Debbie doesn’t know that Cipram

is now indicated for

panic/disorder

... she just knows her doctor
made a logical choice

As a patient with Panic Disorder, Debbie is beginning to appreciate the

value of the Cipram treatment that her doctor has newly prescribed.

Of course, Debbie would no more talk of the recently extended indication

for Cipram than its high selectivity'?, good tolerability’, and low risk of

drug interactions“**. She just recognises the difference that Cipram

makes to the stability and quality of her iife.

L

Presentation: ‘Cipramil’ tablets 10 ma: PL 0458/0057, each containing 10 mg of citalopram as the hydrobromide.

28 (OP) 10 mg tablets £12.77. ‘Cipramil’ tablets 20 mg: PL 0458/0058, each containing 20 mg of citalopram as the
hydrobromide. 28 (OP) 20 mg tablets £21.28. Indications: Treatment of depressive illness in the initial phase and as
maintenance against relapse/recurrence. Treatment of panic disorder, with or without agoraphobia. Dosage: Treating
depression: Aduits: 20 mq a day. Depending upon individual patient response, this may be increased in 20 mg incre-
ments to a maximum of 60 mg.-Tablets should not be chewed, and should be taken as a single oral daily dose, in the
morning or evening without regard for food. Treatment for at least 6 months is usually necessary to provide adequate
maintenance against the potential for relapse. Jreating panic disorder: 10 mg daily for the first week, increasing to 20 mg
daily. Depending upon individual patient response, dosage may be further increased to a maximum of 60 mg daily.
Depending upon individual patient response, it may be necessary to continue treatment for several months. Elderly: 20 mg
a day increasing to a maximum of 40 mg dependent upon individual patient response. Ciidren: Not recnmmmded
Reduced hepatic/renal function: Restrict dosage to lower end of range in hepatic impai: Dosage not

Cipram?”
citalopram
now indicated for panic disorder

cardiac arrhythmias. Do not use with or within 14 days of MAQ inhibitors: leave a seven day gap before starting MAC
inhibitor treatment. Use a low starting dose for panic disorder, to reduce the likelihood of an initial anxiogenic effel
(experienced by some patients) when starting pharmacotherapy. Drug Interactions: MAO inhibitors (see Precaution
Use lithium and tryptophan with caution. Routine monitoring of lithium levets need not be adjusted. Adverse

Most commonly nausea, sweating, tremor, somnolence and dry mouth. With citalopram, adverse effects are in genel
mild and transient. When they occur, they are most prominent during the first two weeks of treatment and usually
attenuate as the depressive state improves. : Symptoms have included somnolence, coma, sinus tachyca,
occasional nodal rhythm, episode of grand mal convulsion, nausea, vomiting, sweating and hyperventilation. No speq‘
antidote. Treatment is symptomatic and supportive. Earty gastric lavage suggested. Legal Category: POM 24.1.95.
Further information available upon request. Product licence holder: Lundbeck Ltd., Sunningdale House, Caldecotte e
Busmess Park, Caldecotte, Milton Keynes, MK7 8LF. ® ‘Cipramil’ is a Registered Trade Mark. © 1997 Lundbeck Ltd.

necessary in cases of mild/mod renal impai Noi available in severe m\al impiument (creatinine
clearance <20ml/min). (omn-h\dhﬂons. Combined use of 5-HT agonists.,
and Lactation: Safety during human pregnancy and lactation has not been established. Use nnhy if potential beneht

outweighs possible risk. Precautions: Driving and operating machinery. History of mania. Caution in patients at risk of

April 1997, 0897/CIP/501/.
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Epilepsy in Infants “Quoted from Management of Pregnant
Women and Infants”

By Arib Ibn Said El Kateb El Kortobi
Othman Amami, Anwar Jarayeh
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This manuscript entitled “pregnant women and the infant” which was written by Arib Ibn
Said El Kateb El Kortobi (Tenth Millennium, 4th Hegire Millennium). The authors
involved themselves in this manuscript with epilepsy in the infant (symptoms, causes and
treatment) some observations has been put forward.

2. Sleim Ammar, “Medcin et Medecine
de Ulislam”, Editions TOUGUI -
Paris,1984.
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Attempted Suicide in Lebanon
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Abstract

The aim of the present study was to investigate the demographic characteristics
associated with attempted suicide. It was found that the attempters tend to be young
(adolescent or young-adults), unmarried and belong to the female sex, they also
tend to come from families that suffer from conflictual and disturbed parent-child
relationship. Psychological problems, particularly depression, tend to be assocciated
with attempted suicide. The major method used was medical drugs. All our results
are consistent with others reported in the Arab countries and international research.
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Abstract

Possession is regarded as one of the rare psychiatric syndromes even in Iraq. It has been
noticed recently that it is one of the commonest problem that psychiatrist faces.
Psychiatric, psychosomatic, organic diseases, like cancer, hypertension, D.M,, ...... etc.
has been treated by the so called Exorcism.

The aim of this study is to direct the attention to the size of this problem, the danger of
what is called Exorcism, who is responsible for spreading this belief?. ..

1000 patients consulting the primary mental health care clinic, has been told to have
possession and received treatment (Exorcism) for it, but invain.

Results revealed that females consulted more than males 58%, 42% respectively. The
commonest age affected 64% was of (20-39yr). 2/3 suffered from psychoses.
Sociodemographic factors vary. Aggressive type of treatment used, which resulted in
death of two patients.

There is urgent need to Educate the public about the dangerousness of such beliefs and
about the role of psychiatric methods used in disease management.
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Table 4: Body image problems (perceived ugliness)

Yes No
Suicidal adolescents 25.00% 37.50%
Neurotic adolescents 53.57% 23.31%
Control group 21.43% 39.29%
(x2=782 df=2 p<0.05)
Discussion Conflict  with  parents, especially

The use of ALCEQ is justified on the
grounds of it’s sound psychometric basis
as originated by Yeaworth et al.' and
replicated in a Turkish Study'’. Children
in Turkey are believed to have many
common variables with Jordan’s children
as they have a common cultural heritage.
The results of this study indicated that both
suicidal and neurotic groups experienced
significant stressful life events more than
the control groups. Also, suicidal
adolescents were slightly more stressed
than neurotic adolescents.

These results confirmed previous findings
of a positive relationship between life
events and suicidal rates'? %5754

concerning relationships with the opposite
sex in females, and scholastic performance
in males was a prominent feature in
precipitating  suicidal behaviour in
adolescents in this study.

In my opinion people in Jordan as a whole
place a considerable emphasis on the value
of the opinions of others and the
compliance to social pressures to excel at
school.  Also they have a double-standard
generally about females mixing with the
opposite sex which is not as strict with
male adolescents.

Further studies are needed to examines
many variables concerning deliberate self
harm in relation to comorbidity with other
psychiatric disorders, personality
characteristics etc.

pgY- sm—

i)Y dealal) e (oo ol A glae comany (panad jall psan Al pall 034 anias

vhiw g pde o phgee Jib ouilly ol gel BB Dla

v il yal) 5 sladl Saal Al o (ALCEQ) slasall Ll agale il il

o1a vie JLai¥) Y sladd 5355 of Yl SY1 o4 igma Blaal of il cals
onind) pe Auali Alaall 5 i g s jaal) il g JaY) pe CDMAY 8 5 &y paall Ll

97

. )';v\




Stressful Life Events

group) adolescents. Suicidal x =417.07,
Neurotic x = 346.75. On the other hand
results  indicated  that  significant
differences existed between suicidal
adolescents (Group I) the control group
(Gr. 3), the neurotic adolescents (Gr. 2)
and control group. (S-C: t = 453 p <
0.0011 NN-C: t=33.12p<0.01). There
were no parent deaths among the three
groups. Only one subject experienced
“sibling death” within groups one and two.
However, the incidence of “death of a close
friend” was found to be higher in the
suicidal group than the two other groups.
Of the thirty one experiences in ALCEQ
significant differences were found in four
factors among the three groups:
1. Conflict with parents, especially when
concerning the choice of a marriage

. Body

partner or relationships with the
opposite sex. (x2=10.36 p <0.001).
Frequency of this experience was
found higher in suicidal adolescents.

. “Starting to have friends of the

opposite sex” (x2 = 7.35 p, 0.05): This
experience had higher incidence in
suicidal adolescents.

. “Loss of a close friend” (x2 = 14.29, p,

0.01): Both suicidal and neurotic
adolescents suffered this experience
more than controls.

image problems “acne,
overweight, underweight, too tall, too
short....etc.. (x2 = 7.82 p < 0.05):
Neurotic group suffered more from
such experiences than the other two
groups: Table 1, 2, 3, 4.

Table 1: Conflict with family regarding scholastic performance

Yes No
Suicidal adolescents 56.00% 23.72%
Neurotic adolescents 32.00% 33.89%
Control group 12.00% 42.89%
(x2=1036 df=2 p<0.0l)
Table 2: Breaking with a close friend
Yes No
Suicidal adolescents 47.22% 22.92%
Neurotic adolescents 41.66% 27.08%
Control group 11.12% 55.00%
(x2=1429 df=2 p<0.0])
Table 3: Starting to have friends of the opposite sex
Yes No
Suicidal adolescents 54.17% 25.00%
Neurotic adolescents 16.66% 40.00%
Control group 29.17% 35.00%

(x2=1735 df=2 p<0.05)
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In this regard Nigerians and Saudi
Arabians would not be found to have
similar results concerning the effects of
their life events, using designs and
materials adopted from the Western studies
and without modifying them'.

For this reason some minor modification
in the content of some items of ALCEQ
were made before its application on this
study population. Modifications involved
the wording of the item concerning “the
first dating experience”, which was altered
to “starting to have friends of the opposite
sex”. Other items concerning their
actions, such as “marriage to second wife”
was added. However, this factor proved to
be a very rare event. Besides, two experts
has been consulted and they found that the
content validity of ALCEQ is not
influenced by such alterations.

