorders

About half of adolescent conduct disorders begin in
childhood. In adolescence the most common features
are truancy, offences against property (including the
taking ane driving of cars). abuse of alcohel and drugs,
and, among girls, promiscuity.

Schizophrenia

Schizophrenia sometimes begins in adolescence, more
commonly in boys than girls. The clinical picture is
like that of schizophrenia in young adults (see p. 123).
Treatment is also similar, though with appropriate
reductions in drug doses and even greater emphasis on
work with the family. The prognosis is poor.

Substance abuse

Many adolescents take drugs, especially cannabis, and
drink alcohol—Dbut only a minority abuse these sub-
stances. The factors leading from use to abuse are com-
plex and not fully understood. They include family and
wider social adversity, drug use by parents, depressive
disorder, and conduct disorder. The association with
conduct disorder is particularly important. Treatment
is similar to that for adults with similar problems, usu-
ally with an emphasis on family problems and any asso-
ciated conduct or depressive disorder.

Juvenile delinquency

Parents sometimes ask general practitioners for advice
about their delinquent adolescents. Delinquency is
the failure of a young person to cbey the law—it is
not a psychiatric disorder, although psychiatric dis-
order, usually conduct disorder. is one of its causes.
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Delinguency is most commeon at the age of 15-16
years. It is much more common in boys than girls, Up
to a fifth of adolescent boys are found to have carried
out an offence, albeit usually a trivial one. However,
when asked about their own conduct, 9 out of 10 ado-
lescent boys admit to behaviour that broke the law,
often with minor acts of shoplifting. Of these adoles.
cents, only a few continue to offend in adult life and
parents can usually be reassured thart a single act, espe-
cially if carried out as part of a group. is not likely to be
of serious significance.

Causes As well as the association with conduct disorder,
noted above, delinquency is related to low social class,
paverty, poor housing, and poor education, so that rates are
greater in areas of social deprivation. Delinquency is
more frequent in children from broken homes, families
with discord, and very large families. Repeated offending is
associated with several interrelated factors:

+ personal factors including school underachievement,
and hyperactivity,

+ family factors including criminality in the parents,
family discord, and lack of supervision:

« psychiatric disorder is present in about a third of
16=18-year-0lds who have been sentenced;

e other factors including substance abuse
unfavourable peer group pressure,

and

Management Delinquency is dealt with by the courts
who generally obtain a soclal report about the young
person's family and social and material environment,
an educational report, and, in certain cases, a psychintric
report (see p. 327). The arrangements vary in different
countries and readers should find out about the
arrangements in the country in which they are train-
ing. Usually, the emphasis is on secondary prevention
rather than punishment. with involvement of social,
educational, and sometimes psychological or psychi-
arric services in an attempt to:

+ treat any associated psychiatric disorder;
« improve the family environment;

+ help the offender to develop better skills for resisting
peer group pressure, solving problems, and manag-
ing anger:

+ improve educational and vocational accomplishments.

Although such measures are helpful for the majority.
4 minority offend repeatedly. Additional resources for
this minority include youth treatment centres and (res-
idential) young offenders’ institutions.

MLUEEIREY Forms of child abuse

# Physical abuse
+ Sexual abuse

* Emotional abuse
& Fetal abuse
+ Meglect

# Munchausen syndrome by proxy

Disorders of parent—child
relationships

Breakdown of the normal caring relationship berween
adults in the parental role and small children can result
in the conditions listed in Table 20.19. The term child
abuse refers to physical, emotional, and sexual abuse,
and is sometimes used to include the other conditions.
Fetal abuse is behaviour detrimental to the fetus, such
as physical assault on the pregnant mother or the tak-
ing, by the maother, of substances likely to harm the
fetus. It alone is not discussed further in this section.

Physical abuse (non-accidental injury)

These terms refers to deliberate infliction of injury on a
child, usually by one of the parents, a co-habitee of the
mother, of, occasionally, by a paid carer. Each year
about 1 per 1000 children receive injuries of such sever-
ity that there is evidence of bone fracture or bleeding
around the brain. Less severe injury is more frequent,
bur its frequency is uncertain because it does not
always come to professional attention.

Detecting abuse

Since parents seldom reveal the condition directly. clini-
cians have 1o be alert to indirect indications. Particular vigi-
lance is needed when the family has features associated
with a high risk for abuse (see below). The problem may

QLR Injuries caused by physical abuse

* Multaple brusing

& Abrasions

# Bires

* Burns

* Torm lips

# Fractures

+ Retinal haemarrhage

+ Subdural haemorrhage




become apparent when the parents bring a child to the
doctor with an injury said to have been caused acciden-
tally. Alternatively, relatives, neighbours, teachers. or
other people may become concerned and report the
problem to the police, social workers, or voluntary agen-
cies. Suspicion of physical abuse should be aroused by:

+ the nature of the injuries (Table 20.20);

# previous suspicious injury;

+ unconvincing explanations of the way in which the
injury was sustained;

+ delay in seeking help;

* incongruous reactions to the injury by the carers;

# fearful responses of the child to the carers (‘frozen
watchfulness’)

* other evidence of distress such as social withdrawal,
regression, low selfesteem, or aggressive behaviour.

Aetiology

There are three sets of aetiological factors relating to
the parents, the child. and the social circumstances
{Table 20.21). The common factor is a failure of the nor-

ALLIRZFAN Risk factors for physical abuse

In the parent
+ Very young age
+ Abnormal personalicy

+ Unsatisfactony or broken marnage
+ Social olation

+ Former wictim of abuse

¢ Cnrinal record

* Peychuatric disorder

In the child

* Premature

+ Separated in early life

+ Meeding special neonatal care
* Ecmgeniial malfarmanion

# Chronic iliness

* Dnfhcult :ernper:.imenr

In the environment

* Poar housing

* Family violence

* Little feeling of community

* Qther m.gsu‘ul.liviﬁg.mndi:ians

DISORDERS OF PARENT-CHILD RELATIONSHIPS

mal emotional bonding between the parent or other
carer and the infant. Knowledge of these risk factors
assists in the detection of child abuse,

Management

Assessment of the injuries When abuse is suspected a
specialist assessment should be arranged, giving a full
account of the reasons for suspicion (see above)
Usually, the child will be admitted to a paediatric ward
for assessment, which includes taking photographs of
the injuries and a radiological examination, which may
show evidence of previous fracture. Occasionally, the
examination will reveal a bone disorder such as osteo-
genesis imperfecta suggesting that the fractures were
caused accidentally. Computerized tomography is per-
formed if subdural haemorrhage is suspected. All
findings should be documented fully since evidence may
be needed at subsequent legal proceedings.

Subsequent action If it appears that non-accidental
injury is probable, an experienced senior doctor and
social worker should talk to the parents. Arrangements
should be made to examine other children without delay,
to ensure their safety. The procedure varies with local
administrative arrangements: in the UK social services
play an important role, The primary care team will be
involved with the specialist team in the immediate and
long-term plans for the child and the other members of
the family.

Returning the child Sometimes the abused child can
return home if support and close supervision are pro-
vided for the parents. When abuse has been severe or
prolonged. however, the child may need to move to fos-
ter care while help is given to the parents. Sometimes
permanent separation is necessary. These very difficulr
decisions are usually made by a paediatrician or child
psychiatrist and a social worker, both experienced in
such problems, after discussion with the family doctor.
Since children returning to their parents may suffer
further serious injury or even death. it is vitally impor-
tant that a very careful assessment be made before a
physically abused child is returned to the parents, and
that there is close supervision of the child after return.

Prognosis

Children who have been subjected to physical abuse
are at high risk of delayed development, learning
difficulties, and emotional and behavioural disorders
extending into adult life. As adults, former victims of
abuse may have difficulties in rearing their own
children and some abuse them.
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Sexual abuse

The term sexual abuse refers to the involvement of
children in sexual activities to which they cannot give
legally informed consent. or which violate generally
accepted cultural rules, and which they may not fully
comprehend. The term covers various forms of sexual
contact, some involving violence, as well as activities
such as posing for pornographic photographs or films.
The abuser is usually known to the child and is often a
member of the family.

Prevalence

The prevalence of sexual abuse is difficult to dever-
mine: more cases have been reported to doctors in
recent years but it is not certain whether this indicates
a true increase in the problems, or more complete
reporting.

Clinical features

The children are more often female and the offenders
usually male. Sexual abuse may be reported directly by
the child or by a relative or other person. Children are
more likely to report abuse when the offender is a
stranger than when he is a family member. Sometimes,
sexual abuse is discovered during the investigation of
other conditions; for example. symptoms in the uro-
genital or anal area. behavioural or emotional distur-
bance. inappropriate sexual behaviour. or pregnancy.
In adolescent girls. running away from home or unex-
plained suicidal artempts should raise the suspicion of
sexual abuse. When abuse occurs within the family,
relationship problems are common.

The immediate consequences of sexual abuse include
anxiety. depression. and anger: inappropriate sexual
behaviour: and unwanted pregnancy, Long-term effects
include low self:esteem. mood disorder, self-harm,
difficulties in relationships. and sexual maladjustment,

Assessment

It is important to be alert to the possibility of sexual
abuse, and to give seriocus artention to any complaint
made by a child of being abused in this way. It is also
important not to make the diagnosis without adequate
evidence from a thorough social investigation of the fam-
ily, and from physical and psychological examinations of
the child. If the general practitioner suspects sexual
abuse, he should obtain the advice of a child psychiacrist
and a social worker experienced in these problems,

It is essential that information from children is
obtained carefully. The child should be encouraged
sympathetically to describe what has happened. Draw-
ings or toys may help younger children to give a

description, but great care should be taken not to sug-
gest answers to the child. When the circumstances
make it appropriate a physical examination is carried
out by a paediatrician, including inspection of the geni-
talia and anal region. If intercourse may have taken
place in the past 72 hours, specimens should be collect-
ed from the genital and any other relevant regions.

Management

The initial management and the measures to protect
the child are similar to those for physical abuse. In fam-
ilies where sexual abuse has occurred, the members
may deny the seriousness of the abuse and the exis-
tence of other family problems. Sometimes a family
member has engaged in other deviant sexual behav-
iour. The discovery of abuse may lead to family conflict
that adds to the child's distress. Decisions about treat-
ment and removal from home are taken only after the
most careful consideration of all the implications. The
sexual development of the abused child is often abnor-
mal requiring help long after the event,

Late reports of sexual abuse

Some adults report sexual abuse that occurred when
they were children. Sometimes the adults have always
been aware of the abuse but have been previously
unable to confide in a doctor or other person. At other
times adults report the recall of sexual abuse that they
had not previously remembered. When this latter expe-
rience takes place during a course of counselling it
sometimes transpires that the ‘'memory’ is false and is a
response to repeated questioning or interpretations
from the therapist (‘false memory syndrome’). The
problem is discussed further on p. 67.

Emotional abuse

The term emotional abuse refers usually to severe and
persistent emotional neglect. verbal abuse, or rejection
sufficient to impair a child's physical or psychologi-
cal development. Emotional abuse often accompanies
other forms of child abuse but may eccur alone. Man-
agement resembles that for cases of physical abuse: the
parents require help for their own emotional problems,
the child needs counselling, and, in severe cases, a
period of separation from the parents.

