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” Subject and tasks of psychiatry and narcology. Organization of aid to patients with psychic disorders. Peculiarities of organization of psychiatric

and narcological aid.”

1. THE TOPICALITY OF THE THEME.

There is a complicated network of mental health services in every country of the modern world. Each country has its own specific features of the mental health system, and the principles of carrying out mental health care can be different. The laws concerning mental health also differ. Not only psychiatrists, but medical doctors of other specialities, introspective of the place where they work, should know the fundamentals about the organisation and structure of mental health services in their country, because they should be able to diagnose psychological problems correctly and to direct their patients for psychiatric help to proper specialists and medical institutions. They also should be able to do it in the right way, to fill in special forms and papers. These notes concern the Ukrainian mental health services, but some comparisons will be made with the situation in the Western countries.

2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· the subject and tasks of psychiatry and narcology;

· the history of development of psychiatry and narcology;

· the organisational principles and legal base of mental health  services in Ukraine;

the fundamentals about rendering in-patient and out-patient help to people with mental disorders;

· specific features of rendering help to different age groups of patients (children, old people);

· specific features of rendering help to patients with substance addiction.

 2.2 The student ought to master practical skills of:

· making decisions and planning the order of treatment for patients of different age with different types of mental disorders;

· filling in the forms for directing patients for out-patient and in-patient treatment.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

Psychiatry is a medical speciality concerned with the study, diagnosis, treatment and prevention of mental disorders. 

The main objectives of psychiatry as a medical discipline are:

  - to study the etiology and pathogenesis of mental disorders; 

  - to carry out their classification;

  - to investigate the epidemiology of mental disturbances;

  - to develop a network of mental health services for the population;

  - to study the symptoms and signs, as well as syndromes and the clinical course of different mental disorders;

  - to develop and practice effective methods of their diagnosing;

  - to work out and use efficient treatment methods;

  - to develop a system for prevention of mental disorders.

   HISTORICAL TRENDS IN PSYCHIATRY.

On the base of the theory, developed by an outstanding Russian psychiatrist Yu. V. Kannabikh, six historical periods can be distinguished in the development of psychiatry:
1) the pre-scientific period;

2) the period of ancient antique medicine;

3) the Middle Ages and the Renaissance;

4) from the beginning of the XVIII-th to the beginning of XIX-th century;

5) the XIX century;

6) the modern stage of development of psychiatry
The main organisational principles of mental health services in Ukraine have preserved many features of these services in the former Soviet Union, but certain changes have occurred too.    In the former Soviet Union there were no private medical institutions and all the mental health services were governmental. 

Their work was based on the principles of free of charge and generally available services, preventive measures and a system of outpatient psychiatric departments, so called dispensaries for the prevention and treatment of mental disorders. Patients were referred to these institutions in accordance with the place where they lived (the district principle) - they had to consult their district psychiatrist first, and had little possibility to choose a specialist on their free will.

Psychiatric help was rendered by medical institutions (hospitals and dispensaries, including specialised ones, designed for patients with drug addiction, alcoholism, for children or elderly people), social provision and educational institutions, and also by medical centres attached to factories, plants or other places of employment. After Ukraine became independent the network of mental health services and institutions became wider, new private and non-governmental mental health services were established, including consulting and psychotherapeutic centres, "Confidence Telephone" (counselling telephone) services and some others.

Nevertheless the general official organisational scheme of psychiatric help has not changed much during the last decades. Governmental mental health services work according to the same principles as before.

Official (governmental) mental health services are rendered in THREE STAGES (or links, as we are accustomed to call them). The FIRST stage (link) is provided by medical doctors of non-psychiatric specialities (general practitioners, physicians, surgeons, etc.). Their task is to find symptoms of mental disorders in their patients (wherever they consult them), establish the initial diagnosis (in our country usually it is a syndromal diagnosis), and refer the patients to a psychiatrist, usually in accordance with the district rule. 

The SECOND stage is provided by the district psychiatrist, who usually works at a district psycho-neuralgic dispensary. He/she registers the patient, establishes the primary nosological diagnosis, decides on the plan of treatment (outpatient or inpatient), and either prescribes a course of outpatient treatment, or refers the patient to a psychiatric hospital for inpatient treatment. The THIRD stage is provided by the hospital psychiatrists, who confirm or change the diagnosis, carry out inpatient treatment, and if needed they can make expert labour, forensic and military examinations.