Methods and Material

Over a period of three years data was
collected from three sample groups, which
consisted of 36 subjects with an age range
of between 14 and 19:

1. Group one:  Suicidal adolescent -
mean age 17.46: This group included
36 adolescents who had been admitted
to Jordan University Hospital during
the three years period starting in 1995.
Group two: Adolescents who
presented to the hospital with
complaints which were considered
neurotic such as types of anxiety
disorder, somatoform disorder or
dysthymia... Their mean age\ was
18.35. \

. Group three: Control group of
adolescents from schools located
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around the University. Their mean

age was 17.21.
The data was collected by using the
Adolescent  Life =~ Change  Events
Questionnaire  (ALCEQ)~. This
questionnaire was designed by Yeaworth,
York et al. It is based on concepts
contained in Holmes and Rahe “Social
Readjustment Rating Scale”, which was
developed primarily for adults®. ALCEQ
contains 31 events which are relevant to
the adolescent years. It was used in
Turkey after being found to have
acceptable internal consistency, reliability
and validity and a stable factorial structure
across samples and ages”. Children in
Jordan are widely believed to have and to a
great extent a common cultural heritage
with those in Turkey, which makes the
application of ALCEQ relevant.
Originally Yeaworth et al. obtained
weighting of ALCEQ by administering the
questionnaire to 207 subjects aged between
10-18, with a mean-age of 14.1.
Comparison of the total weight of life
change events for the three groups.
Student T Test was used.
Chi-square was used to determine if
statistically significant differences exist
among the three groups. The Fisher Exact
Test was used to determine between which
groups differences existed.

Results

There were no significant differences
between total life change events, the score
of suicidal adolescents and neurotic
adolescents (groups one and two). S-N:
t=1.27 p> 0.05. However, mean-score of
the suicidal adolescents was higher than
the mean-score of the neurotic (second
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Abstract

This study involves all suicidal attempts of individuals between the ages of 12-20
years who presented to Jordan University Hospital over a period of three years
starting in 1995. The above were compared in regards to changes that had occurred
in their lives with a neurotic disorders group and a control group. The data was
collected by using the Adolescent Life Change Events Questionnaire (ALCEQ).

The objective of this study was to examine the role of life events in precipitating
suicidal behaviour in adolescents in Jordan.
Results showed that conflict with their families, scholastic failure and breaks with
close friends are the most frequent events which precipitate suicidal behaviour in

adolescents.

Introduction

There is a clear increase of suicide rates
during adolescence, probably universally
and suicidal attempts are more frequent in
females®.

Suicide as an act and as a communication
may represent hopelessness, sclf-hate,
depression, displaced aggression and in
many cases a cry for help''.

In evaluating suicidal attempts there is
little difficulty in appreciating the risk in a
severely  depressed adolescent whose
clinical picture fulfills the criteria for
major depression, psychosis or drug
dependence. But as a Garrison (1991)
stated that by clinical experience most
suicidal adolescents do not demonstrate
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such severe pathology, and consequently
we have found that management decisions
are more difficult to make®.

A common pathway that leads to increased
vulnerability to suicidal behaviour involves
an early disadvantageous childhood and
family circumstances. These usually lead
to increased risk of psychopathology in
adolescence and consequently an increased
suicidal risk®. The effect of life events vary
from culture to culture for example losing
a partner or a job is considered highly
stressful. In other societies marrying one’s
child could be considered a quite a
stressful experience, especially when the
choice of marriage partner is a subject of
conflict between the family and the child.
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have been encouraged®, so it would be
sound to conduct a study recruiting a large
number of patients with delusions of
pregnancy. This may lead to devising the
culturally sensitive and specific methods in
the assessment and treatment of delusions
of pregnancy.
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testing.  All these factors are obviously
opcrating in sensitizing such women to
develop delusion of pregnancy even after
mere touching by caring nurses.

Like other cultures, the delusions of
pregnancy in Saudi female patients appear
to be thematic. The delusion might serve
the purpose of a wish-fulfillment in a
situation where a female patient is
divorced [case 1-4], separated from her
children [case 2-3], not bearing any child
[case 3] and sexually frustrated [case 6]. It
seems also that separation division of their
families, by marriage for example may be
an issue for Saudi female patients in terms
of physical separation from their children
who have either grown up or have been
taken from them by other family members,
including ex-spouses. The delusions of
pregnancy may also represent an attempt
to recapture the loss of a loved one, such as
a husband or child and probably in this
respect the delusion is purposeful.

In particular the role of women in Saudi
society is often limited to wife and mother.
This is an important factor in
understanding the abnormal psychology
and treatment of Saudi female patients. In
this context, the content of delusions of
pregnancy may be an unconscious attempt
to change the life situation of an otherwise
helpless, dependent female patient. The
delusions of pregnancy in female patients
[case 1, 2, 6] may be a purposeful
reflection  of sustaining the cultural beliefs
that pregnancy may be magically induced
by evil eyes and spirits like jinn. In the
same fashion the delusions of pregnancy in
female patients may be perpetuating the
strong religious belief that the Almighty
God is capable in doing all things,
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possible and impossible. The beliefs in
magic and evils spirits that may cause a
variety of diseases is not uncommon in
Saudi society. Similarly, the traditional
therapies, such as reading from the Holy
Quran, cautery, the use of honey and
black seeds based on strong religious
beliefs are rampant in Saudi Arabia”.

However, it is emphasized that expression
of psychotic symptoms, including
delusions, may differ according to cultural
themes. The authors further proposed that
differences in symptom expression between
ethnic groups can be explained by two
possible mechanisms that occur during
schizophrenic illness, 1) a release of
suppressed cultural attitudes and fears, 2)
an amplification of cultural themes.

Therefore, the  symptomatology of
psychotic patients are no more but
reflections of attitudes, expectations,

beliefs and fears of a society with a
distinctive culture and traditions.

Finally, there is no specific treatment for
delusions of pregnancy per se. Mono-
symptomatic hypochondriacal psychosis
presenting as delusion of pregnancy has
been successfully treated with pimozide’
and non-psychotic pseudocyesis by means
of psychotherapy'’.  Pseudocyesis and
delusions of pregnancy emerging in
chronic psychosis during relapses may well
be treated by appropriate antipsychotic
drugs as well. Besides biological
treatments it is suggested that early
discussion aimed at modifying the
psychosocial and cultural factors
contributing to the development of
delusions of pregnancy would perhaps be
the most effective intervention. Moreover,
recent investigations involving symptoms
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Although she had normal menstrual
periods plus a negative pregnancy test she
continued to entertain delusions of
pregnancy. She further reported that her
elder son was inside her abdomen as she
had performed pilgrimage with him three
months previously. Since this time she
believed she had become pregnant and
now had begun to feel fetal movements.
When she was counselled about facts
negating  pregnancy, including her
husband’s impotence due to severe heart
disease. she explained that Almighty God
can do anything. She was treated mainly
with lithium carbonate [blood level = 0.98
meq/1] along with brief counselling and
her delusions of pregnancy disappeared
within three weeks.

Discussion
The clinical vignettes of these female
patients conform to the concept of

delusions of pregnancy. This symptom is
defined as a firm and unshakable false
belief of pregnancy by a male or female
person.  Collectively all patients were
characterized by some sociodemographic
stressful and negative factors, including
marital problems, divorce, illiteracy, rural
background where superstitious beliefs are
very common, extended large families, low
socioeconomic class and dependent status.
Additionally, all presented with non-
retrospective  delusions of pregnancy
during active relapses of chronic psychoses
which is consistent with other case
reports®®. Exceptionally case 5 manifested,
besides delusional pregnancy shared
delusions of labour pains and childbirth,
whereas case 4 of chronic schizophrenia

uniquely developed sudden delusion® of
pregnancy lasting just three days.

At aetiological level, multiple
explanations could be invoked in these
patients. Notably all patients but 5 and 6
probably misinterpreted weight gain,
amenorthoea and vague abdominal
sensations in terms of false pregnancy.
These physical changes, plus spontaneous
lactation, tend to reinforce the idea of
pregnancy in chronic psychotic patients
with considerable fantasies. It has been
reported  that relatively intellectually
incompetent women tend to somatize their
stresses which arise from multiple revealed
sources. This somatic mode of
communication helps them in many ways,
such as seeking socially acceptable medical
consultations, attracting due attention and
respect of their spouse and relatives and
avoidance of hostile criticizms of being
labelled mentally ill. Similar mechanism
of cognitive misinterpretation of body

- sensations and physical changes had been
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proposed by other researchers™'.

Alternatively these somatic changes could
have been perceived subliminally by
patients for incorporating into their
dreams, just as visual subliminal
perceptions were reported to influence the
content of dreams”’. Likewise the incipient
organic changes can be perceived in
dreams before they reach consciousness®.
It is speculated that all this might have
contributed to the reinforcement and
eruption of the delusion of pregnancy into
patients’ consciousness.

According to Cramer (1971) delusion of
pregnancy indicates the presence of severe
ego pathology, primitive nature of the
psychology of the person and poor reality
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telephone hand set in working order and a
doll, for which she had intense delusional
love. She' liked it as her baby. She often
repeated that by magic she given birth to
the doll without pregnancy. She would let
the doll sleep on the bed with her. If
anyone tried to take it she would go into
temper tantrums. This complex behaviour
was rectified by removing the baby doll.
However, temporarily she showed intense
anger which was managed by sedation and
counselling.

Two months ago she developed psychotic
exacerbation, characterized by impulsivity,

persecutory  delusions and auditory
hallucinations but no confusion or
disorientation.  Additionally she suddenly

manifested delusions of pregnancy. She
said that her tummy is growing with a
baby inside. She reported that one female
nurse softly smacked her on her buttocks.
She interpreted it as intercourse which
resulted in pregnancy. She had been
postmenopausal for a long time. Besides
biological treatments a female social
worker discussed with her issues regarding
the delusional pregnancy. Within three
days her dclusions of pregnancy
disappeared completely.  Subsequently
whenever she was asked, “are you still
pregnant?”, she would shyly say “no”.