MNeglect

Child neglect includes neglect of the child's physical
or emotional needs. upbringing, safety, or medical
care, all of which may lead to physical or psychological
harm. Child neglect is associated with adverse social



circumstances, and is a common reason for foster
care.

Meglect of a child’s emotional needs and nutrition
may lead to failure o thrive physically in the absence
of a detectable organic cause. In children under
3 years. this condition is called non-organic failure
to thrive; in older children it is called deprivation
dwarfism. At both ages. height and weight are reduced
and development is delayed. The children are irritable
and unhappy. Given adequate care and nutrition most
reCover.,

Munchausen syndrome by proxy

In this rare disorder, a parent (usually the mother)
takes her child repeatedly to a doctor with false
accounts of symptoms and sometimes with fabricated
signs of illness such as haematuria, She seeks repeated
investigations and treatment for the child. The parent
has a personality disorder and sometimes a facritious
disorder hersell, She may be experiencing stressful
circumstances but it is usually unclear why these
should result in this unusual behaviour. This disorder
is rare and some even question its existence. The
diagnosis should be made only after the most careful
investigation by a specialist. Treatment is with general
measures of counselling and help with social prob-
lems. The prognosis is poor for the child and the
mother.

Some ethical problems in child
psychiatry
Conflicts of interest

Usually the interests of the child are the same as those
of the parents. When they are not, those of the child
generally take precedence—most abviously in cases of
child abuse. Occasionally, the decision is less abvious,
for example when a depressed mother is neglecting her
child but is likely to become more depressed if substi-
tute care is arranged. If the problems are anticipated,
they can usually be resolved by discussion with the par-
ents and between the professionals caring for the
mother and child.

FURTHER READING

Confidentiality

The care of children often involves the sharing of infor-
mation with non-medical agencies that do not have
identical policies about the confidentiality of records.
Careful thought should be given to the information
that it is essential to share, and the need should be dis-
cussed with the parents and, if they are old enough,
with the children concerned.

Consent

Consent to treatment Children develop psychelogi-
cally at different speeds, but the law has to set a single
age for consent. For this and other reasons, the age
below which it is the parents whe consent to treat-
ment for their child. differs in different legislations.
Even below the age of consent. the child’s agreement
should be obtained whenever possible since without it
treatment will be more difficult. Parents also have the
right to refuse treatment for a child below the age of
consent though only when this does not conflict with
their duty to protect the child. If the parents’ refusal
seems not to be in the interests of the child. most
countries provide for a decision by a court of law. In
English law, when a 16- or 17-year-old refuses treat-
ment to which the parents have consented, the out-
come is decided by the court on the circumstances of
the individual case,

Consent for psychiatric research poses similar prob-
lems for other medical research with subjects below
the age of consent. Parents may find it difficult to bal-
ance the risks to their child against the benefits there
will usually be for other children treated in the future.
It is important therefore to discuss the issues thor-
oughly, and usually with a person additional to the
person requesting consent; and to allow the parents
plenty of time to reach their decision.

Further reading

Goodman, R. & Scott, S. (2005). Child Psychiatry. 2nd edn.
Blackwell, Oxford.

A clear account of child psychiatry that links research finding to
practical advice about management.
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Appendix 20.1 A comprehensive scheme for history taking and examination in
child psychiatry

The format and extent of an assessment will depend
on the nature of the presenting problem. The follow-
ing scheme is taken from the book by Graham (1990},

which

should be consulted for further information.

Graham suggests that clinicians with hittle time available
should concentrate on items in bold type.

1. Mature and severity of presenting problems(s). Fre-
quency. Situations in which it ocours. Provoking and
ameliorating factors. Stresses thought by parents
to be important.

2. Presence of other current problems or complaints.

(a)

(k)
c

id

—

le}

(=)
(h)

n

)
(k)

Physical. Headaches, stomach aches. Hearing,
vision. Seizures, faints, or other types of
armacks.

Eating, sleeping, or elimination problems.

Relationship with parents and siblings.
Affection, compliance.

Relationships with other children. Special
friends.

Level of activity, attention span, concentra-
tion.
Mood, energy level, sadness, misery, depres-

sion, suicidal feelings. General anxiety level,
specific fears.

Response to frustration, Temper tantrums,

Antisocial behaviour. Aggression. stealing.
truancy.

Educational attainments, attitude to school
attendance.

Sexual interest and behaviour.

Any other symptoms, tics, etc.

3. Current level of development.

{a)

Language: comprehension, complexity of
speech.

(b} Spatial ability.
(c) Motor coordination. clumsiness.

(h) Schooling history. Ease of

4. Family structure.

(a) Parents: ages, occupations. Current physical

and emotional state. History of physical or
psychiatric disorder. Whereabouts of grand-
parents.

(k) Siblings: ages. presence of problems.

(c) Home circumstances: sleeping arrangements.
5. Family function.

(a) Quality of parental relationship. Mutual

affection. Capacity to communicate about
and resolve problems. Sharing of attitudes
over child’s problem.

{b) Quality of parent-child relationship.

Positive interaction: mutual enjoyment.
Parental level of criticism, hostility, rejec-
tion.

(c} Sibling relationship.
(d) Owerall

pattern of family relationships.
Alliance, communication. Exclusion, scape-
goating. Intergenerational confusion.

6. Persomal history.

{a}) Pregnancy—complication. Medication. Infec-

tious fevers.

(b) Delivery and state at birth. Birthweight and

gestation. Need [or special care after birth.

ic) Early mother-child relationship. Postpartum

maternal depression. Early feeding patterns.

(d) Early temperamental characteristics. Easy or

difficult, irregular, restless baby and toddler.

[e) Milestones. Obtain exact details only if outside

range of normal.

if) Pastilinesses and injuries. Hospitalizations.

{g) Separations lasting a week or more. Nature of

substitute care.

attendance,
Educational progress.



APPENDIX: A COMPREHENSIVE SCHEME FOR HISTORY TAKING AND EXAMINATION

Appendix 20.1 Cont’d.

7. Observation of child's behaviour and emotional state.

{a)

{b)

Ic}

(d)

(e)

{F)
(g)

(h)

Appearance. Signs of dysmorphism. Mutri-
tional state. Evidence of neglect, bruising,
etc.

Activity level. Involuntary movements.
Capacity to concentrate.

Mood. Expression or signs of sadness, mis-
ery, anxiety, tension.

Rapport, capacity to relate to clinician. Eye
contact. Spontaneous tall, Inhibition and
disinhibition.

Relationship with parents. Affection
shown. Resentment. Ease of separation.
Habits and mannerisms.

Fresence of delusions. hallucinations, thought
disorder.

Level of awareness. Evidence of minor epilepsy.

8. Observation of family relationships.

{a)
(b)

Patterns of interaction—alliances, scapegoating.

Clarity of boundaries between generations:
enmeshment.

{c) Ease of communication berween family
members.

{d) Emotional atmosphere of family. Mutual
warmth. Tension, criticism.

9, Physical examination of child.

10. Screening neurclogical examination.

{a) Mote any facial asymmetry.

b} Eye movements. Ask child to follow a moving
finger and observe eye movement for jerki-
ness, incoordination.

(c) Finger=thumb apposition. Ask the child
to press the rip of each finger against the
thumb in rapid succession. Observe clumsi-
ness, weakness.

(d} Copying patterns. Drawing a man.

(e} Observe grip and dexterity in drawing.

{f) Observe visual competence when drawing.

(g) Jumping up and down on the spot.

(h) Hopping.
(i) Hearing. Capacity of child to repeat numbers
whispered 2 m behind him.

[From Graham P. |. (1999). Child Psychiatry: a Developmental Approach. 3rd edn. Oxford University Press, Oxfiord.)



\CRaptercontents

Terminology 03
Epidemiology 304
Clinical features 204

Emotional and behavioural
problems 303

Physical disorders among people
with learning disability 305

Effects of learning disability on the
family 305

Causes of learning disability 305
Causes of behaviour problems 309
Assessment of learning disability 309
Prevention and early detection 310

Services for people with learning
disability 311

Psychiatric disorder in people with
learning disability 313

Ethical problems in the care of
people with learning disability 314

Appendix: Notes on some causes of
learning disability 316

CHAPTER 21

Learning disability

(mental retardation)

The term learning disability and the alternative term
mental retardation, denote an irreversible impair-
ment of intelligence originating early in life (as op-
posed to dementia, which develops later) with associated
limitations of social functioning. Although not revers-
ible, much can be done to enable people with this con-
dition to live as normally as possible. To achieve this,
the main requirements are educational and social
rather than medical; special schooling, sheltered work
and housing, and support for the affected person and
for the family. Nevertheless. general practitioners are
involved in important aspects of the care of people
with learning disability: they may be the first to identi-
fy the problem. they help the family to come o terms
with the condition, and they provide general medical
services throughout the person’s life, And whatever
their specialty. all doctors will see people with learning
disability who are seeking help for a medical or surgical
condition. Therefore. all doctors need to be able to
interview people with learning disability and under-
stand their special needs, They need to know in general
terms the causes of learning disability and. in more
detail, the features of two of the most frequent genetic
conditions: Down's syndrome and fragile-X syn-
drome. They need also a broad understanding of the
range of services available for these patients and when
to refer to a psychiatrist.

Terminology

Several terms are used to describe people with intellec-
tual impairment originating early in life. In the UK, the
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term learning disability is generally used. In many other
countries the term is mental retardation and this is the
one used in the classification systems ICD-10 and DSM-TV.
In the past the condition has been known at various
times as mental deficiency, mental subnormality, and
mental handicap. We use the term learning disability.
The term learning disability implies more than intel-
lectual impairment. The word disability draws atten-
tion to what the DSM definition refers to as ‘concurrent
deficits and impairments in adaptive behaviour, taking
into account the person’s age’. It therefore separates
those who cannot lead a near normal life from people
of the same 1Q level who can. Despite this emphasis on
disability, the degree of intellectual impairment is seill
important and learning disability is divided into sub-
groups based on 1Q: mild (IQ 50-70). moderate (10}
35-49), severe (1Q 24-34). and profound (10 < 20).

Epidemiology

Between 2 and 3 per cent of the population have an 1Q
< 70, but only about 1 per cent have learning disability
{i.e. IQ < 70 together with impairment of functioning),
The rate of moderate or severe learning disability is 3-4
per 1000 of the population aged 15-19 years, or 6-8
people in a general practitioner's average list of 2000
patients. This prevalence has changed little since the
1930z even though the inddence of severe mental retar-
dation has fallen by one-third to one-half in the same
period, partly as a result of improved antenatal and
neonatal care. The reason that the prevalence has not
changed despite the lower incidence, is that people
with learning disability are living longer.

Clinical features

People with learning disability perform badly on all
kinds of intellectual task including learning, short-term
memory. the use of concepts, and problem solving.
Somerimes. one specific function is impaired more
than the rest; for example, the use of language, The
clinical features are described best by reference to the
subgroups of mild, moderate, severe, and profound dis-
ability (Fig. 21.1; Table 21.1).

tild learning disability (1Q 50=70)

About 80 per cent of people with learning disability fall
inte this group. Their appearance is usually normal and
any sensory or motor deficits are slight. Most develop
more or less normal language abilities and social behav-
iour during the pre-school years. so that in the least
severe cases the learning disability may not be iden-
tified until the child starts school. In adult life most can

D Midd
:l Severe

Fig- 21.1 Degrees of learming disability found in the general

1 moderate
B Frofound

population

PELIEZSRE Levels of learning disability

This group accounts for 80% of all those affected
+ Specific causes uncommaon

+ Many need practical help and special educanon
¥ Few need special psychiatric or social services

Moderate (1 35-49)

Thisgmupacm:mulﬁm 12% of all those affected

¢ Most can manage some independent activities

+ Require special education, sheltered occupation, and

This growp accaunts for 7% of all those affected

+ Specific causes usual
+ Social skills severely limited

+ Require chose supervsion and much practical help

Profound (1 below 20)

This group accounts for 15 of all those affected

+ Specific causes usial
+= Prysical problems uswal severely disabled
& Requere help weth basic sell-care

live independently. although some need help with
housing and employment, and support when they are
experiencing stress.

moderate learning disabilicy (IQ 35-49)

Individuals in this group account for about 12 per cent
of those with learning disability. Most have enough lan-



guage development to communicate, and most can
learn to care for themselves albeit with supervision. As
adults most continue to do this and are able to under-
take simple routine work.

Severe learning disability (1Q 20-34)

About 7 per cent of the people with learning disability
are in this group. In the pre-school years their develop-
ment is greatly slowed, and so is their learning when
they go to school. With special training, many can
eventually look after themselves under supervision and
they can communicate albeit in simple ways. As adults
most are able to undertake simple tasks and limited
social activities. Many have associated physical dis-
orders (see below).

A small number of these people have a single highly
developed cognitive ability of a kind normally associat-
ed with superior intelligence, such as the ability 1o
carry out feats of mental arithmetic or memory. Such
people are called idiots savants,

Profound learning disability (1Q below 20)
About 1 per cent of those with learning disability are in
this group. Few learn to care for themselves complete-
ly. A few achieve some simple speech and social behav-
iour. Physical disorders are very frequent.

Emotional and behavioural problems

As well as the direct effects of intellectual impairment,
children with learning disability may show any of the
common behavioural problems of childhood (see
Chapter 20). These problems tend to occur at a later age
than in a child of normal intelligence, and to last
longer, although they usually improve slowly with
time. A minority show severely disordered behaviour
such as self-injury or aggression that threatens the well-
being of the patient or the carers. Such behaviour is
referred to as challenging behaviour.

Problem behaviours may be reactions to stressful
events or to physical illness, secondary to psychiatric
disorder, associated non-specifically with the underly-
ing brain disorder, or specifically related to the genetic
cause of the learning disability. These associations are
considered further on p. 309.

Sexual problems

Some people with learning disability show a child-like
curiosity about other people’s bodies. which can be
misunderstood as sexual. Many need sympathetic help
in understanding sexual feelings at and after puberty.
Concern is sometimes expressed that people with
learning disability may give birth to children with
learning disability. However, many of the causes of

CAUSES OF LEARNING DISABILITY

learning disability are not inherited; and most of those
that are inherited are associated with infertility. A
more important concern is that people with severe
learning disability are unlikely to be able to function
well as parents. If termination of pregnancy or sterili-
zation are considered, difficult ethical and legal prob-
lems can arise relating to consent, and specialist advice
is usually necessary.

Physical disorders among people with
learning disability

Physical disorders are most frequent among those
with severe and profound learning disability, many of
whom have sensory or motor disabilities, or epilepsy.
Impaired hearing or vision may add an important addi-
tional obstacle to normal cognitive development. Motor
disabilities, which are frequent. include spasticity, atax-
ia. and athetosis. Only a third of such people are conti-
nent and ambulant; and a quarter are highly dependent
on other people.

Effects of learning disability on the
family

When a newborn child is found to have learning dis-
ability, the parents are distressed and some reject the
child at first, although this rejection seldom lasts long.
More often the diagnosis is not made until after the
first year of life. When this happens, the parents have
to abandon their earlier hopes and expectations, and
many experience a period of depression, guilt, shame,
or anger. A few parents reject the child while others
become overinvolved in the child’s care to the decri-
ment of their other children. Most parents eventually
achieve a satisfactory adjustment but however well
they adjust psychologically. they are faced with the
prospect of prolonged hard work, and social problems.
If the child also has a physical handicap. these prob-
lems are the greater. For these reasons, the parents of a
child with learning disability need long-term support.

Causes of learning disability

Mild learming disabality is usually due to a combination of
genetic and adverse environmental factors, such as
extreme prematurity and damage to the brain during
birth, Severe and profound learning disability is usually due
to specific pathological conditions, most of which can
be diagnosed in life and about two-thirds of which can
be diagnosed before birth. The causes of moderate leam-
ing disability are varied.
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General causes (Box 21.1)

Genetic causes Much mild learning disability repre-
sents the lower end of the normal distribution curve of
intelligence, which is mainly determined by polygenic
inheritance. Specific genetic abnormalities are respon-
sible for many of the metabolic and other disorders
that cause severe learning disability. (Some of these
causes are discussed further below.)

Antenatal damage is caused by intrauterine infection
{such as rubella or syphilis) or toxic substances (such as
lead poisoning or excessive alcohol use by the mother). In
some developing countries, hypothyroidism due to iodine
deficiency is important.

Perinatal damage This damage arises from birth
injury. kernicterus, and intraventricular haemorrhage,
and other less frequent conditions.

Postnatal damage is due w injury or resulting from
child abuse, infections (encephalitis and meningitis),
and lead intoxication.

Social factors include associations with lower social
class, poverty, poor housing, and an unstable family
environment.

Malnutrition is a common cause of learning disability
in developing countries. It is much less frequent in
Western countries.

Specific causes

Many specific causes of learning disability have been
identified, many of which are abnormalities of chrome-
somes or genes, some associated with specific bio-
chemical abnormalities. Because most of these causal
conditions are rare they are not described fully in this
chapter. For more information, the reader should con-
sult the New Oxford Textbook of Peychiatry, a similar work
of reference, or a textbook of paediatrics.

Genetic cauges fall into five main groups of which only
two of the more frequent, Down's syndrome and
fragile-X syndrome, will be described further here.
Brief explanatory notes on some of the others are pro-
vided in Appendix 21.1. The numbers in brackets refer
to these notes,

1. Dominant conditions. MNeurofibromatosis (9) and
wberose sclerosis (10) are examples of these rare
conditions.

2. Recessive conditions. This is the largest group of
specific genetic disorders. It includes most of the
inherited metabolic conditions, such as phenylke-
tonuria (3), homecystinuria (4), and galactosaemia (5).

3. Chromosome abnormalities. The most common
chromosome abnormality is Down's syndrome (de-
scribed below). Abnormalities in the number of sex
chromosomes, as in Klinefelter's syndrome (XXY) and
Turnet’s syndrome (X0), sometimes lead to learning
disability as well as to physical abnormalities.

4. X-linked conditions. Specific genes on the X chro-
mosome cause rare syndromes including the Lesch-
Nyhan syndrome (8). Rett’s syndrome is an X-linked
dominant disorder in which affected girls develop
normally in the first year and then regress. The cau-
sation of the more common fragile-X syndrome is
described below.

5. Genomic imprinting is gene expression dependent
on the parent of origin. Prader-Willi syndrome and
Angelman's syndrome are both due to an abnormali-
ty in the 15g11-13 region. Altered paternal expres-
sion of genes in this region causes the Prader-Willi
syndrome with hypotonia, hyperphagia. obesity, and
daytime sleepiness. Altered maternal expression of a
gene in this region leads to Angelman's syndrome
with characteristic abnormal movements and a socia-
ble disposition.

& Conditions known to be inherited but in a less well
understood way include microcephaly (17).

Down'’s syndrome

This condition used to be reported in about 1 in
600 births. As a result of prenatal screening and, if the
mother wishes, termination of pregnancy the rate is
now about 1 in every 1000 births.

Clinical features (Talble 21.2)

External abnormalities The clinical picture is made
up of features any one of which can occur in a normal
person. When four of these features occur together,
there is strong evidence for the syndrome.

1. The head: the occipur is flat.

2. The eyes: there are oblique palpebral fissures and epi-
canthic folds,

3.The mouth: the mouth and teeth are small, the
tongue is furrowed. and the palate is high-arched.

4.The hands: these are short and broad, with a
curved fifth finger, and a single transverse palmar
crease,

5. The joints: these are hyperextensible or hyperflexible
and the muscles are hypotonic,

Internal abnormalities, which are common, include
congenital heart discase, especially septal defects (in about
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BOXZTNCAUSESIOF LEARNING DISABILITY*

Genetic

+ Dominant genes (causing gross brain disease):
neurofibromatosis (9);
tuberose sclerosis (10).

¢ Recessive genes causing metabolic disorder involving:
amino acids (e.g. phenylketonuria (3), homocystinuria (4));
the urea cycle (e.g. citrullinuria, aminosuccinic acidurial;
lipids (Tay-Sachs (5}, Gaucher, and Niemann-Pick diseases);
carbohydrate (galactosaemia);
mucopolysaccaridoses (e.g. Hurler’s syndrome (7]).

+ Chromosome abnormalities:
Down's syndrome (see p. 308);
Klinefelter's syndrome;
Turner's syndrome;

o X-linked disorlers;
Lesch-Nyhan syndrome;
fragile-X syndrome (see p. 308);
cranial malformations;
hydrocephaly (16)
microcephaly (17).

+ Polygenic factors:
influencing the normal distribution of intelligence.

Antenatal damage

+ [nfections: rubella (12), cytomegalovirus (14), syphilis, toxoplasmosis (13).
¢ Intoxications: lead, certain drugs, alcohal.

o Physical damage: injury, radiation, hypoxia.

¢ Endocrine disorders: hypothyroidism (20), hypoparathyroidism.

Perinatal damage

¢ Birth asphyxia.
¢ Kernicterus.

¢ Intraventricular haemorrhage.
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Postnatal damage

|« Injury: accidental, child abuse,

|

!« Infection: encephalitis, meningitis.
« Lead intoxication.

. Malnutrition

| " Numbers in brackets refer 1o the numbered paragraphs in Appendix 21,1 (see p. 316) where beief additional information i provided For more
infarrmation about any of the conditions in this table, see a textbook of paediarrics.

BOX 21.1 CAUSES OF LEARNING DISABILITY* (Confinued)

J

RLEIESERY Abnormalities found in Down's syndrome

External abnormalities

+ Flat occput

+ Dblique palpebral fssures

# Eprcanthic folds

+ Small mouth, high-arched palate
¢ Furrowed tongue

# Shory, broad hands

+ Single transverse palmer crease
o Curved fifth finger

+ Hyporonia and extensive joints

Internal abnormalities

+ Congemtal heart drease
+ Intestinal abnormalines

= Impaired nearing

LR e

20 per cent), and intestinal abnormalities, especially due-
denal obstruction, Hearing may be impaired.