Case §

This 40-year-old, illiterate Saudi women
with a positive family history of mood
disorder had her first episode of
postpartum depressive illness 17 years ago.
She was adequatcly treated but no
prophylactic ~ therapy was  offered.
Therefore she had four further recurrences
of severe depression, two of them post-
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delivery and two after her daughters
marriages. Three years ago, she was
brought to the clinic in mania which
occurred just after the first normal delivery
of her daughter. Besides manic features
she communicated delusions of pregnancy,
labour pains and childbirth. She also
firmly believed that she, rather than her
daughter was pregnant. Likewise she, but
not her daughter developed labour pains
and delivered the baby girl. She was
further deluded that her daughter must get
rid of the baby girl otherwise some
unknown people might hurt both her
daughter and the baby. The patient was
treated with haloperidol, 30 mg/day,
diazepam, 20 mg/day, and benztropine
mesylate, 4 mg/day. Within eight weeks
all her manic symptoms disappeared but
she switched into depression which was
adequately treated with antidepressants.
Later she revealed in psychotherapy about
her apprehensions that, like herself, her
daughter might develop agonizing post-
partum depression. Notably her daughter
did not manifest any mental problem
following delivery.

Case 6

This 35-year-old, illiterate married Saudi
female patient is a case of mood disorder
diagnosed six years ago. In her first three
pregnancies she had episodes of depression
and hypomania, beginning at six months
into her pregnancy and resolving with
adequate treatment within seven months.
During the last three years she was notably
cuthymic. Two months ago she developed
a relapse of mania, this time while not
pregnant. However she strongly believed
that she was three months pregnant.
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term normal deliveries. But just after her
fourth delivery she developed psychotic
features of schizophrenia. Notably she was
pregnant for the fifth time and had a
similar episode post-delivery. For these
psychotic breakdowns she was treated with
neuroleptics in several  hospitals.
Throughout she had regular menstrual
periods with a considerable gain in weight,
(particularly in her abdomen). There was
no evidence of cognitive impairment. At
age 41 she developed acute relapse
following divorce. This time, besides other
psychotic  features she delusionally
believed that she was nine months
pregnant. Additionally she complained of
vague abdominal pain and fetal
movements. Sometimes she related that
she became pregnant by magic through
evil spirits. Other times she attributed it to
a female nurse who performed intercourse
with her. Arguably she believed that the
baby did not have the will to be delivered.
In the hospital she was treated with
adequate doses of antipsychotic drugs.
Simuitaneously she had brief
psychotherapy in which delusional
pregnancy was the focal point of reference.
The delusion of pregnancy was improved
within nine weeks.

Case 3

This 35-year-old illiterate Saudi female
patient with eight years of chronic
schizophrenia was brought to the hospital
with an acute psychotic relapse four
months ago. In the past she had been
treated with antipsychotics,
electroconvulsive therapy and supportive
psychotherapy. The  psychotic
decompensations, including the most
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recent onc were due lo marital stresses,
such as two recent divorces and
deprivation from her three children who
were taken by ex-spouses. Notably these
children were rarely allowed to visit her.
After her third marriage three years ago
she did not conceive and was persistently
preoccupied with this problem. The
current three weeks relapse was
characterized by psychotic features
including  delusions of nihilism,
inappropriate  emotions and  autistic
thinking.  Furthermore the patient was
delusionally preoccupied with the belief
that her three children had been killed. She
also reported that she was four months
pregnant. She also stated that she often
perceived sensations of a moving fetus.
She also had hypomenorrhoea.  She
reported no nausea and vomiting but
insisted a follow-up by an obstetrician.
The detailed investigations, including
abdominal CT were negative. She was
treated with antipsychotic drugs and brief
psychotherapy.  Following 10-weeks of
combined therapy she remained defensive
but stopped entertaining delusions of

pregnancy.

Case 4

This 56-year-old, unmarried Saudi woman
was suffering from schizophrenia for 15
years. Although she was clinically
maintained on chlorpromazine, 100
mg/day, and trihexiphenidyl, 2 mg/day, the
institutionalized course of her illness was
often  characterized by  psychotic
exacerbations and partial improvements
effected by antipsychotic medications. It
was also recorded that she had preferential
liking in keeping articles, such as a
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psychotic types. Although symptoms of
gravid state are helpful in the diagnosis of
pseudocyesis'’, this is not its sole
determinants>®!!.  This condition was
reported in patients having somatoform
(hysteria) disorder, depression,
schizophrenia'®®, and monosymptomatic
hypochondriacal psychosis®®.  The
pseudocyesis may’?, or may not?, be

associated with infertility. Pseudocyesis
has also been conceptualized both as a
form of hysterical conversion”, or the
affective equivalent™. It afflicts both
genders and in females may occur before
or after the menarche or menopause. It
has been very rarely reported in childhood
and adolescence. 2) simulated
(malingering) pregnancy; here a person
professes to be pregnant knowing he or she
is not. The patient’s objective as to falsify
pregnancy is easily identifiable. 3)
pseudopregnancy; caused by- a genuine
ovarian tumour associated with endocrine
changes mimicking pregrancy™'’, and 4)
Couvade syndrome; a husband develops
symptoms of pregnancy when his wife
becomes pregnant but knows that he is not
pregnant®.

In the genesis of delusions of pregnancy
nonbiological factors appear to be of
greater significance. Therefore, from those
perspectives we report six cases of
delusions of pregnancy identified in
Buraidah Mental Health Hospital, Saudi
Arabia.

Case 1

This 35 year-old illiterate Saudi female
patient was suffering from schizophrenia
for 14 years and had multiple admissions
due to relapses which were mainly
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attributed to five consecutive pregnancies.
During each relapse she showed partial
response to antipsychotic drugs. A year
ago she was divorced, and subsequently
she, along with her five children moved to
live with her brothers who were the sole
care takers. Immediately after divorce she
developed psychotic relapse and was
hospitalized. = Besides other psychotic
features she manifested bizarre delusions
of pregnancy of five month duration. She
also perceived vague abdominal sensations
from a moving fetus. She reported that her
tummy had bulged out because of
progressive pregnancy. She repeatedly
requested doctors to palpate the abdomen
for checking her pregnancy and to transfer
her to the maternity hospital. On
psychological exploration it was revealed
that she had not had any sexual intercourse
following her divorce. But six months
before she had vivid dreams of multiple
sexual intercourse with her ex-husband.
According to her, soon after she became
pregnant magically. Physical and systemic
examinations were negative and so the
relevant investigations. But she did have
eight months of neuroleptic-induced
amenorrhoea. Besides supportive therapy
twice a week she was treated with
trifluoperazine, 30mg/day, benztropine
mesylate, 2mg/day and depot fluphenazine
decanoate, 50 mg, IM monthly. Besides
overall improvement delusions of
pregnancy were encapsulated within six
weeks.

Case 2

This 43-year-old divorced illiterate Saudi
woman had 14-year  postpartum
schizophrenia. Initially she had three full-
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changes in gender role when more women
began to take the roles of men, which in
fact invited additional stresses and strains
on women.

The delusion of multiple pregnancies and
births*'® is comparatively very rare, and
therefore delusional single pregnancies
remain the most common presentations.
Recently researchers from India reported
delusional animal pregnancies in eight
male patients after they alleged being
either touched or bitten from a dog. The
delusional pregnancies were explained by a
cultural belief which states that a dog bite
can evolve into a puppy pregnancy in
human males". The diagnostic breakup of
these patients was; obsessive compulsive
disorder [n=3], anxiety-phobia [n=2], and
solitary symptoms of delusional animal
pregnancy [n=3]. Interestingly, one of the
patients was an eleven-year-old child who,
due to the aforesaid cultural belief,
allegedly vomited out an embryo of a dog
fetus. The delusion of pregnancy,
retrospective'®®  or  non-retrospective,
might persist in a patient from few days,
i.e., 7 days®, to many years, i.e, 10 years>'s.
However, early intervention frequently
does lead to quick recovery from the

symptom.

Aetiological Explanations of Delusion
of Pregnancy

The aetiology of delusions of pregnancy
and pseudocyesis may be the same. But it
is determined by multiple factors. These
factors are grouped into the following; 1)
organic factors as found in cases of mental
subnormality and degenerative neuro-
logical disorders™*, 2) psychodynamic
models where delusions of pregnancy are
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explained by rebirth fantasy’, wish-
fulfillment, parental deprivation, over-
identification, rivalry and projection'’, loss
of love or of a loved object®,
overwhelmingly emotional relationships
with pregnant women", disturbed family
dynamics'®, sexual identity confusion'?,
and an intense ambivalence about
pregnancy'®, 3) primary somatic sensations
arising from abdomen and other parts of
the body™'®"' and endocrine body
changes™'** are misinterpreted as signs of
pregnancy, and 4) sociocultural, where the
social and cultural constructs and beliefs
are utilized in the interpretations of
delusional pregnancy. These invoked
concepts are chronic social deprivation,
excessive societal pressure on women to
have a large number of children'®, a dog
bite evolving into animal pregnancy",
expression of stresses and experiences into
delusion of pregnancy, belief in spiritual
deities and evil eye inducing pregnancy. It
is prudent to comment that in each case or
delusions of pregnancy or pseudocyesis
there might be single or multiple
explanations. It is equally important to
extensively explore the settings and
circumstances in which the delusions of

pregnancy develop in a person.
Differential Diagnosis of Delusions of
Pregnancy

Delusions of pregnancy should be

differentiated from four main related
disorders. These are: 1) pseudocyesis
(false pregnancy), characterized by a
fleeting idea or conviction of pregnancy in
a non-pregnant young woman who often
complains of somatic manifestations of the
gravid state'”'®, and is of non-psychotic or
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Abstract

Delusion of pregnancy is an uncommon symptom and has been reported both in
male and female patients who suffer from a variety of organic and functional
psychiatric disorders. Six Saudi females who developed this symptom in the course
of chronic schizophrenic [n=4] and affective [n=2] psychopathologies are reported.
It is concluded that this symptom in female patients subserves multiple sociocultural

functions.

Introduction

It is documented that the first case of
delusion of pregnancy was reported by
Esquirol in the 19th century'. Since then it
has been described in a wide variety or
organic and functional neuropsychiatric
disorders. The organic disorders are senile
dementia. general paresis of insane, post-
encephalitic Parkinson syndrome, epileptic
psychosis, mental retardation and delusion
of infestation'™**  while functional
conditions include schizophrenia and
schizoaffective disorders, monodelusional
states, mood disorders, melancholia and
somatoform disorders*. The drug-induced
lactation and amenorrhoea accompanied
by breast changes may also induce
delusion of pregnancy in young girls’.
Notably delusions of pregnancy is not a
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disease but a symptom with heterogeneous
explanations.