Learning disability In Down's syndrome the degree of
learning disability varies considerably from person to
person: usually the 1Q is between 20 and 50, but in
15 per cent i1t is greater than 50.

Temperament The temperament of children with
Down’s syndrome is usually affectionate and easy-
going. and many show an interest in music.

Behaviour problems are less frequent than in most
other forms of learning disability: nevertheless about a
quarter of children with Down's syndrome are chaotic
and difficult to engage.

Ageing In the past, many people with Down’s syn-
drome died in infancy but with improved medical care

about a quarter now live beyond the age of 50. Signs of
ageing appear prematurely and Alzheimer-like neuro-
pathological changes are found in the brain of most of
those dying at the age of 40 years or more. However, for
unknown reasons, survivers do not show signs of
dementia until later, with a mean age of onset of about
20 years.

Aetiology

In abeout 95 per cent of cases there is trisomy of chro-
mosome 21 (i.e. three chromosomes 21 instead of the
usual two). These cases, which result from fadlure of
dysjunction during meiosis, are more frequent in the
children of older mothers and the risk of recurrence in
a subsequent child is about 1 in 100,

The remaining 5 per cent of cases of Down's syn-
drome are artributable to translecation involving chro-
mosome 21. The tendency to translocation is often
inherited and the risk of recurrence, about 1 in 10, is
higher than that in non-disjunction cases.

When non-disjunction takes places during a cell divi-
sion after fertilization, normal and trisomic cells occur
together in the same person, a condition known as
mosaicism. In this 1 per cent of cases. the effects on
cognitive development are particularly variable.

Fragile-X syndrome

The condirtion is so-called because a break is seen in an
X chromosome of a proportion of cells when cultured
in a medium deficient in folate. The basis of this abnor-
mality is a region of CGG repeats in the gene FMR1. The
repeats accumulate with successive copying, and affect
the function of the gene when their number excedes
200. Men and women with 50-200 repeats are carriers.
though men are unlikely to pass on the condition as
FMR, which is found active mainly in the brain and
testis, probably medifies the activity of other genes.
Testing can identify heterozygous females who are clin-
ically normal, and identify males who are carriers.



The disorder occurs in about 1 in 1200 males and in
a milder form in 1 in 2000 females. The condition is
the second most frequent cause of mental retardation
{Down's syndrome is the first). accounting for about
7 per cent of moderate and about 4 per cent of mild
learning disability among males, and about 3 per cent
of moderate and mild mental rerardation among
females.

Affected children have characteristic features, none of
which is diagnostic. These are a high forehead. promi-
nent supraorbital ridges. and large ears. After puberty.
the testes are enlarged. These children also have
increased rates of abnormalities of speech and lan-
guage. social impairment, and disorders of attention.
Speech is often rapid and disorganized with frequent
repetition of words and phrases (a disorder known as
cluttering). However, the clinical picture varies greatly
from one affected person to another.

Since absence of these physical characteristics
does not exclude the diagnosis it is appropriate to test
for the disorder in all unexplained cases of mental
retardation.

Causes of behaviour problems

Behavioural problems among people with mental retar-
dation have several causes, summarized in Table 21.3.

Reactions to stressful events When people with learn-
ing disability react to stress, they often display their
distress through behaviour rather than words: for
example in agitation, fearfulness. irritability. and dra-
matic behaviours. Stressful events include family ten-
sions, or losses due to bereavement or changes of staff.

Frustration This may be caused by disability, difficulty
in communication, inability to acquire social skills, and
educational failure.

Causes of behaviour disorder in peaple with
learning disability

# Stressful events

* Frustranon

* Qwver- or understimulation

# Undiagnosed physical iliness
# Peychiarnc liness

# Brain damage

® Epilepsy

+ Behawioural phenotypes

ASSESSMENT OF LEARNING DISABILITY

Over- or understimulation An overstimulating envi-
ronment may cause problems such as agitation or
aggression. while an understimulating environment
may lead to withdrawal, self-stimulation, or self<injury.

Reactions to undiagnosed physical illness It is impor-
tant to consider this possibility whenever behaviour
becomes more disturbed.

Psychiatric disorder When people with learning dis-
ability develop psychiatric disorder, the first evidence is
aften a change of behaviour (see below, p. 313).

Brain damage Behaviour problems may be associated
non-specifically with the learning disability, presum-
ably through the underlying damage to the brain. Many
children with learning disability are distractible and
overactive. A few have more severe behaviour prob-
lems including repeated self-injury and autistic behav-
iours, including stercotyped repetitive and apparently
purposeless activities such as rocking to and fro, head
banging., and mannerisms. Self-injury and autistic
behaviours are more frequent among people with
severe learning disability: they eccur in about 40 per
cent of children and 20 per cent of adults.

Associated with epilepsy Epilepsy is strongly associ-
ated with behaviour disorder. especially hyperkinetic
behaviour. (Some behaviour disorder associated with
epilepsy is caused by the anticonvulsant drugs.)

Associated with specific genetic causes (behavioural
phenotypes) Some genetic causes of learning disability
also cause a specific pattern of behaviour problems. for
example, children with the rare Prader-Willi syndrome
have a voracious appetite. pick and scratch their skin,
and show outbursts of unprovoked rage; while children
with the rare Lesch-MNyhan syndrome injure them-
selves seriously by biting their lips and fingers. Such
genetically determined behaviours are particularly
difficult to modify. The term behavioral phenotype is
sometimes used to include also psychiatric disorders
that are strongly associated with a genetically deter-
mined condition, for example Alzheimer’s disease in
patients with Down's syndrome (see p. 308).

Assessment of learning disability

Severe learning disability is usually diagnosed in infan-
cy, as it is often associated with physical abnormalities
or with delayed motor development, It is more difficule
to diagnose less severe learning disability, which has
to be done on the basis of delays in psychological devel-
opment. A full assessment includes history taking,
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interviewing, physical examination, behavioural assess-
ment. developmental testing. and examination of the
mental state.

This section is concerned mainly with assessment in
childhood since this is when assessment usually takes
place. A similar scheme is used when adolescents or
adults are assessed and the following account includes
some advice on interviewing such people.

Suggestibility among people with learning disability
When interviewing people with learning disability, the
interviewer should remember that some are unusually
suggestible. There are several reasons for this increased
suggestibility:

+ a strong wish 1o please others, especially pecple in
authority;

+ reliance on cues from the interviewer when deciding
what answer to give, rather than reliance on factual
information;

+ a tendency to reply ‘ves” rather than ‘no’ o yes/no
questions, regardless of the appropriateness of this
response.

Interviewing people with learning disability

The procedure 15 generally similar to those described in
Chapter 2 for interviewing people of normal intelli-
gence, but some special points should be noted:

1. Ask simple questions avoiding subordinate clauses, pas-
sive verb constructions, figures of speech, and other
complexities of grammar.

2. Allow adequate time for the patient to respond and do
not appear impatient.

3. Check answers to closed questions [e.g. “do you feel sad?’),
which may have 1o be used because the patient can-
not volunteer information. A positive answer can be
checked by asking the opposite (e.g. "do you feel
happy?’).

4, Avoid leading guestions and check responses. Because
some people with learning disability are suggestible
(see above), it is especially important to avoid lead-
ing questions. Some people with learning disability
repeat the interviewer's last words. For example,
interviewer: ‘Do you feel sad?’; patient: ‘Sad’.

S. Check with an informont. People with learning dis-
abilities often have difficulty in timing the onset or
describing the sequence of symptoms. Whenever
possible these and other important points should be
checked with an informant,

History taking

Particular attention is given to any family history sug-
gesting an inherited disorder, and to abnormalities in
the pregnancy or delivery. Dates of passing developmental
milestones should be ascertained, and a full account
obtained of any behaviour disorders. The parents or
another informant should be interviewed in every case;
patients who have reasonable language ability should
be interviewed as well.

Physical examination

The physical examination should include the recording
of head circumference, height. and weight. Abnormal physi-
cal signs may indicate one of the rare specific syn-
dromes. The neurological examination should include
atrention to vision and hearing.

Behavioural assessment

This is based on the account given by the parents or
other informants and on observations of: (i) the child's
ability to communicate; (ii) sensorimotor skills: (iii) any unusie-
al behaviour; and (iv) at an appropriate age, ability for
self-care.

Developmental testing

This is a complex procedure, which is performed usual-
ly in a specialist unit. Clinical observation is combined
with standardized measurements of intelligence, language
development, motor performance, and social skills,

Overall assessment

The overall assessment begins by distinguishing learning
disability from other conditions, such as delayed devel-
opment, blindness, deafmess, and childhood autism.
The last three may coexist with learning disability and
worsen the behaviour problems, Any medical and social
factors contributing to the overall handicaps are record-
ed, together with the attitudes of people who may be
involved in the patient’s care.

Prevention and early detection

Prevention

Primary prevention depends mainly on genetic
screening and counselling, together with good ante-
natal and obstetric care (Table 21.4). In some develop-
ing countries, correction of iodine deficiency and
malnutrition is important. Secondary prevention aims
to reduce the effect of the primary disorder; for exam-
ple by providing ‘enriching” education,



Prevention and early detection of learning
disabilicy

Prevention

& Before pregnancy:
rubella immunization
genetic counseling
# Dunng pregnancy.
avoid excess alcohol
¢ During and after delivery
care m‘_p_mmifgure infants

Early detection

¢ Dunng pregnancy,
ulerasound screening

amniccentess
fetoscopy

+ After delivery
screening for phenylketonuna
screening for hypothyroidsm
galactosaemia

Genetic screening and counselling Most parents seek
advice only after the birth of a first child with learning
disability. Those asking for advice before or during the
first pregnancy usually do so because there is a person
with learning disability in the extended family.
Specialist advice is usually needed to assess the risk
that an abnormal child will be born, and 1o explain this
risk to the parents so that they can make their own
decision whether to start or continue the pregnancy.

Antenatal care [mmunization agoinst rubella should be
provided for girls who lack immunity, before the age at
which they could become pregnant. Women already
pregnant should be advised on the harmful effects of exees-
sive alcohol consumption.

Perinatal care Improved care for premature and low birth-
weight infants can prevent learning disability in some
infants who would otherwise have suffered brain dam-
age. However, the same methods enable the survival of
disabled children who, without these methods, would
have died.

Early detection
Prenatal care Ultrasound scanning of the fetus, amniocen-

tesis, and feroscopy can reveal disorders due to chromoso-
mal abnormalities, most open neural tube defects, and

SERVICES FOR PEOPLE WITH LEARNING DISABILITY

about half of inborn errors of metabolism. Because
amniccentesis carries a small but definite risk, it is usu-
ally offered only to women who have carried a previous
abnormal fetus, women with a family history of con-
genital disorder. and those over 35 years of age.