Sociodemography of Delusions of
Pregnancy:

The epidemiology of delusions of
pregnancy is not known and its occurrence
is rare. However, recent reports
emphasized that it is rather common® .
This symptom has been described in aduit
males'*4$&101L12 - and female patients®”,
who may be either educated, illiterate or
intellectually subnormal.  Further, they
may be single, married or divorced.
Moreover, the female patients may be
postmenopausal,  virginal or both"
Recently more cases of delusions of
pregnancy have been reported in females
than in males. This sex-divergent shift
may be due to purely bias reporting or
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Depression in Spinal Cord Injury

between being depressed on the initial
assessment and being depressed for
approximately one year following the
injury. This finding is supported by
previous studies performed by Lawson'',
Malek and Neimeyer'’, who found that
depression during the initial
hospitalization was predictive of poor
long-term adjustment.

In the present study it was found that SCI

patients maintained high scores on the
depression scale (BDI = 16.0).

The lack of reduction in depression in the
SCI group may well be difficulties
resulting from SCI. In addition the stress
of coping with architectural barriers. This
means finding access to public buildings
etc. for people who are in wheelchairs
difficult, (thus causing stress in coping, as
stated), economic costs, vocational
limitations, strains on family roles and
relationships and demands upon others

who lack an understanding of SCI persons
resulting in unnatural interactions.

Such problems are found to be clearly
obvious for our patients. One possible
explanation is that our community still
lacks the correct facilities and cultural
adjustments which makes it difficult for
the SCI patient to be adapted for and
accepted easily into socicty. Also, most of
our patients are of poor socioeconomic
class which adds to the difficulty in
making some adaptations to ease their
lives. It is also important to provide more
psychological services and assistance
which could enhance adjustment to SCI.
Subjects in this research are being followed
up to one year post injury. It is necessary
to have further studies and to follow up
SCI persons for a longer period in order to
determine  whether this pattern of
prolonged depression remains.
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was designed to assess the severity of
depression in adolescents in Jordan by
Hamdy and his colleagues and was found
to be reliable as well as valid’.

The BDI consists of 21 statements. In
scoring the inventory self-evaluation
statements for each symptom category are
numerically graded to reflect the range of
severity, from neutral (0) to maximal (3).
The possible total score range is zero to 63.
Scores of zero to 9 indicate no depression,
10-15 mild depression, 16-19 moderate
depression, 20-29 moderately severe, and
30-63 severe depression.

Results

Evaluation throughout the acute treatment,
rehabilitation phase and out patient follow
up using T.Test showed that SCI patients
differs significantly from the control group
by having higher scores on the depression
scale in the first assessment and
moderately significant on discharge after
10-12 weeks and reassessment on the out-
patient clinic after 10-12 weeks following
the second assessment, as shown in Table
2.

Table (2)
Scale SCI(N=38) Control (N = 38) P - Value

BDI 1 30.1 9.2 0.001

BDI 2 20.3 8.1 0.01

BDI 3 16.0 8.3 0.05
BDI 1 = Beck Depression Score on the first assessment
BDI 2 = on discharge
BDI 3 = assessment in the out patient clinic
Discussion maintained at higher levels on the

Results demonstrated that psychological
upset is a reality for a significant number
of SCI persons within the first year of
spinal injury in comparison to a matched
control group.

This finding is consistent with some other
research findings which have found
similar levels of depression present in SCI
persons>***.  Our results indicated higher
scores on the revised BDI scale than other
research into psychological adjustment
following SCI which indicates that
psychological morbidity decreases over
time”®°.

Comparing this to the present study;
depression decreases across time but was
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depression sclae, (BDI3 = 16.0 = moderate
depression).

There are models which suggest that
people with SCI progress through a series
of psychological stages, whereby the
passage of time alleviates psychological
distress. A common example of the stage
include shock, denial, anger, depression
and acceptance. Some clinicians have
suggested a requirement of mourning
model>'®, which states that it is necessary
for a person to mourn his loss through the
display of depressive behaviour in order to
adjust well to SCI. However this theory
was not supported by the present study
which showed a positive correlation
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recurrent thoughts of death, suicide
ideation or suicide attempt.

Failure to recognize depressive illness, or
differentiate grief from depression may
adversely influence both the short and long
term rehabilitation of SCI patients. In an
attempt to clarify some of these questions a
prospective study was conducted to assess
the prevalence of intensity of depression
following SCI in a group of Jordanian
patients.

Method

The Royal Jordanian Rehabilitation Centre
(RJRC), King Hussein Medical Centre in
Amman, is the only specialized centre in
Jordan that has the capability to provide

the appropriate care for SCI patients.
Thirty-eight SCI patients, mean age 30.4
years, who were admitied to the RIRC
within one or two weeks of sustaining their
trauma were asked to participate in this
study. Only subjects who sustained a
traumatic SCI, had no head injuries or any
pre-exiting psychopathology or organic
mental disorder and were at least 17 years
of age were selected for the study.

The sample was divided into 28 paraplegia
and 10 tetraplegia. The majority had
complete lesions, 51%, while 43% were
incomplete. The main cause of injury was
due to road traffic accidents (RTA),
followed by falling down and bullet
injuries (Table 1).

Table (1)
Reason for Injury Percentage
Road Traffic Accidents 54%
Falling Down 24%
Bullet Injuries 20%

Assessment took place on three occasions:
1. 8-12 weeks post injury, when patients

were mobile in a wheelchair and

attending rehabilitation therapies.

On discharge from hospital, 10-12

weeks following the first assessment.

. In the out-patient follow-up clinic, 10-
12 weeks following the second
assessment.

Assessment was not carried out during the

acute stage following SCI, since this period

is -characterized by complete bedrest,
sedation and lack of sensory stimulation,
which make it an unprecise stage.

By 8-12 weeks the majority of patients,

having made the transition to a wheelchair

and sufficient time to realize the
implications of their injury and the long
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struggle they will have to face in the future
as well as the present are seentobeina
more appropriate position to begin
assessment.

The control subjects were a group of able-
bodied persons with no permanent history
of psychopathology, matched for the SCI
group for age, sex, education, and as far as
possible  occupation. Subjects who
volunteered were recruited from technical
colleges, hospital auxiliary staff and
acquaintances known to the research team
suitable for selection criteria. The time
frame for assessment was the same as for
the SCI group.

All subjects were interviewed individually
and asked to complete a Depression
Inventory (Beck 1987). This instrument
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Abstract

This paper involved 38 patients who sustained spinal cord injury (SCI). Beck
depression inventory was applied to them and to a similar number of a control
group. The assessment took place on three stages: 8-12 wecks following the injury,
on discharge from hospital 10-12 weeks later and as an outpatient 10-12 weeks

later.

The results showed that there was a significant difference between the study

group and the control group. The results were discussed.

Introduction

The traumatic nature of spinal cord injury
(SCI) necessitates loss. These patients
suffer from physical symptoms such as
immobility. loss of sensation, impaired
sexual function incontinence and pain that
may often result in vocational and social
losses and place great demands on family
roles and relationships.

Depressed mood is thought to be common
after SCI. but the nature of this mood
disturbance is debated. Previous opinions
viewed depression as an almost inevitable
consequence’ and suggested that denial
was occurring if a patient was not
experiencing depression and was a cause
of concern. However, these opinions were
mainly based on subjective, anecdotal
evidence rather than on empirical
evidence.
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Empirical studies report depression to be
present in only 20-45% of patients>*
indicating that severe psychological
disruption is not an ingvitable consequence
of SCL

Depressive illness must be differentiated
from other mood disorders such as
despondency, grief, conservation,
withdrawal and regression.

A depressive illness based on DSM-R
(1992) characterized by a pervasive
lowering of mood, with loss of interest or
pleasure in all, or almost all activities and
pastimes. Depressive symptoms include
sleep and  appetite  disturbance,
psychomotor retardation or agitation, loss
of energy or fatigue, feelings of
worthlessness, self reproach or excessive or
inappropriate guilt, poor concentration
and slowed thinking, indecisiveness and
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Child Mental Health in Gaza

Table (2): Child Psychiatric Scores (Rutter Scale, N = 150)

Mental Health Paediatric Primary Health
Centre (N =50) | Hospital (N=50) | Centre (N =50)

Disorder (above cut-off)* 35 (70%) 15 (30%) 9 (18%)

Mean conduct score** 33 1.2 0.9

Mean hyperactivity score*** 3.2 22 1.9

Mean Neurotic Score*** 2.5 1.5 1.0

Mean total score** 18.5 10.0 7.1

*  chi square: p <0.0008,

** Kruskal-Wallis One-Way ANOVA: p < 0.005,
*** Kruskal-Wallis One-Way ANOVA p 0.01
Discussion curriculums,  particularly in  new

This study described the mental health
characteristics of children referred to
Primary Health, Paediatric and Psychiatric
Services in the Gaza Strip. This is a
heavily populated area and the child
population carries several risk factors for
developing psychiatric disorders,
particularly the exposure to war trauma.
Most Health Care Services have been
developed in the last few . years, are well
co-ordinated and accessible to children and
their families. Although the general health
problems have not been described in this
paper the primary reasons for referral
appeared appropriate both for General
Practice and Hospital Paediatrics.

The findings on child mental health
problems highlight two interesting patterns.
Firstly, children referred for general health
problems had significant psychiatric
morbidity of between 18-30% according to
parental reports. This is similar to findings
from studies in general practice and
paediatric services in western societies, and
indicates the need for liaison and
consultation work by child and adolescent
psychiatrists to other child health care
professionals. Also, the need for
incorporation of child psychiatry teaching
in  undergraduate and postgraduate
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universities and medical schools.