Postnatal care Phenylketonuria, hypothyroidism, and
galactosaemia can be detected by routine testing of
infants,

Services for people with learning
disability
Principles of service provision

Services for people with learning disability should aim
to achieve the following goals (Table 21.5):

1. Provide a pattern of life that is as similar as possible
to that of other people (‘'normalization’).

2. Recognize that each person with learning disability
has individual needs.

3. Develop abilities as well as compensate for disability.

4. Offer a choice of services and involve the disabled
person in the choice.

Most learning disability is detected by family doctors
and paediatricians. However, the wide range of necds
of people with learning disability can be met only by a
care teams that include psychiatrists, psychologists.
nurses, residential care staff, teachers. occupational
therapists, physiotherapists, and speech therapists.
Self-help groups for parents are useful, and volunteers
can play a valuable part in the arrangements.

Care for people with mild and moderate
learning disability

Few people with mild learning disability need specialist
services. Most live with their families. cared for when
necessary by the family doctor. When specialist treat-
ment is needed it is usually for associated physical dis-
ability or illness, emotional disorder, or psychiatric
illness. When placement away from home is needed it

Goals of service provision for a person with
learning disability

< ‘Morrmnalize’ the person’ life

+ Recognize indnadual needs
+ Develop abilities
@ Oifer chosge

an
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Components of a service for people with
learning disability

# Support for family at home: respite admissions
# Education, training. and occupation

+ Social actwties

* Accommodation

# Help with financial and other problems

¢ Ceneral medical services

is usually because of difficulties in the family, or physi-
cal problems. In these cases fostering or boarding
school placement for children or residential care for
adulrs is arranged. Adults with mild learning disability
may need extra support when they are facing problems
with housing and employment, or with the problems
of growing old (Table 21.6).

Help for families

Parents need help as soon as the diagnosis of learning
disability is made. It is seldom enough to explain the
problem once; most parents need to hear the infor
mation several times before they can take in all its
implications. Adequate time is needed to explain the
prognosis, indicate what help can be provided. and dis-
cuss the part the parents can play in helping their child
achieve his full potential. As explained above, parents
need continuing psychological support and help with
practical matters such as day care during school holi-
days, babysitting, or arrangements for family holidays.
These provisions are needed in particular at times of
change for the patient. especially leaving schoel, and at
times when there are additional problems in the family
such as the illness of another child,

Education

Education and training should begin early. Extra educa-
tion and training before school age (compensatory
education) helps children with learning disability to
realize their potential. When the normal school age is
reached. the least disabled children can be educated in
a special class in an ordinary school. More disabled chil-
dren benefit more from attendance at a school for chil-
dren with learning difficulties. For intermediate levels
of disability a choice has to be made berween education
in an ordinary school or a special school. The former
offers the advantages of more normal social surround-
ings and greater expectations of progress; it has the dis-
advantages of lack of special teaching skills and the risk
that the child may not be accepted by more able chil-
dren. Since learning is slow, education may need to
extend into adult life.

Leaving school

The period after leaving school is difficult for people
with learning disability and they need a lot of help from
their general practitioner and the specialist services, It
is important to review the prospects for employment,
suitability for further training. and requirements for
day care. At this stage of life, it may be difficult for the
parents to look after a young person with severe learn-
ing disability and residential care may be required.
Wherever the person is living, there is a need for shel-
tered work or other occupation after leaving school.

Training and work

Most people with mild learning difficulties are capable
of work and benefit from appropriate training. However,
except at times of full employment, suitable work may
not be available and sheltered occupation is needed.
Most school-leavers with moderately severe learning dis-
ability need sheltered work or further training when
they leave school. Most need these special provisions
throughout their lives, although some do progress to
normal employment,

Social activities

People with learning disability need to develop leisure
activities appropriate to their age, ability, and interests.
Whenever possible this should be achieved by joining
activities arranged for able people, but clubs and day
centres for the disabled are also needed. For the most
disabled, leisure activities need o be arranged as part
of the programme of the training centres that provide
sheltered work.

Accommaodation

Many people with learning disability live with their
families. For the rest, a variety of accommeodation is
required ranging from ordinary housing to staffed hos-
tels. A useful intermediate level of supervision is pro-
vided in a "core and cluster' system in which several
group homes are sited near to a central staffed unit.
When parents grow old and can no longer care for
their disabled son or daughter, special accommodation
is required. In most places the supply of such accom-
modation has not kept pace with the increasing life
expectancy of people with learning disability.

Help with financial and other practical problems
People with learning disability may need help in man-
aging their money, dealing with forms, regulations,
and other problems of daily life.

General medical services

People with learning disability sometimes receive sub-
standard medical care because doctors do not detect
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their needs or do not provide the extra support needed
to enable these patients to cooperate with treatment. It
is good practice to keep a register of these patients and
arrange regular health checks.

Care for people with severe learning disability

A general practitioner with 2000 patients will care for,
on average. only two children with severe learning
disability. In two-thirds of cases. the severely disabled
child can remain at home provided that the parents are
helped to deal with behavioural problems, epilepsy.
physical disability, or incontinence. This help may be
day care or respite care—short stays in residential care
or hospital when the parents need a holiday. or when
another member of the family is ill. When the child
attends school. there is often a need for help with
transport and for support in the school holidays. As
well as these practical provisions, parents need infor-
mation and psychological support.

The remaining one-third of children with severe
learning disability need residential care, often because
of physical disability, behavioural problems, or inconti-
nence too great for the parents to manage.

Care for elderly people with learning disability
As people with learning disability live longer, provision
is needed increasingly for the later years of their lives.
At this stage, parents are no longer able to provide care
and physical illness or dementia may add to the per-
son’s disability. It is important to recognize these prob-
lems when planning services.

Psychiatric disorder in people with
learning disability
Diagnosis

There are several reasons why psychiatric diagnosis is
difficult in people with learning disability.

1. Patients may have insufficient verbal ability to describe
abnormal experiences accurately (the level of ability
corresponds to an [Q level of about 50),

2. Some people with learning disability are suggestible
(see p. 310) and may answer positively to a question
about a symptom when they have not in fact experi-
enced it.

3. For the above reasons, diagnosis often has to be based
on reports by others of changes in the patient’s behav-
iour. These informants may know little about
patients' past history, may not have spent much time
with them recently, or may not be observant.

Systermnatic assessment of a patient with
learning disabilicy

@ Sevenity of the learning disabilicy
+ Cause of the learming disability
¢ Developmental disorder

¢ Other psychiatric disorder

# Personality disorder

+ Problem behaviours

@ Ocher (eg medical) disorders

4. Some causes of learming disability also cause abnormal
behaviour (see p. 309). Behaviour problems due to psy-
chiatric disorder may be wrongly ascribed to this
other cause, or vice versa.

5. Learning disability is associated with autism (see p. 291),
and some of the symptoms of autism can be mis-
taken for those of another psychiatric disorder. for
example obsessive-compulsive disorder. Psychiatric
disorder should be diagnosed only after deciding
whether autism—or another pervasive developmen-
tal disorder (see p. 291)—is present.

6. Physical illness or stressful events can cause changes in
behaviour, and both should be considered before the
diagnosis of mental disorder is made.

The stages of a systematic assessment of a patient
with learning disability are shown in Table 21.7.

Prevalence of psychiatric disorder

Among people with learning disability the prevalence
of mental disorder is generally rather greater than in
people within the normal range of intelligence. All
types of mental disorder may occur at any degree of
learning disability, but at the severe level the most fre-
quent are autism. hyperkinetic syndrome, stereo-
typed movements, pica, and selfFmutilation. Some
people with learning disability have epilepsy, and this
in turn may be associated with mental disorder (see
p. 146).

Specific psychiatric disorders

Delirium and dementia

These disorders are common among people with learn-
ing disability. Sometimes, disturbed behaviour result-
ing from delirium is the first indication of physical
illness. As with people of normal intelligence, delirium
is more common among children and the elderly.
Dementia causes a progressive decline in intellectual
and social functioning from the previous level. Among
the causes of dementia (see p. 141), Alzheimer's disease
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is more common in patients with Down's syndrome
than in the general population (see p. 308).

Autism

Autism is more common in people with learning dis-
ability than in the rest of the population, with a preva-
lence of about 1-2 per cent in all children with learning
disability, and about 5 per cent in people with severe
learning disability. Looked at in another way, about
two-thirds of children with autism also have some
degree of learning disability.

Schizophrenia

Among schizophrenic people with learning disability,
delusions are less elaborate than they are among
schizophrenics of normal intelligence, and hallucina-
tigns have a simple and repetitive content. ‘First rank’
and other typical symptoms of schizophrenia are un-
common, and often the main features are a further
impoverishment of a person’s already limited thinking,
and an increased disturbance of behaviour and social
functioning. When the 1Q is below 45, it is difficult 10
make a definite diagnosis of schizophrenia. When the
diagnosis of schizophrenia is probable but not certain.
a trial of treatment with antipsychotic drugs may be
carried out.

Mood disorder

When people with learning disability develop a depres-
sive disorder they are less likely than people of normal
intelligence 1o complain of low mood or to express
depressive ideas. Diagnosis has 1o be made mainly on
observable features such as an appearance of sadness,
reduction of appetite. disturbance of sleep, retardation,
of agitation. A severely depressed patient with ade-
quate verbal abilities may describe depressive ideas,
delusions. or hallucinations. A few of these patients
make attempts at suicide, although these are usually
poorly planned. Mania has to be diagnosed mainly on
overactivity and behavioural signs indicating excite-
ment and irritabilicy.

Stress-relaved and 2nxiety disorders

Stress-related and adjustment disorders occur com-
monly among people with mild and moderate learning
disability, especially when they are facing changes in
the routine of their lives. Phobic disorders are com-
maon, while conversion and dissociative symptoms are
mare conspicuous than in the corresponding disorders
of people of normal intelligence. Treatment of all these
conditions is directed mainly to: (i} reducing stressors
by effecting improvements in the patient’s environ-
ment; and (i) if verbal skills are sufficient. counselling.

Personality disorder

Personality disorders are common among people with
learning disability and sometimes lead to greater prob-
lems in management than the learning problems.
Because psychological development is delayed, the
diagnosis is not generally made until the age of
20 years. There is no specific treatment and manage-
ment has to be directed to finding an environment as
suitable as possible to the patient’s temperament. If
verbal skills are sufficient, counselling may be helpful.

Attention deficit hyperactivity disorder

This disorder occurs more commonly among children
with learning disability than among those of normal
intelligence. The clinical picture and treatment are the
same as those among children of normal intelligence
(see p. 288).

Challenging behaviour

Challenging behaviour (that is, behaviour that threat-
ens the safety of the patient or other people) may be
caused by psychiatric disorder but it has many other
causes including:

¢ pain and discomfort due o associated physical
conditions;

+ frustration due to difficulty in communication;
+ epilepsy,
¢ side effects of medication.

Treatment of psychiatric disorder

Treatment of mental disorder among people with learn-
ing disability is similar to that of the same disorder in a
patient of normal intelligence. Because patients are less
likely to report the side effects of drugs, particular care
is needed in adjusting dosage. In the more serious cases,
admission to hospital is often necded.