The nature and presentation of child mental
health problems is possibly related to
cultural factors. Many children seen at the
mental health centre (n = 21 or 42%)
primarily had some form of somatic
presentation (particularly enuresis, which
often underlies emotional and behavioural
problems).  In this group it is important {o
establish the links between physical
presentation, developmental delay and
mental health symptoms’.  Only three
children had a primary clinical diagnosis of
emotional disorder. The authors have
recently reported concemning samples of
other children and adolescents from the
general population of the Gaza Strip who,
on more detailed investigation were found
to present with high rates of anxiety and
post-traumatic  stress disorders®®. As these
services evolve it is anticipated that
emotional problems and disorders will be
increasingly recognised always in the
cultural context of this society. For this
reason it would be very interesting to
repeat this study at a later stage. Also, to
establish relevant referral patterns and child
mental health characteristics in other Arab
Countries.
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Arabic version). The Rutter Scales’ have
been standardised and widely used as a
measure of behavioural and emotional
problems in epidemiological research. The
scales consist of 31 items rating
behavioural and emotional problems on a
0-2 scale. Children with a total score of 13
or more have been found to be potential
“cases”, i.e. presenting with a possible
mental health disorder. Scores are also
provided for the hyperactivity, conduct and
neurotic subscales.

Results

Out of the 150 children, 88 were male
(59%) and 62 female (41%). The mean age
was 8.9 years (range 6-13). The majority
of families (N=121, or 80.7%) had at least
four children. Large families (with at least
four children) were more likely to be
referred to the Mental Health Service (x? =
7.8, DF =2, p=0.02), which is consistent
with previous findings that family
overcrowding is a rnsk factor for child

psychopathology. Forty-two fathers (28%)
were unemployed or unskilled workers, and
four fathers (2.7%) had a criminal record.
Eleven mothers (7.3%) had established
psychiatric illnesses, these being evenly
distributed among the three groups (x*=
42,DF=2,p=0.12).

The psychiatric diagnoses as made by the
clinician according to ICD-10 criteria® are
presented in Table 1. Only two children
seen at the Pediatric Hospital reccived a
psychiatric diagnosis (conversion/hysteria)
while none of those referred to a Primary
Health Centre were. However, when
presence of possible disorder was
established by scores on the Rutter Scales
prevalence rates were high among all
groups. The rates of children whose total
mental health care score indicated a
disorder were: 70% of referrals to the
Mental Health Centre, 30% of referrals to
the Paediatric Hospital and 18% of children
seen in Primary Health Care (x? = 32.9, DF
=2, p <0.0005 — Table 2).

Table (1): Child Psychiatric Diagnosis (N = 150)

Diagnosis Mental Health Paediatric Primary Health

Centre (N =50) [ Hospital (N =50 Centre (N =50
| Depression 1
Phobia 1

Hysteria 1 2

Post-traumatic stress 1
Conduct disorder 6
Hyperactivity 3
Enuresis 18
Encopresis 2
Learning difficulty 7
Specific language disorder 5
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rose to 47% for reported psychological
factors associated to somatic presentations.
Less is known about the rate and nature of
child mental health problems seen in
different Health Care Settings in non-
western countries. In a two-stage study in
Nigeria' it was found that 20% of children
treated in Paediatric Primary Care had a
psychiatric  disorder (6%  depressive
disorders. 4.7% anxiety-related disorders
and 6.1% conduct disorders). The aims of
this study were (1) to identify the mental
health characteristics of children referred to
three types of Health Care Services in the
Gaza Strip. and (2) to compare the type of
mental health problems among referrals to
these services.

Method
The study was completed in the Gaza Strip,
which had a population of 860,369 in 1995,
excluding returnees from abroad after the
peace process. The Gaza Strip has a high
population density of 2,300 people per km?,
which is a psychosocial risk factor for child
psychopathology. The total refugee
population is 62.6%. About 55.1% live in
eight crowded camps. and 44.9% live in
villages and towns. Half of the population
(50.8%) are younger than 15 years of age.
In 1995, the annual infant birth rate was
494 per 1000 population, the infant
mortality rate was between 26-50 per 1000
infants. and the general population death
rate was 8 per 1000. Respiratory diseases
and diarrhoea are major causes of infant
morbidity and mortality. The annual
increase of population growth in the Gaza
Strip is 4.5%.
Referrals were selected from the following
Health Care Settings:
a) A Community Child Mental Health
Service in Gaza. The Mental Health
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Centre was established in 1994,
together with a Community Mental
Health Centre in the Khan Younis
area.  Referrals are made by other
clinicians, schools and parents. There
are two Community Clinics for both
children and adults, as well as an out-
patient clinic at the Gaza Psychiatric
Hospital. These services are managed
and clinically supervised by the first
author.

b) Five Primary Health Centres in Gaza
and Rafah City. These Primary Health
Care Settings are usually drop-in
Centres without a referral procedure.
In total, there are 31 Primary Health
Care Centres distributed in the five
districts of the Gaza Strip, ten of which
operate a 24-hour service. The United
Nations run similar clinics in the
refugee camps in the Gaza Strip. The
majority of cases are seen by General
Practitioners and there are weekly
Specialist Clinics.

¢) A Paediatric Hospital (Gaza El Naser —
Out-patient and In-patient
Departments). This is the only
Paediatric Hospital in the Gaza Strip,
although there is one Paediatric
Department at the Khan Younis
General Hospital. The hospital has
240 beds and accepts emergencies and
routine out-patient referrals from the
Primary Health Centres.

Fifty consecutively referred children

between the ages of 6-13 years were

selected from each Health Care Setting,
excluding established cases of moderate to
severe learning disability. Data were
collected  concerning family and
socioeconomic status and primary reason
for referral. In addition parents completed
the Rutter Scales for their child (form A2,
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Abstract

Objectives: To describe the mental health characteristics of children referred to
various health services settings in the Gaza Strip.

Method: The sample consisted of 150 children between 6-13 years of age, who
had been referred to a Community Mental Health Centre, five primary health
centres and a paediatric hospital N=50 for each group). Parents completed the
Rutter A Scales on behavioral and emotional problems and clinicians made an
ICD-10 psychiatric diagnosis.

Results: there was a high rate of somatising disorders among children referred to
the Mental Health Centre (42%). Parent-reported rates of significant mental health
problems were high for all groups, i.e. 70% in the Mental Health Centre group,
30% in the paediatric group and 18% among children referred to Primary Health
Centres.

Conclusions: Children primarily referred for physical health problems may have
underlying psychiatric disorders. Liaison with Child Psychiatry Services and
ongoing training in child mental health issues are important for Primary Health
Care and hospital staff.

Key words: child, mental health, psychiatric, Gaza.

Introduction which were associated with family
Children with mental health problems and ~ breakdown and parental stress. The same
disorders are seen by a variety of Health  authors found a psychiatric prevalence of
Services and Health Care Professionals,  28% among the same age group of referrals
often in an uncoordinated way. Garralda  to general paediatrics, which was mainly
and Bailey'® found that 23% of children  accounted for by emotional disorders (two-
between 7-12 years of age attending thirds of psychiatric disorders). The rate
General Practice had psychiatric disorders
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Sociocultural Factors

b. Precipitating factors: These are events, and causally associated with the onset
losses or stresses that are temporarily of the psychiatric  disorder.
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In Los Angeles Koegel et al (1988)*
showed the difficulty of assessing
psychiatric problems in homeless people

without adjusting for their social
circumstances. They found that the
lifetime  prevalence of  antisocial

personality  disorders among the sample
dropped by 10% when three items were
removed from the assessment. These items
were: not having a regular place to live,
not working for six months, and having
three or more jobs in the past three years.
They were removed because they did not
correlate with childhood conduct disorder,
which is important in reaching the
diagnosis of antisocial personality disorder
in the DSM-III. These items appeared
related to homelessness rather than
personality disorder.

The examples above illustrate that
neglecting cultural and social factors can

lead to a distortion of diagnostic
information and may invalidate the
assessment. Much of the research on

homeless people has overestimated the
diagnosis of psychosis in the psychiatric
surveys undertaken’. It was suggested that
this was due to the failure of the
interviewing psychiatrists to control the
adaptation of these individuals to
homelessness'’.  Moving homeless people
to a less stressful environment resulted in
the disappearance of psychotic symptoms
in some of the homeless mentally il1%.

The current debate about the increases rate
of the diagnosis of schizophrenia among
second generation West Indian patients is

relevant'®. It might be an example of our
ignorance of the role of socio-cultural
factors’.
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The Socio-Cultural Factors and
Psychiatric Training
The psycho-social formulation was a
device that was used to identify the
psychological and social characteristics of
the patient that makes him unique and that
are important in patient care. From this
arosc the dynamic formulations' that
served to include psychodynamic factors in
psychiatric assessment.

It is important to give the same emphasis

to socio-cultural factors in clinical

psychiatric assessments.  Training and
education in this area should be an integral
part of the requirements for the

Membership of the Royal College of

Psychiatrists (MRCPsych).  The socio-

cultural factors that need to be emphasised

in training could include™'*:

a. Social variables:

Age

Sex

Social class

Employment / Unemployment

Social activities / support

Life events / losses

. Social needs

Cultural variables:

1. Ethnic origin / Immigration

2. Family systems

3. Health beliefs

4. Religious / Spiritual beliefs

These could be considered within the

framework of:

a. Vulnerability factors: Long standing
characteristics that are not temporarily
associated with the onset of psychiatric
disorder but contributed to the
actiology by making the patient
vulnerable to the social, psychological
or biological precipitating factors.
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Sociocultural Factors

impression that the course of these
disorders is  mainly  biologically
determined”. The WHO pilot study of

schizophrenia” which showed a different
outcome of the disorder in different
cultures is one of many illustrations of the
importance of the “social course” of
psychiatric disorders®.  Studies of the
relationship between mental illness and
socio-demographic  variables, such as
gender. social class. ethnic origin, marital
status and age indicate the influence of
these variables in the origin and course of
these illnesses'.

Interest in understanding psychiatric
illnesses through sociology and social
sciences increased after the Second World
War. Pioneers of modern psychiatry have
strongly emphasised the importance of
social factors in psychiatry'“®. In the
fifties the development of chlorpromazine
and the demonstration of its effectiveness
in  controlling the  symptoms of
schizophrenia  stimulated  interest in
biological psychiatry'’. One view was that
psychiatric disorders were fundamentally
diseases of the brain in their aetiology,
course and outcome.

On the other hand an extreme sociological
perspective of psychiatric nosology is of
psychiatric disorders as medical terms
imperfectly applied to problems in human
relationships'>. The labelling theory sees
psychiatric diagnosis as stigmatising and
handicapping’®.  Psychiatric treatments in
this model are perceived as methods of
social control, mainly serving to suppress
distress rather than eliminate it's. The
anti-psychiatry views of Laing, Szasz and
Basaglia completely ignore biological
aspects of psychiatric disorders'”.
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Together with differences in research
methodology and ideology’, these writings
have made sociology and social sciences
seem as if to be in opposition to psychiatry
instead of being a contributing science'’.
A proper understanding of psychiatric
disorders,  their  actiology, course,
management and outcome must draw on
contributions from both the biomedical and
social models.

Limitations of Biomedical Psychiatry
In there classical study, Hollingshead and
Redlich (1958) “found that psychiatrists
tended to be class biased in their
assessment, diagnosis and treatment of
schizophrenic patients. The authors
concluded the class bias of the
psychiatrists, who themselves were middle
class.  Psychiatrists gave different
diagnoses and treatment to patients from
lower classes who presented the same
problems as those form higher social
classes. This might have been a result of
ignorance and unfamiliarity with the social
circumstances and environmental
conditions in which the patients lived.

In a research project to assess the
psychiatric needs of homeless hostel
residents’, the Social Behaviour Schedule
(SBS) was used to detect behavioural
problems  associated with  chronic
psychiatric disorders”. A hostel resident
scored positive on the following SBS
items: posturing, mannerisms and talking
and laughing to himself. On closer
inquiry, it was discovered that these
“behavioural problems: were the resident’s
daily Muslim prayers in the hostel corridor
which he used because there was no space
in his cubicle to pray.
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Abstract

Social and cultural factors are very important, although they are both neglected
aspects of the psychiatric health of the population. One example is the finding of a
link between unemployment and the rising incidence of suicide in young men'.
Psvchiatric training is sometime dominated by biological thinking which takes little
account of social and cultural factors. This may limit understanding of these
important factors and thereby reduce the effectiveness of psychiatric management.
The adoption of the psychodynamic formulation by the Royal College of
Psychiatrists has managed to put psychological factors into the curriculum of
training in clinical psychiatry. A similar emphasis on social and cultural factors is
needed to ensure trainees awareness of these factors.

Introduction - speciality and has probably wasted
Since  Koch identified and isolated the  opportunities to develop more effective
bacillus responsible for tuberculosis at the  preventive medicine'.

end of the nineteenth century there has  Psychiatry is a speciality within medicine
been within medicine both narrow and and some psychiatrists have been keen to
broad conceptual approaches. The narrow  be seen to be as biologically oriented as
approach saw disease as consisting of their colleagues in other medical
biologically determined causes and often  specialities. Of the papers presented to the
failed to account for social, environmental 1992 American Psychiatric Association,
and psychological factors. Infections were  86% were biomedically oriented’. In
often viewed by physicians in micro- Britain the Medical Research Councils list
biological rather than in public health  of priorities in researching schizophrenia
terms inspite of the inability of is dominated by  genetic and
microbiologists to explain why epidemics ~ neuropsychiatric investigations'.
happened during certain times and places.

This mono-causal biological bias of  Social Factors in Mental Health
medicine has repeatedly threatened the A narrow perspective on the natural
potential prospects of Public Healthasa  history of mental disorders would give the
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Pharmacotherapy of Opiate Misuse

treatment'”. Buprenorphine is
administered sub-lingually and it is
recommended that its administration is
supervised in view of its highly soluble
property: it could be easily prepared for
injection and tablets can also be ground up
and sniffed.

The use of injectable drugs should only be
done under strict controlled conditions of a
drug specialist clinic".

A true advance in substitution therapy is
the recent introduction of Ix-acetyl
methadol (LAAM) approved by the US
Food and Drug Administration in 1993. It
is the alternative to methadone with the
advantages of slow onset of action, long
acting effect, oral administration and
active metabolites. Peak therapeutic
effects are observed within 90 minutes or
oral administration and active metabolites.
Peak therapeutic effects are observed
within 90 minutes or oral administration
with maximum effects by 4 hours
persisting for 72 hours. Single doses of 30
- 60 mg of LAAM suppress withdrawal
symptoms for 24 - 48 hours and repeated
oral doses of 70 - 100 mg 3 times weekly

block the subjective “high” of subsequently
administered heroin for up to 72 hours’.
The recommended starting dose is 20 - 40
mg 3 times per week, which should be 1.2
- 1.3 times the current daily dose of
methadone but not to exceed 120 mg'*.
Buprenorphine as maintenance treatment
is still under development and has not been
licensed in the USA or the UK as a
treatment for opiate dependence. Studies
showed that it is a good alternative to
methadone and naltrexone treatment. It is
well accepted by patients who have a mild
withdrawal syndrome, which facilitates its
discontinuation. - It reduces opioid and
possibly cocaine abuse, and has greater
safety and lower diversion potential to the
black market than methadone’.

In summary, there have been true advances

in the pharmacotherapy of opiate
dependence.  Lofexidine is an effective
non-opiate  treatment for withdrawal

symptoms with less hypotensive side
effects that clonidine. For maintenance
therapy, the introduction of LAAM and
Buprenorphine have provided alternative
treatments to methadone.
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patients continue to take it after 6 weeks
and only 10% of patients take if after 3 to
6 months’.

An important advance is the use of
Naltrexone combined with clonidine to
accelerate  detoxification: Naltrexone
precipitates withdrawal symptoms within
minutes in opiate dependent patients
which decreases the duration of subsequent
withdrawal symptoms. The dose of
Clonidine needed is lowered by using
higher doses of naltrexone®.

Maintenance Therapy

Maintenance therapy is the prescription of
a substitute drug on long term if not
indefinite basis with the aim to harm
prevention or minimization of medical,
psychological and social harm that is
associated with the use of illicit drugs’.
The standard drug .for maintenance
therapy is methadone which has been
extensively evaluated for opiate misuse.
Its benefits range from reduction of illicit
use of drugs, or risk-taking behaviour
when illicit drugs are injected and of
reduction of drug-related criminality. It
has a long duration of action which
suppresses the symptoms of drug induced
euphoria and withdrawal symptoms.
However, methadone has high potential
toxicity and mortality associated with
overdose. Methadone used on a once a day
dose regime also helps to break the
psychological conditioning element to
dependence by dissociating the use of the
substitute drug from the external/internal
cues which prompt the use of drugs. There
is evidence that methadone prescribed in
higher doses (50-100 mg daily) is
associated with less illicit drugs use. The
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duration methadone maintenance varies
between short-term maintenance of 6
months to long term maintenance at time
indefinitely.

Maintenance therapy may also involve the
use of other substitute drugs such as
dihydrocodeine and diamorphine (heroin).
The use of either of these substitute drugs
is discouraged in view of their short
duration of action with the result that the
patient experiences- withdrawal symptoms
within 12 hours of the last dose and the
need to take it 3 to 4 times per day. There
have been few comparative studies of
methadone verses heroin maintenance
treatment. The study by'® Hartnoll et al
(1980) showed no difference in illicit
opiate use with heroin or methadone
maintenance over a period of 1 year. It
was roted however that those who were
treated with heroin continued to use illicit
drugs as much as before whilst those who
were treated with methadone either
achieved abstinence or relapsed with high
levels of illicit opiate use. Patients in the
methadone group were more likely to be
arrested during the follow up period and
drop out of treatment. A recent study
however showed that heroin maintenance
therapy is effective for heroin users who
fail in conventional drug treatment
programmes'. The study concluded
however that even in this population,
another attempt at methadone maintenance
may Lo successful and help the patient to
stop using injectable opioids.

The interest in providing new treatments
resulted in the introduction of
buprenorphine an opiate partial agonist as
an alternative drug. Studies showed that it
is as effective as methadone maintenance
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regimes to patients however involve the
use of centrally acting alpha adrenergic
agonists which inhibit the release or nor
adrenaline. The conventional drug for this
is clonidine which has the disadvantage of
a hypotensive effect followed by rebound
hypertension on  withdrawal. The
introduction of lofexidine however has
been a2 major advance in view of its lower
likelihood to cause hypotension. A recent
study of lofexidine showed that an
accelerated 5 days  lofexidine regime
attenuates opiate withdrawal symptoms
more rapidly than the conventional 10 days
lofexidine regime without exacerbating
hypotensive side effects”.

A randomised double-blind comparison of

lofexidine and clonidine in the out-patient -

treatment of opiate withdrawal showed
equivalent efficiency and an advantage for
lofexidine which  produced less
hypotensive  effects’. Clonidine or
lofexidine is prescribed in an increasing
dose over the first 3 days after opiate
withdrawal, then maintained at the
maximum tolerated dose as determined by
the degree of postural hypotension for
another 5 days before it is decreased and
completely withdrawn in 3 days. It is
preferable to use the lofexidine regime in
hospital although ‘it has been used in day
care facilities and the out-patient clinic.
The emergent insomnia, which is not
affected by lofexidine, could be treated
with a non addictive hypnotic such’ as
zopiclone. )

Very rapid inpatient detoxification from
opiates could be achieved by the use of
barbiturate anesthesia with methohexitone
(100 mg intravenous pretreatment,
followed by 400 mg intravenously) and

naltroxone (10 mg intravenously) within
48 hours’.  This procedure requircs
intensive medical management and is
therefore controversial.

Opiate Intoxication and Withdrawal

The safest approach to the treatment of
opiate intoxication and overdose remains
naltrexone hydrochloride, a pure opioid
antagonist (0.4 - 0.8 mg intravensouly) to
reverse neurological and cardiorespiratory
depression.  Care should be taken to
monitor tiic occurrence of a major
withdrawal syndrome and rebound
sympathetic activity which may result in
cardiac arrhythmia and pulmonary edema’.