Treatment of challenging behaviour

If possible. the cause of the challenging behaviour is
treated. If the behaviour persists, behavioural treat-
ment may be tried, directed to changing any factors
that appear to be reinforcing the behaviour,

Ethical problems in the care of people
with learning disability

Most of the ethical problems encountered in the care of
people with learning disability are similar in kind to
those in the care of other patients. Two problems will
be mentioned further,



Normalization, autonomy, and conflicts of
interest

If people with learning disability are to live as normally
as possible, they require support, Often this support
comes from their family and arrangements that were
entered into willingly at one time may become unduly
burdensome if the needs of the disabled person increase,
other children have additional needs, or the carers grow
older. The problem can usually be resolved by discussion
berween the disabled person, the carers and other mem-
bers of the family, and professionals with a duty of care
for the various people involved, Comparable conflicts of
interest may arise also when deciding whether a dis-
abled child should be educated in an ordinary school or a
special school for handicapped children.

Consent to treatment and research

Most learning disabled people can give informed con-
sent provided that explanations are in clear and simple

FURTHER READING

language, and adequate time is set aside for discussion.
In the UK, when an adult with jusually severe) learning
disability cannot give informed consent, no one can
consent for him and the doctor has to decide what is in
his best interests. (The law differs in some other coun-
tries.} The problem should be discussed with the family
or a professional who knows the patient well, IF there
is time and the problem is particularly difficult—for
example, termination of pregnancy—it may be appro-
priate to seek a ruling from the counts. If the condition
is urgent and life-threatening it may be possible to pro-
ceed under common law, although expert medicolegal
advice should be obtained first.

Further reading

Fraser, W. & Kerr, M. (eds) (2003). The Psychiatry of Learn-
ing Disability, 2nd edn. Gaskell, London.

Written as a basic text for psychialric trainees, the boaok is a wge-
ful source of further information for non-specialist readers,
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Appendix 21.1 Notes on some causes of learning disability

Syndrome

Aetiology

Clinical features Comments

Chroemosome abnormalities
(Down’s syndrome and X-linked retardanion are described in the rext)

1. Triple X Trsomy X Mo charactenstc feature Mild retardation

2, Cniduchat Delenion in chromosome § Microcephaly, hypertelonsm,

typical cat-like cry, failure to thrive

Inborn errors of metabelism

3 Phenylketonuna Aurosomal recessive causing lack  Lack of pigment (fair hair, blue Detectable by postnacal screening of

4. Homocystinuna

5 Calactosaermia

6. Tay-Sachs dsease

Hurlers syndrome

(2argoyiism)

e

8 Lesch=Myhan
syndrome

of liver phenylalanime hydrosylase,
Commanest inbom error of
metabolism

Autosomal recessive cawsing lack
of cystathione synthetase

Autosomal recessve causing lack
of galactose- 1-phasphate undyl

transferase

Autosomal recessive resulting in
increased lipid storage (the
earliest form of cerebramacular
degeneration)

Autosomal recessive affecting
mucopolysacchande storage

Beinked recéssve leading to
enzyme defect affecung purine
metabolsm Excessive unc and
production and excreion

Other inherited disorders

9. Neurofbromaioss

(\Von Recklinghausen’s

syndrome)

10, Tuperose sclercsn
{epiloia)

1l Lawrence=Moon=
Bedl syndrome

Aurosamal dommnant inhentance

Aurosomal dominant (very
variable penetrance)

Autosomal recessie

eyes), recarded growth, Associated
epilepsy. microcephaly, ecrema,
and hyperactivity

Ectopia lentis, fine fair hair, joint
enlargement, skeletal abnarmalities
similar (o Marfan’s syndrome,
Associared with thromboembohc
episodes

Presents after the introduction of
il into the det. Faslure to thrmve,
hepatosplenaomegaly, cataracts

Progressive loss of vision and
meanng, Spasuc paralyss, Cherry red
spot at macula of retina. Epalepsy

Grotesque features. Protruberant
abdomen. Hepatosplenomegaly.
Associated cardiac abnormalities
Marmal 2t barth. Development of
chorepathetoid movements,
scissonng pasition of legs, and
self-mutilation

Meurofibromata, café ow lad spors.
vitiligo, Associated with symproms
determined by the site of
necrofbromata Astrocylomas,
I'neﬂlﬂg,lﬂl‘lﬁ.

Epilepsy, adenoma sebaceum on
face, wine skin parches, shagreen
skin, retinal phakoma, penungual
fibromata Asiocuated muliple
turmours in kedney, spleen, and lengs
Retenitis pigmentosa, polydactyly,
sometimes wath obesity and
impaired genital function

blaad or unne, Treated by
exclusion of phenylalamine from
the diet during early years of life
Retardation vanable. Sometimes
treatable by methiomne
restriction

Detectable by postnatal screeming
for the enzymic defect. Treatable
by palactose-free diet Toluidine
blue test on unne

Death atr 2-4 years

Death before adolescence

Can be diagnased prenatally by
culure of ammonc Ausd and
estimation of relevant engyme
Postnatal diagnosis by enzyme
estimanon in a single hair root
Death in second or third decade
fram infection or renal failure
Self-mutilation may be reduced
by treatment with
hydroxytryprophan

Retardanion im a mimonty

Retardanion in about 70%

Retardation usually not severe



AFPPENDIX! NOTES OF SO0ME CAUSES OF LEARNING DISABILITY

Appendix 21.1 Cont'd

Syndrome Aetiology Clinical features Comments
Infection
12. Rubella embryopathy  Viral infection of mocher in frst Cararact. microphehalmia, If mother infected in firsc
tnimester deafress, microcephaly, congenital — tnmester, 10=15% of infants are
heart disease affected (infection may be
subclnecal)
13. Teoxoplasmosis Protozoal infection of mother Hydracephaly, micracephaly, Wide variation in severicy

intracerebral calcification, reoinal
damage. hepatosplenomegaly,
jaundice. epilepsy

4. Cytomegalovirus Wirws infection of mother Brain damage. Only severe cases
are apparent at barth
15 Congenital syphulis Syphilinie infecuion of mather Many dee at birch. Vanable Uincommon singe routine testing
neurological signs Stigmata’ of pregnant womean,
{Hutchinson teech and rhagades
often abzent)
Cranial malformations
16, Hydrocephalus Sex-hinked recessive. Inhented Rapid enlargernent of head in Muld cases may arrest
developmental abnormality (eg  early infancy, symptams of raised spontanecusly. May be
atresia of aqueduct, Arnodd-Chian  C5F pressure. Other features sympromatically treated by CSF
malformation. Memingitis. Spna depend on aetiology chunt. Intelligence can be normal
hifida)
17 Microcephaly Recessive inhentance, wradiation  Features depend on astiology Evident in up to a Afth of
in pregnancy. maternal infections imstitutionalized patients with
learming disabificy
Miscellaneous
18 Spina bifida Aetiology multiple and complex  Fallure of vertebral fusion. Spina Hydrocephalus in four-fifths of
bifida cysuca s associated with those wath myelomeningocels.
menmgocele ar, in 15-208, Recardation in this group
myelomeningocele. Latter causes
spinal cord damage, with bower
il paralysss, incontinence. etc.
19, Cerebral palsy Pennatal brain damage. Strong Spasiic (commanest), athetoid and — Majonty are below average
assooiaion with prematunty atawic types. Vanable in seventy intefligence. Athetosd are more
fikely to be of normal 1Q
0. Hypothyrowdism lodine deficiency or (rarely) Appearance normal at birch Mo rare in Britain. Responds to
{cretimsm) atrophic thyrod Abnarmalities appear ac 6 months  early replacement treatment
Crowah failure, pulfy skin, lethargy
21, Hyperbilirubinaermia  Haemolysss. thesus incompatibehcy,  Kernicterus. Chorecatherosis, Prevention by antirhesus globulin,
and prematunty apisthatonus, spasticity, convulsions  Meonatal trearment by exchange

transfusion
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Psychiatry and the law

The relationship of psychiatry and the law is of impor-
tance to all doctors for five reasons:

1. Laws, regulations and official guidelines provide
backing to some aspects of ethical medical care—
examples are given throughout this book.

2. The law regulates the circumstances under which
treatment can be given without patients’ consent
and the compulsory admission of psychiatric patients
to hospital. Primary care practitioners and hospital
doctors may encounter situations in which patients
refuse essential treatment and may have to decide
whether to invoke powers of compulsory admission
{since the details of mental health law varies among
countries only general principles are described in
this chapter).

3. There are other situations in which doctors may be
asked for reports used in legal decisions: the capacity
to make a will or to care for property. and claims for
compensation for injury. They may be asked for
reports that set out the relationship between any psy-
chiatric disorder and criminal behaviour,

4. A minority of patients behave in ways which break
the law. Doctors need to understand legal issues as
part of their management of care.

5. Victims of crime may suffer immediate and long-
term psychological consequences

This chapter considers these issues and ends with
advice on writing reports for the courts and other
medicolegal purposes.



320

22 PSYCHIATRY AND THE LAW

Psychiatry and civil law

Laws concerning consent to treatment,
compulsory admission, and treatment

Consent to treatment

In general, the law requires that patients cannot be
treated unless they first consent. This consent must be
given:

+ voluntarily, withour undue influence;

* by the patient: no one can consent on his behalf,
although he may obtain advice from relatives or
others whom he trusts;

# by the patient who has been informed of the likely
benefits, side effects. and possible adverse outcomes
of the treatment.

Except for minor procedures, the patient’s consent
should be documented. Imporiant examples are covered
elsewhere in this book. Table 22.1 summarizes key siru-
ations in which issues of consent are likely to arise.

Informed consent and mental illness

There are special problems about informed consent for
treatment in those who are mentally ill. Some patients.
by reason of their illness. are not capable of informed
consent; others do not recognize that they are ill and
require treatment. To be capable of consent. patients
need 1o be able o

¢ understand the information provided about the
[reatment;

« retain this informartion;

¢+ evaluate the information to arrive at a decision.
Patients with delirium or dementia may be unable

10 consent to treatment because they cannot understand,

retain, or evaluate information, (Dementia does not in-

evitably lead to these consequences and each patient
should be evaluated carefully.)

I8 ) Situations in which problems of consent to
treatment are likely to arise

* Emergency hife-threatening situanions

- :'nfrf'i-ilﬂg O SEvere 'L'{:I_gl'llti‘.'E' mparment

* Nental disorder impatring abihry to gve informed cansent to
trezrment of physical disarder

* AMONESt Chitdren

* Amongst people vath learning disability

* Urailling or unable 1o give consent 1o treatment of major
mental deorder

Other psychiatrically ill people are capable of con:
sent but do not recognize that they are unwell or in need of
psychiatric treatment, This arises particularly with schizo-
phrenia and manic-depressive disorders,

Compulsory admission and treatment of mental illness
All countries have laws covering the circumstances in
which compulsory psychiatric treatment can be given
to patients with psychiatric disorder who do not con-
sent. In general, compulsory treatment can be initiated
only in hospital.