Antagonistic Treatment

Once detoxification is achieved it is
worthwhile to aim for relapse prevention
by introducing an opiate antagonist such as
naltrexone®.  This should be introduced
after two weeks from completion of the
detoxification programme lest it provokes
an  opiate withdrawal  syndrome.
Naltrexone is prescribed to be used on
daily basis to start with but a three times
per week regime may also be used if this is
likely to improve compliance. It would be
prudent to initiate naltrexone treatment
once the patient is in hospital to prevent an
aggravation of withdrawal symptoms in
case the patient continues to use opiates.
Naltrexone should not be prescribed to
patients with hepatitis C as it is potentially
hepatotoxic.

Naltrexone has the advantages of along
half-life and oral administration. It could
be administered daily, twice or thrice
weekly. However, it has not been accepted
well by addicted patients: only 50% of
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Abstract

The optimal treatment for opiate misuse starts with a comprehensive assessment of
the patient to establish the severity of dependence and his/her psychological and

physical well being.

Importantly it is crucial to establish whether there is a co-

morbid psvchiatric condition such as depressive illness or personality disorder. It is
also important to assess the patient’s motivation and the degree of social support.
This review will focus on recent advances in pharmacotherapy of opiate misuse:
short term and long term detoxification and maintenance therapy.

General Considerations

Where substitute drugs are indicated there
are considerations to be taken for optimum
therapy. The prescribed drugs cross
tolerance with other drugs of misuse.
patient preference. the likelihood of
diversion to the black market and the mode.
of administration. There is a balance to be
negotiated between the degree of control
and supervision required and the degree of
the individual autonomy and
independence. There should be safeguards
to ensure good compliance and to
minimize diversion to the black market.
There is also the consideratinn of the
negotiated outcome whether the agreed
goal is abstinence or harm minimization
by reducing the risks of physical,
psychological and social harm associated
with uncontrolled opiate misuse. There
should also be frequent monitoring
including urine testing to ensure that
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prescribed drugs are consumed and to
detect the use of non prescribed drugs'.

Short Term Detoxification

Once opiate dependence is established, a
detoxification = programme could be
instituted.  Detoxification from opiates
could involve opiate or non-opiate
treatment.  Opiate detoxification involves
the use of methadone with a dose that is
titrated against withdrawal symptoms with
frequent assessment to establish the
minimal effective dose.

Detoxification is then started by decreasing
the dose of wzily methadone over a period
of two to four weeks. This may be used in
an inpatient setting or with well motivated
patients in the outpatient clinic. Non-
opiate based detoxification involves the use
of anti-spasmodics, anti-diarrhea and anti-
emetics to achieve symptomatic relief.
More acceptable non-opiate detoxification
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contacted to ensure early intervention if
they experience a recurrence in their
illness.

The list of routine investigations carried
out prior to commencing lithium and
during treatment is shown in Table 1.
Prior to starting lithium, it is crucial to
investigate renal and thyroid functions,
measure body weight to monitor its
increase  during treatment and take
appropriate dieting measures and most
importantly to do a pregnancy test.
Lithium is contraindicated in the first
trimester of pregnancy in view of its
teratogenic effects.

Conclusions

The hospital-based lithium clinic provides
an ideal and cost-effective setting for the

long-term  management of  affective
disorders. In this context, paticnts reccive
high quality care and trecatment from an
expert team of workers. with regular
clinical supervision to prevent recurrences
and to provide management of unwanted
effects, supportive psychotherapy and
regular monitoring of thyroid and renal
function. There is evidence that patients
who receive closer supervision are better
managed and experience fewer recurrences
and incidents of toxicity that those
managed in general psychiatric clinics or
in general practice.  The setting also
provides a “therapeutic milieu” in which
patients actively help and encourage each
other.

Table 1: Routine assessments / Investigations Performed

e Physical examination

o Haematology and clinical chemistry, including urea, creatinine, electrolytes, thyroxine and TSH

o Weight
¢ Pregnancy test, if necessary
e ECG

During Lithium Treatment

o Physical examination, ECG, full blood count, 24-hour urine volume

- once a year

o Clinical chemistry, urea, creatinine, T4 and TSH and urine test

- six monthly
o Weight and electrolytes
- with each lithium estimation
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often in general practice patients who were
prescribed their lithium once daily".
General practitioners are insufficiently
resourced to provide optimal long-term
care for the majority of patients with
severe affective disorders without strong
support of specialist services. It would be
difficult to monitor compliance and
prevent toxicity in primary care setting.

Cost Effectiveness

Fieve'® showed that the cost of managing a
patient in a lithium clinic was 20-50
percent less than that of managing the
patient in another setting. The author
evaluated the service requirements of a
large cohort of patients attending the
lithium clinic associated with the MRC
Neuropsychiatry Laboratory in Epsom'.
Of the 128 patients treated with lithium at
the clinic during 1983, 14 percent (four
men and 14 women) received some
treatment as in patients for a relapse in
their affective illness. These 18 patients
required a total of 217 weeks of in patient
treatment (3.3 percent of the clinic’s
treatment time). The average length of
‘stay in the ward for those admitted was 12
weeks. In the control group of patients
treated with placebo lithium, 76 percent of
the group required admission to hospital.
For affective disorder patients maintained
on lithium therapy, approximately four in-
patient beds are required per 100 patients.
For patients not maintained on lithium, but
receiving ad hoc treatment, this figure
rises to about 15 in-patient beds per 100
patients.
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Organisation and Running of the
Lithium Clinic

Lithium clinics are often held in the
mornings, an ideal arrangement, which
allows the measurement of plasma lithium
levels 12 hours after the last dose. On
arrival, patients have their blood taken for
on the spot lithium estimation in the
neighboring laboratory.

The patient then joins fellow patients in
the waiting room, which provides
informal contact and “therapeutic milleu”:
patients who are ill are reassured and
encouraged by those who are well, with
access to the attending nurse and social
worker as required. This time is also used
for weighing and, if required, the
completion of rating scales/side effects
checklist.

Once a patients plasma level has been
estimated, he/she is seen by the clinician
for an assessment of physical and
psychiatric  status, including their
experience of side effects, dosage
adjustment, and prescription of extra
medication if necessary, arrangement of
routing laboratory investigations and
supportive psychotherapy.

It is useful to record all this information on
a chart, which can also be used to estimate
the patients affective morbidity over time
by the calculation of an affective morbidity
index'”. At each interview with the
clinician. the patient’s affective state is
plotted on this chart using a global scale
from 0-3. Moreover, lithium plasma
levels, the presence of physical illness, side
effects and extra medication are also
recorded on this chart. Patients are given
free access to the clinic outside the normal
clinical time. Those who fail to attend are
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bipolar illness, prophylactic treatment
should be given after the second episode.
Controlled studies of the optimum plasma
level for effective prophylaxis have
indicated that levels of 0.45 - 0.8 mmol/1
are adequate for the majority of patients'’.
Moreover, lithium given in lower dosage to
achieve these lower plasma levels causes
fewer side effects and adverse effects on
thyroid and renal function.

A recent US study suggested that bipolar
patients require higher dosages of lithium
to achieve plasma levels of 0.7 mmol/1'2,
These workers have not, however,
evaluated the cfficacy of the middle range
of levels between 0.6 - 0.8 mmol/l. Asa
rule, lithium should be given once daily, as
daily dosing encourages compliance and,
more importantly, is associated with less
toxicity on the kidney".

The Lithium clinic

The complexities of managing patients
with  affective disorder demand ° the
expertiss of a team that includes
psychiatrists, nurses, social workers and
laboratory technicians. These complexities
are partly inherent in the nature of the
illness and the nature of lithium therapy.
The concept of the lithium clinic was
pioneered by psychiatrists who carried out
studies on its efficacy in the 1960s and was
part of the movement for the establishment
of specialist clinics for patients with
conditions such as diabetes, epilepsy and
schizophrenia. It is estimated that there
are 100-150 clinics in the UK, ie, less
than one clinic per health district; it is
more common for patients to be treated in
general psychiatric clinics. The proportion
of the lithium-treated patients managed by
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their general practitioners is unknown, but

presumably small.
Lithium clinics serve a number of
functions.  Primarily, they provide an

expert assessment and treatment setting in
which patients treatment is supervised, and
there is regular monitoring of plasma
lithium levels and of thyroid and renal
function. A few clinics, however, also
provide education to patients and their
families on the nature of their condition
and the benefits/hazards of lithium
therapy. They often act as tertiary referral
centres, receiving referrals from general

psychiatrists.
In addition to all the aforementioned
functions, these clinics provide

psychotherapy services and support groups
for patients and their relatives.

Some of these clinics have provided the
setting for quality research on lithium. It
is estimated that there are at least 200
lithium clinics in the USA, with the large
majority being university based and
manned by specialist nurses under
supervision from psychiatrists.

Some of the US studies have reported
greater treatment compliance, lower
recurrence and fewer episodes of toxicity
in patients attending these clinics
compared with those attending general
psychiatric clinics.

Studies in the UK support these findings.
A recent study, which compared lithium
clinics with psychiatric out patient clinics
and general practice supervision, found
that the lithium clinic provided closest
patient supervision and the best low level
control of plasma lithinm. Moreover,
glomerular  impairment occurred more
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should continue on their medication until
full remission.

The majority of patients with recurrent
affective disorders  benefit  from
prophylactic  medication. Numerous
studies have proved the value of lithium in
the prophylaxis of bipolar and unipolar
disorders, while patients with unipolar
illness could also benefit from
conventional and newly introduced
antidepressants™*.

However, the efficacy of lithium as a
prophylactic and antimanic treatment has
been  questioned® and  naturalistic
retrospective studies concluded that it is
less effective than the previous evidence
had suggested’. These studies have not
taken note of the shift in diagnosis for
schizophrenia to affective disorders, the
high prevalence of substance misuse and
the use of antidepressants in bipolar illness
which all contribute to high recurrence
rates. These naturalistic studies emphasise
that two thirds of patients with major
affective illness do not seek treatment,
those who do seek treatment comply poorly
with it and most importantly that treatment
of these patients in the community is not as
effective as treatment in specialist clinics’.
A more recent development has been the
study of the effects of lithium in reducing
the mortality associated with recurrent
affective disorders®.  Studies showed that
prophylactic lithium reduces suicide rates
by 80 percent in comparison with patients
who had ad hoc treatment.

Lithium Therapy

Lithium is an effective antimanic
treatment compared with neuroleptics and
has the added advantage of not
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constraining the patient’s feelings. i.c.. it
does not put the patient in a “chemical
strait-jacket”. Its disadvantage is that it
takes longer to establish a full therapeutic
effect. In general, it is desirable to use
neuroleptics only for short-term treatment.
because their use is associated with serious
side effects, including tardive dyskinesia.
It would be advisable to use lithium as
first-line therapy in less severe cases.

The value of lithium as an antidepressant
has been questioned, except for its
particularly  effective use in bipolar
depression and as part of combined therapy
with tricyclics/mogoamine  oxidase
inhibitors in the treatment of resistant
depression.  However, it is particularly
effective in the long-term management of
severe recurrent affective disorders and has
a role as continuation treatment following
ECT.

The majority of patients with bipolar and
unipolar disorders  benefit  from
prophylactic lithium and a minority
experience recurrences which require extra

medication. Within the unipolar group of
disorders, it has been shown to be
particularly  effective in those with
endogenous/psychotic  illness, familial

depression and patients with no premorbid
or intermorbid abnormal personality
characteristics'.

A crucial decision for the clinician is when
to start lithium prophylaxis. The World
Health Organisation has recently provided
guidelines:  prophylaxis should be started
in unipolar depression after three episodes,
particularly if there was one discrete
episode within the last five years apart
from the present (index) episode. In
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Abstract

The Lithium Clinic provides an ideal and cost-affective setting for the long-term

management of affective disorders.

There has however, been a drive for Lithium-

treated patients to be managed in hospital-based psychiatric clinics and rarely in
primary care as part of the move from specialism to generalism in health care. The
advantages of the lithium clinic in ensuring better care, compliance, monitoring, and
support need to be safeguarded in general psychiatric and primary care clinics by

adherence to clinical practice guidelines.

Introduction

The most common group of psychiatric
disorders encountered in general and
hospital practice is affective disorders.
About one in five people develop an
affective disorder, with the majority (50 -
90 percent) having recurrences. Affective
disorders cause severe disability and
distress to the sufferers and their families.
About one in ten of those affective die by
suicide. Moreover, there is an increased
risk of death from cardiovascular disease
and from psychiatric complications such as
secondary alcoholism. Whilst the majority
of patients with mania and depression
recover from their illness, a minority (5-10
percent) experience chronic affective
morbidity  that resists conventional
physical and psychological treatments.
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Long-Term Management

Depressive patients who recover from their
illness required continuation therapy with
antidepressants for six to twelve months to
prevent relapse. Placebo-controlled studies
of the value of continuation therapy with
antidepressants  showed that patients
maintained on active medication had fewer
relapses (50 percent fewer) than those
maintained on placebo'.

Similar considerations apply in the
management of mania; although the period
of continuation therapy with lithium or
neuroleptics is shorter (three to six
months). The guidelines for the length of
continuation therapy are empirical:
patients who have fully recovered from
their illness should be maintained on
treatment for four to five months’ and
patients with mild or residual symptoms
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Manuscripts
Manuscripts must be submitted as an original with two copies and must be typewritten, double-spaced
throughout in ISO A4 pages with a margin of 3 cm. Sub-headings in the text should be limited to three
grades and should be coded in the left margin. Make the approximate position of figures and tables in
the left margin.
The first 3 page of the manuscript should contain the following:
Page I: Title, running head (Max. 40 letters), title of article in English and names of authors, without
titles or addresses. ]
Page 2: Abstract in English (max. 250 words). It should follow a structured format (objectives, method,
results and conclusion). It should include key words (max. 5).
Page 3: Names of authors, titles, and full addresses and address for correspondence.
Acknowledgment of financial support and persons who have had major contribution to the study can be
included on a separate page.
Arabic abstract follows the references section (last page).
Tables
Tables should be typed with double-spaced in separate pages. They should be numbered with Arabic
(e.g. 1,2, 3) numerals and have a short descriptive headings.
Illustrations
All illustrations (footnotes and line drawings) should be submitted camera-ready, line
drawings/diagrams should be approximately twice the size they will appear in print.
Reference List
References should follow the ‘Van couver style’. List them consecutively in the order in which they
occur in the text (not alphabetically). List all authors, but if the number exceeds six, give six followed by
et al.
1. Zeigler FJ, Imboden, JB, Meyer E. Contemporary conversion reactions: a clinical study. Am. J.
Psychiatry 1960; 116:901-10.
2. Mosey AC. Occupational therapy. Configuration of a profession. New York: Raven Press, 1981.
3. Gotesman KG. Behavioural aspects of physical illness. In: Ohman R, Freeman H, Holmkvist AF,
Nielzen S, editors. Interaction between mental and physical illness. Needed areas for research.
Berlin: Springer Verlag, 1989:120-34.



Antipsychotic agent

Clozapine
Tablets (scored); 25 and 100 mg
Ampoules (2 mL): 50 mg for |.m. injection

Indication
Schizophrenia In patients who are non-.

responsive to or intolerant of classical
See full product

Dosage

12.5 mg [1/2 tablet 25 mg) once or twice
on the first day, 25 or 50 mg on the se-
cond day, followed by stepwise dosage in-
creases up to 300~450 mg p.o. (in some
patients 600 mg) per day in divided do-
ses. Maximum oral dose: 900 mg/day. For
maintenance treatment lower doses may
suffice. See full product information; also
for Intramuscular dosage.

ol =
Hypersensitivity to the drug: history of
drug-induced granulocytopenia/agranu-

locytosis; impaired bone marrow function;

epilepsy; and other

toxic psychoses, drug intoxication, coma-

tose conditions; circulatory collapse; CNS

depression; severe hepatic, renal, or car-
diac disease.

Precautions

Leponex can cause agranulocytosis. Its
use should be limited to treatment-resist-
ant schizophrenic patients who have nor-
mal leucocyte findings, and in whom the
mandatory white blood cell counts (week-
ly during the first 1B weeks, at least
monthly thereafter) can be performed.
Concomitant use of drugs with a substan-
tion and of long-acting depot antipsycho-
tics should be avoided. For instructions on
how to proceed in the event of infection
and/or granulocytopenia, saelullprodu:t
information.
Cluﬁonvmelpaﬁmdﬁveawhldeu
operate machinery; with patients with a
history of seizures: in the presence of car-
diovascular, renal or hepatic disorders,
prostatic enlargement, narrow-angle glau-
coma; in children and in elderly patients;
during pregnancy and lactation.

Interactions

Alcohol, MAQ inhibitors, CNS depres-
sants, narcotics, antihistamines, benzo-
diazepines, anticholinergic drugs. antihy-
pertensive agents, adrenaline, drugs with
respiratory depressant effects, warfarin
and other highly protein-bound drugs, ci-
Mmﬂmyunwbmmpm
xetine, fluvoxamine, lithium. See full pro-
duct information.

Side effects
cmwmnm

drowsiness, fatigue, sedation, dizziness,

sion or arrest. ECG changes, isolated
cases of cardiac arrhythmias, peficarditis,

acute pancreatitis; urinary incontinence
o retention, in a few cases priapism, iso-
lated cases of acute interstitial nephritis;

‘benign hyperthermia, hyperglycaemia,
CPK elevation, skin reactions; fsolated re-
ports of unexplained sudden déath; isola-
ted cases of lelikaemia ang tardive dyski-
nesia have been reported.

Packs

Country specific

B Onset of symptoms at age 25
B Diagnosis: Chronic disorganised schizophrenia

B Therapy history:
Inadequate response to standard antipsychotic
agents:
chlorpromazine, thiothixene, haloperidol

W Lifestyle:
Unable to hold a job
Isolated, alone
Increasingly frequent hospitalisation from age 27

§
This represents a typical clinical situation, but has been altered to
demonstrate spetific clinical features of Leponex.

N/ LRI VINEA

clozapine

Real Hope.

After 9 months on Leponex,
he’s doing much better.

B Improvement in both positive and negative sympte
B Better organisation of thought

B Overall improvement on quality of life

B Living independently

B Working as a part-time counsellor

Full product information is available fro:

') NOVART
NOVARTIS PHARMA SERVICES LTD
CH-4002 Basel/Switzerland
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moclobemid

: M i i Treatment of depressive syndromes. Dosage: Recommended dose range of
moclobemlde is 300-600 mg daily, usually administered in two to three divided doses. The initial dose is 300 mg daily and
may be increased to 600 mg/ day for severe depression. The dose should be taken after a meal. When hepatic metabolism
is severely impaired, the daily dose of Aurorix should be reduced to half or one third. Contraindications: Known
hypersensitivity to the drug. Acute confusional states. In pediatrics, as cinical experience of the drug’s action in children
is lacking. Co-administration of moclobemide with selegiline. Precautions: Patients with suicidal tendencies should be
closely monitored. Patients with schizophrenic symptoms or schizoaffective disorders. Patients with thyrotoxicosis or
pheochromocytoma. Generally during therapy with moclobemide, special dietary restrictions are not necessary. Since
hypersensitivity to tyramine may exist in some patients, all patients should be advised against eating large amounts of
tyramine-rich foods. The combination of moclobemide and clomipramine or dextromethorphan should be avoided. In
pregnancy and nursing mothers the benefits of the drug therapy should be weighed against possible risks to the fetus or
the child. Interactions: In animals, Aurorix potentiates the effects of opiates. The combination with pethidine is not
recommended. Cimetidine prolongs the metabolism of Aurorix. Treatment with a tricyclic or other antidepressant could
be initiated immediately after withdrawal of Aurorix. When switching to Aurorix, the dose should not exceed 300 mg/ day
during the first week. The pharmacologic action of systemic regimens of sympathomimetic agents may possibly be intensified
and prolonged by concurrent treatment with Aurorix. Packs: Tablets (scored) 150 mg, 30's.
Full details are available on request.
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