Mental health laws regulate the circumstances in
which people with mental illness can be admitted to
hospital and treated without their consent. These laws
have three purposes. which are shown in Table 22.2.
They ensure essential treatment for mentally ill people
who do not recognize that they are ill, and refuse treat-
ment. Three criteria are used to decide whether treat-
ment is essential:

1. The safety of the patient—usually from suicidal
impulses.

2. The safety of others—for example. from the violent
impulses of a paranoid patient.

3. The need for urgent measures to prevent deteriora-
tion that will lead to one of the two previous criteria.

The details of mental health law vary in different
countries; even within the UK, the laws in England and
Wales differ in certain ways from those in Scotland and
Northern Ireland. The most widely used sections of the
Mental Health Act for England and Wales (at the time
of writing ) are shown in Box 22.1 as an illustration of
the general principles discussed below. Readers should
seek advice abour local legislation. However, there are
important commen features of most systems of law
{Table 22.3).

Joint decisions The patient’s refusal to have treatment
cannot be overturned by a single doctor except in situa-
tions of extreme urgency. For example, in England and
Wales rwo doctors and a social worker are required 1o
agree about the decision.

Defined periods of detention The law sets strict limits
on the period of involuntary detention and treatment.

LT purposes of mental health law

¢ Toensure essennial treatment
« To protect other people
¢ To pratect from wronghul detention
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BOX 22,1 MENTAL HEALTHI ACT 1983 FOR ENGLAND AND'WALES: THE MOST WIDELY

USED SECTIONS

Section number Order Duration Authorization

2 Assessment order 28 days Fecommendation of two doctors (one
approved) plus application by nearest
relative or social worker

3 Treatment order 6 months As for Section 2 inidally, and renewable

4 Emergency order 72 hours Recommendation by one doctor plus
application by nearest relative or social
worker

5(2) Holding order 72 hours One doctor

5 (4) Holding order 6 hours One registered mental nurse

58 ‘Hazardous treatment’ Consent or second opinion

I_I:!G Folice order 72 hours Police officer

LGP Y Role of mental health law in relation to
criminal behaviour

+ Police powers to detain for medical assessment
+ Emergency treatment by doctors

# Urgent admission procedures far pauent with mental disorders
wha are not in hospaal

& Emergency procedures for compulsory detention of panents
already in haspital (general or psychiatne)

* Longer term procedures for chromic mental desorder

If longer periods of detention are needed, further
orders must be made.

Appeal against detention An important safeguard
against misuse of the power to detain is a system of
independent review. The detailed arrangements vary in
different countries; for example in England and Wales
patients can appeal first to members of the board of
management of the hospital to which they have been
admitted, If this appeal fails, they can appeal to a men-
tal health tribunal consisting of a lawyer. a doctor, and
a layperson,

Early discharge from detention Some patients recov-
er 50 quickly that compulsory detention is no longer
needed at a time before the original detention period
has elapsed. In these circumstances the original order
can be terminated.

Provision for detention of patients already in hos-
pital The provisions described so far apply to patients
who are not inpatients at the time when the order is
made. Sometimes a patient enters hospital voluntarily
and then demands to leave. Normally, he is free to do

this but, in some circumstances. discharge would
endanger his own life or health or endanger other peo-
ple. If there is evidence of mental disorder. mental
health laws provide that the patient can be held in hos-
pital for a brief period sufficient to arrange a full assess-
ment for detention.

Detention by the police Police officers sometimes
encounter people apparently suffering from mental dis-
order. Mental health laws generally contain provision
for the police to detain such persons until they can be
assessed.

Consent to certain treatments Generally, the legal
authority to detain the patient carries with it the
authority to give basic treatment, even without the
patient's consent (e.g. sedation). However, in some
countries additional authority has to be obtained
before certain treatments can be given without con-
sent. In England and Wales, these treatments are elec-
troconvulsive therapy and medication continued for
more than 3 months for patients subject to mental
health law orders.

Patients who have offended People with psychiatric
illness who have been convicted of offences may need
to be transferred to hospital either from the court or
after a period in prison. Mental health laws contain
provisions for the compulsory detention in hospital
of such people. either on terms similar to those of
detained patients who have not offended or with
restrictions on the consultant psychiatrist’s usual pow-
ers of discharge. These provisions, which are complex
and mainly of concern to psychiatrists, are not detailed
here.
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Other aspects of civil law

Patients' ability to manage their affairs

Some patients, most often those who are demented,
become incapable of managing their affairs by reason
of mental disorder and are vulnerable to exploitation.
When this happens. legal arrangements exist to enable
another responsible person to act for the patient. The
doctor should advise the close relatives when this cir-
cumstance arises. explain the risks to property. and
outline the legal provisions. If the relatives decline to
take action the doctor can initiate proceedings himself.
In English law there are two procedures: power of
attorney and receivership. Comparable procedures are
available in other countries.

Power of attorney requires the person to give written
authorization for someone else to act for him. It is, of
course, essential that the person giving authority is
able to understand what he is doing and be able to

judge the suitability of the person chosen to act for
him.

Receivership is a more complex procedure with the
ereater safeguards needed for a person who is unable to
make the judgement required in authorizing a power
of attorney. An application is made to a legal body (in
England and Wales the Court of Protection), which
decides for the patient whether to appoint someone (a
‘receiver’) to act on his behalf,

Making a will
Doctors are sometimes asked to advise whether a

patient is capable of making a will: that is. whether he

has ‘testamentary capacity”. The requirements are that
the person:

« understands what a will is;

¢ knows the nature and extent of his property
{although not in detail):

¢+ knows who his close relatives are and can assess
their claims to his property:

+ does not have any mental abnormality that might
distort his judgement (e.g. delusions about the
actions of his relatives).

Most patients with mental disorder are whaolly capa-
ble of making a will.

Fitness to drive

Questions about fitness to drive arise quite often in
relation te psychiatric disorder. Patients may drive
recklessly if they are manic, depressed and suicidal,
or aggressive; or il they abuse alcohol or drugs.

Concentration on driving may be impaired in many
kinds of psychiatric disorder, and also by the sedative
side effects of drugs used in treatment. The issue
should be considered in all cases in which a patient
drives a motor vehicle. Advice to stop driving should be
given if necessary and the patient reminded of his duty
to report illnesses to the licensing authority. Particular
caution is required for patients who drive public serv-
ice vehicles or goods vehicles.

Compensation for personal injury

Doctors are often asked to write medical reports about
disability following accidents or other trauma and in
relation to claims of medical negligence. Such reports
are concerned mainly with the nature and outlook of
physical disability, but they should include any psychi-
atric consequences directly attributable to the trauma
or induced by the physical disability. It may be neces-
sary to comment on the possibility of exaggeration or
even simulation. The conclusions should summarize
the psychological and social consequences of the trau-
ma and the extent to which they appear to be attribut-
able to it.

In many cases there is evidence that there were psy-
cheological problems or social difficulties before the
event and it is important to decide how far the psycho-
logical and social changes found after the trauma are a
continuation of these previous difficulties rather than
new developments, Evidence from a close relative or
other informant, interviewed separately, should be
obtained whenever possible, Acute stress disorder
and post-traumatic stress disorder are considered on
Pp. 63-6.

Giving evidence in court

Doctors who are required to give verbal evidence in
court should speak beforehand to a lawyer involved in
the case to find out what points are likely to be raised
in court. The doctor should prepare by reading any
available documents including witness statements and
social reports, If necessary, he should consult medical
works of reference. Doctors should remember that
their role is 1o use their special knowledge to assist the
court to reach its own decision, not to tell the court
what to do. When replying to questions in court,
answers should be brief. clear, and restricted to the
medical evidence. Speculation should be avoided.

Psychiatry and criminal law

Figures for the prevalence of crime must be viewed
cautiously as they depend on reporting and upon
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Police recorded crime British Crime Survey erime
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Fig. 22.1 Types of cnme as OEh;;f;f::rw TN b va::axh:em
recorded by the police and the 1% Drug offences Wounding 128
Britsh Crime Survey, 2001/02. " % ¥ Comman Orther
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definitions of crime. In most countries property
offences are the most common type of crime. However,
much criminal behaviour is unreported and this is
especially true of violence within the home, Figure 22.1
illustrates the difference between patterns of police-
recorded and selfreported crime. There are large
national differences in rates and patterns. Figure 22.2
shows that in the UK, contrary to public belief, rates of
most types of crime have been decreasing in recent
years as assessed by self-report.

In all cultures, crime is predominantly the activity of
young men. Social studies have drawn attention to
social and economic causes of crime in the family. peer
group, and subculture, and in conditions of poverty,
poor schooling. and unemployment. It is widely held
that such social causes of crime are more important
than individual psychological factors such as genetics
and psychological traits. However, doctors are most
likely to be invelved in relation to possible psychologi-
cal risk factors.

Few psychiatric patients break the law and when
they do, it is usually in minor ways. Although serious

violent offences by psychiatric patients receive much
publicity, they are infrequent and committed by an
extremely small minority of patients. It is, however,
important that doctors are aware of the risk of criminal
behaviour amongst those who are mentally ill. Threats
of violence to self or to others should be taken serious-
ly, as should rhe possibility of unintended harm result-
ing from disinhibited, reckless, or ill-considered
behaviour, Specialist advice should always be sought
where there is concern and doubt about appropriate
action.

Associations between specific psychiatric
disorders and types of offence

Box 22.2 summarizes the associations between psychi-
atric disorders and offending. There are also some asso-
ciations between particular offences and psychiatric
disorder. Most offences have predominantly social caus-
es and few are associated specifically with psychiatric
disorder. Since categories of offence are defined for
legal purposes, it is not surprising that there is no
close correspondence between these categories and
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Schizophrenia
| Depressive disorder

- Mania
. Organic mental disorder
: Personality disorder

| Alcohol abuse
| Drug abuse

| Learning disability

BOX22.2 ASSOCIATIONS BETWEEN PSYCHIATRIC DISORDERS'ANDOFFENDING!

Crime is uncommon and usually minor, Persecutory delusion or hallucinations
may lead to violent offences. Threats of violence should be taken seriously.

Some depressive delusions may lead to attempts at homicide to spare the victims
from what is seen as an intolerable future. Infanticide within 12 months of birth.

Exuberant. unpredictable behaviour may result in fraud. theft, or. rarely, violence.
Dementia may result in shoplifting or disinhibited minor sexual offences.

Common characteristic of serious offenders. Link berween antisocial personality
and violent offences.

Commeon asseciation includes family and other violence, and dangerous driving.
Particularly associated with theft to obtain or pay for drugs.

Usually minor crimes by individuals lacking understanding of the legal implica-

tions of their actions.

categories of psychiatric disorder. Any offence can be
associated with several kinds of psychiatric disorder,

Crimes of violence

Figure 22.3 shows the relative proportions of types of
violent crime.

Heomicide In the UK, less than a third of homicides are
by mentally disordered people. In countries with higher
homicide rates the proportion is lower. The victims are
usually family members or close acquaintances. The
disorders most often associated with homicide are:
schizophrenia, personality disorder, severe depressive
disorder. and alcoholism—many murderers are intoxi-
cated with alcohol at the time of the crime. Pathological
jealousy (see p. 133). which may be associated with any
of these conditions. is particularly dangerous.

Infanticide. the killing of a child below the age of
12 months by the mother, is of two kinds. When the

killing is within 24 hours of birth. the baby is usually
unwanted, and the mother is often young. distressed,
and ill-equipped to deal with the child, but not usually
suffering from psychiatric disorder. When the killing is
more than 24 hours after the birth. the mother usually
has a puerperal psychosis. About a third of mothers in
this second group try to kill themselves after killing the
child.

Family violence short of homicide is common but
often undetected. It is strongly associated with exces-
sive consumption of alcoheol. It may affect children
[child abuse is considered on p. 296), the spouse, or an
elderly relative living in the house. Wife battering is
associated with aggressive personality, alcohol abuse,
and sexual jealousy. Marital therapy may be attempted
to reduce factors provoking the violence. but often
alternative safe accommodation has to be found for the
woman and any children.

Police recerded crime British Crime Survey crime
Cither
Homide VOUENCE  Robbery
035 6% 15%
o Sexual
offences
Commaon %
Fig. 21.3 Types of wolent creme assault
at reporied by the police and 3F%
sk British Crime Survey. Jounding
2601102, (Reproduced by 8%
permission of The Home Harassment

Ciffice )
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Indecent exposure Indecent exposure of the genitalia is mainly an offence of men between 25 and
35 years of age. The offence is usually a result of the psychiatric disorder known as
exhibitionism (see p. 212), although in a minority exposure is a prelude to a sexual
assault.

Rape Rape is forceful sexual intercourse with an unwilling partner. The degree of force
varies: in some cases force is threatened either verbally or with a weapon, in

others there is extreme brutality, Few rapists have a psychiatric disorder.

This is sexual intercourse with a child under the age at which legal consent can
be given. The sexual acts vary from minor indecency to seriously aggressive
penetrative intercourse, but most do not involve violence. The offence is common.
An adult who repeatedly commits sexual offences against children is known as a
paedophile. Most are male. Some are timid and sexually inexperienced, some
mentally retarded, and some have difficulty in finding a sexual partner of their
own age, Others prefer intercourse with children to that with adults. Although
most offences do not involve major assault and most convicted offenders do not
reoffend, an important minority persist in their behaviour and a few progress to
more serious and damaging forms of sexual behaviour with children.

Incest is sexual activity between members of the same family, most often between
father and daughter, or between siblings. Child sexual abuse is described in
Chapter 20. When incest has been discovered the family needs much specialist
support to deal with guilt and recriminations. The effects of sexual abuse on children are
described on p. 297,

Unlawful intercourse

Incest

tion with thoughts about gambling. Gambling is not, in
itself, an offence but large debts can accumulate and
may result in stealing or fraud. Some psychiatrists
regard this condition as a disorder akin to addiction to
alcohol, and offer treatment similar to that used for
substance abuse. The results of such treatment are

Sexual offences (Box 22.3) Most sexual offences are
committed by men. The most frequent offences are
indecent exposure, rape, and unlawful intercourse. The
common sexual offence among women is prostitution.

Other offences

Shoplifting Most shoplifiers act for gain but a minority
do so when mentally disordered. Patients with alco-
holism. drug dependence, and chronic schizophrenia
may shoplift because they lack money, and patients
with dementia may forget to pay. Patients with depres-
sive disorder or anorexia nervosa may shoplift with less
obvious motives when they do not need what they have
stolen. Among middle-aged. female shoplifters it is
common to find family and social difficulties and
depression.

Arson is setting fire to property, an act that may also
endanger life. Most arsonists are male. Usually there is
no obvious motive for the act and many arsonists are
referred for a medical opinion. However, few have a
psychiatric disorder.

Repeated gambling (‘pathological gambling’) This
term is used to describe a condition in which a person
describes an intense urge to gamble and a preoccupa-

uncertain.

The role of doctors

Apart from providing factual medical reports, doc-
tors may be asked to advise on certain legal issues
{Box 22.4). Most are the province of the specialist psy-
chiatrist but general practitioners and other doctors
may be asked for advice and asked to prepare a formal
report (Box 22.5).

It is an important ethical principle that both doctors
and those they are assessing are clear that acting for a
third party, such as a court, invelves different obliga-
tions and responsibilities to usual clinical practice
where the relationship is between the doctor and

patient.

Assessment of criminal responsibility
In deciding whether a person is guilty of an offence
against the law, emphasis is placed, in the legal system,
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BOX 224 THE ROLE OF DOCTORS IN

RELATION TO CRIME

¢ Advice to the police when they are deciding
whether to proceed with charges against mental-
ly ill people.

+ Fitness to plead. To be fit to plead, a person must
be able to: understand the nature of the charge
and the difference between a plea of guilty and a
plea of not guilty. instruct lawyers and challenge
jurors, and follow evidence presented in court. A
person can suffer from severe mental disorder
and still be fit to plead. A person judged unfit to
plead is not tried but detained in a hospital until
fit to plead. at which time (il it comes) the case is
tried.

« Assessment of responsibility.

+ Advice on sentencing.

¢ Treatment of offenders:
in a penal institution,
in hospital,
in the community.

» Assessment of dangerousness (see p. 31).

on the person’s intentions at the time of the offence
and on his ability to control his actions at that time—
the concept of responsibility.

For most offences, a person is not regarded as culpa-
ble unless he was able to choose whether or not to per-
form the unlawiul action. and unless he was able to
control his behaviour at the time. The doctor has (o
make a judzement about the mental state at the time
of the offence. This is difficult because it can only be
based on the mental state at the time of a medical
assessment made after (sometimes long after] the
event, together with the offender’s account and that of
any witnesses. A doctor who was treating the person
before the offence will have knowledge of their mental
state at that time but can still only make a judgement
about the mental state when the offence was carried
out.

In English law, questions about diminished respon-
sibility are most often raised in relation to a charge of
murder; if the plea is upheld and the person is found
guilty, it is of manslaughter not murder.

Advice relevant to sentencing

The court may ask for medical advice that will assist in
deciding the appropriate sentence after a person has
been found zuilty. This advice may be about the prog-
nosis of any mental disorder that is present, the likely
effects of psychiatric treatment, and the probability of
the person offending again.

Treatment of mentally abnormal offenders

The courts take psychiatric evidence into account when
sentencing mentally disordered offenders, and this evi-
dence includes advice about psychiatric treatment. The
treatment of mental disorder in an offender is not dif-
ferent from that of the same disorder in a person who
has not offended, but treatment may need to given ina
more secure place.

Usually. appropriate treatment can be given within
the ordinary psychiatric services. as an outpatient or as
an inpatient. However, when there is a continuing risk
to other people of aggression, arson, or sexual offences,
treatment is arranged in a unit providing greater secu-
rity to ensure the protection of society. Mental health
legislation is generally used to detain these patients.
Severe personality disorders are common among
offenders but few are amenable Lo treatment.

Victims of crime

There is increasing worry about the risks of crime,
especially violent crime to individuals and in particular
to children. Figure 22.4 shows the main reported wor-
ries in the UK, Doctors are sometimes asked to assist
the victims of crime. Many suffer from one of the per-
sistent reactions to stress described in Chapter 5. and
require the forms of treatment outlined there.

The British Crime Survey 2001/02 found that 75 per
cent of victims of domestic burglaries reported they
had been emotionally affected. 28 per cent reported
themselves very much upset, and 27 per cent quite a
lot upset. The commonest emotions were anger,
shock, loss of confidence, and feeling vulnerable and
scared. A few develop a depressive disorder. anxiety
disorder, or post-traumatic stress disorder (see p. 65} in
response to the stressful events and are treated in
the ways described in the chapters dealing with these
conditions,

Victims require immediate support and practical
help from doctors in primary care or from emergency
department staff. They also need to be told that they
can obtain later help if required by consulting doctors
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BOXZ2I5HPREPARINGIAVMEDICALIREPO RTINS

When a doctor is asked for a written medical report on a person he should avoid as far 45 possible technical |

guage, he should explain any technical terms that are essential, and he should not use i, Th;c‘:c an-
should be concise, have a clear structure, and be limited to matters relevant to the reason for the report p-]::-{
following headings are recommended. Herla

Report for criminal proceedings

1. The doctor’s particulars: full name, qualifications. and present appointment.
2. When the interview was conducted and whether any third person was present.
3. Spurces of information including any documents that have been examined.

4. Relevant points from the family and personal history of the defendant. Usually these can be brief, especially if
a social report is available to the court.

5. The accused person's account of the events of the alleged offtnce: whether he admits to the offence or has anoth-
er explanation of the events; and il he admits to it, his attitude and expressed degree of remaorse.

6. Other relevant behaviour such as the abuse of alcohol or drugs, the quality of relationships with other people,
general social competence, and behaviour indicating ability to tolerate frustration.

7. Mental state at the time of the assessment, mentioning only positive findings or specifically relevant negative
Ones,

8. A diagnosis in terms of relevant legal categories: in Britain the categories of mental illness, mental impairment,
and psychopathic disorder are used in the Mental Health Act. A more specific diagnosis can be added (such as
dementia or schizophrenia) but the court is unlikely to be helped by the finer nuances of diagnosis.

9. Mental state at the time of the alleged offence. As explained above, this question is highly important in law but
difficult to answer on medical evidence. A judgement is made on the points set out above: in summary,
present mental state, diagnosis, the accused person’s account, and accounts from any witnesses. If the per-
son has a chronic mental illness (such as dementia) it is less difficult to infer his mental state at the time of
the alleged offence than it is if he has a depressive disorder. which could have been more or less severe at
the former time than it was at the assessment. To add to the difficulty. the court does not simply require a
general statement about the mental state at the time, but a specific judgement about the accused person’s

intentions.
10, Fitness to plead is referred to when this is relevant (see p. 326 for further advice on this point).

11. Advice on further treatment is likely to be particularly helpful to the court. Any recommendations should be
' feasible and to ensure this the person making the report will need to consult colleagues if he cannot him-
| self carry out the whole of the recommended procedures. It is not the doctor’s rele to advise the court about
sentencing, although sometimes it is helpful to indicate the likely psychiatric consequences of different
forms of sentence that might be considered by the court (e.g. custodial vs. non-custodial).

Reports for compensation and other civil proceedings

The general principles are similar to those described above. It is essential to provide information about the !
l circumstances of the event and the immediate and later reactions to it. '

. —— - —— e —
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Fig. 22.4 Principal worrnes
about crime a3 reported by the
British Crime Survey, 2001/02.
{Reproduced by permassion of
The Home Office.)
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Victims of rape and other sexual assault often
suffer severe immediate distress, and many experi-
ence post-traumatic stress disorder and sexual dys-
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psychological effects of the experience and to identify
persistent symptoms that may require specialist

treatment.
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Further reading

Stone, |. H., Roberts, M., O'Grady, J.. Taylor, A. V., and
O'Shea, K. (2000). Faulk’s basic forensic psychiatry
Blackwell, Oxford.

A useful medivm length reference work,
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