Naturally, not all the patients undergo all the three stages. Some come directly to their district psychiatrist, or another specialist in this field they had consulted before, and some patients must be taken to the inpatient department of a psychiatric hospital by an ambulance because of their agitated state or for some other reason. These days they also have a right to consult a psychiatrist privately on their own choice, or go to a private or non-governmental mental health service.

” Methods of psychiatric investigation. Classification of mental disorders, notion of psychopathological symptom, syndrome and diseases, registers of mental disorders.”

1. THE TOPICALITY OF THE THEME.

      In psychiatry, as in the rest of medicine, classification helps to bring order to the great diversity of phenomena seen in clinical practice. Its purpose is to identify groups of patients who are similar in their clinical features, outcome, and response to treatment.

2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· methods of psychiatric investigation;

· principles of classification of mental disorders;

· notions of psychopathological symptom, syndrome and disease;

-              registers of mental disorders.

 2.2 The student ought to master practical skills of:

· planning and conducting psychiatric investigation of patients of different age with different types of mental disorders;

· using classification of mental disorders.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

Basic methods of psychiatric investigation are interviewing and observation. Additional methods of investigation are psychological testing, electroencephalographic, roentgenographic, laboratory methods.
In general medicine a distinction is made between disease (denoting objective physical pathology) and illness (denoting subjective distress). This distinction has little bearing on psychiatric conditions, most of which have no demonstrable physical pathology. Nevertheless, the concept of mental illness is useful in conveying a greater than usual degree of subjective distress or disability. 

Considering the aetiology and pathogenesis of mental disorders in general, we can say that mental disorders can be caused by the following groups of reasons: 
1) endogenous disorders, such as schizophrenia, manic-depressive disorder or genuine epilepsy, are caused by internal mechanisms, the nature of which isn't yet quite clear; these are disorders with hereditary predisposition, and according to some authors hereditary disorders, such as phenylketonuria, or Down's syndrome, can also be included in this group; 
2) exogenous disorders are caused by external reasons: infection, intoxication, head injury, etc.; 
3) psychogenous disorders are caused by psychotrauma (posttraumatic stress syndrome) and other psychological factors (adjustment disorders, neuroses, etc.). 

The first stage of classification in psychiatry is to consider how long the disorder of behaviour has lasted. In this way enduring conditions of early onset, for example mental handicap (impairment of intellectual function starting at an early age) and personality disorder (abnormality of behaviour in a wide variety of circumstances, present from teenage years), are separated from mental disorder (abnormal behaviour or psychological experience starting after a previous period of normality). Mental disorders are divided on the basis of symptoms into syndromes such as schizophrenia, affective disorders, organic mental states, and others. 

PSYCHOSIS AND NEUROSIS. The terms psychosis and neurosis are used widely, though they are not part of the commonly used systems of classification.
Psychosis is a broad term for the more severe forms of mental disorder, that is organic mental disorders, schizophrenia, and affective disorder, in which hallucinations and delusions may occur.  People with psychoses defined in this way may lack insight and may not recognize that they are unwell. The term psychosis is unsatisfactory because it includes conditions that have little in common; hence diagnosing psychosis is less informative about prognosis and treatment than diagnosing a specific disorder within the rubric of psychosis, for example schizophrenia.
Neurosis refers to mental disorders in which, irrespective of severity, there are no hallucinations or delusions and no loss of insight.  The objections to the term neurosis are similar to those for psychosis: the term is difficult to define, it embraces conditions that have little in common, and it is less informative than a more specific diagnosis such as anxiety disorder. Like psychosis, however, neurosis continues to be used in clinical practice as a convenient term for disorders that cannot be assigned to a more precise diagnosis.

TYPES OF CLASSIFICATION. 

Basic categories:
*  Mental retardation: impairment of intellectual functioning present continuously from early life.

*  Personality disorder: dispositions to behave in certain abnormal ways present continuously from early adult life.

*  Adjustment disorder: disorders that are less severe than mental disorders and occur in relation to stressful events or changed circumstances.

*  Mental disorders: abnormalities of behaviour or psychological experience with a recognizable onset after a period of normal functioning.

*  Other disorders: conditions that do not fit into the first four groups, for example abnormalities of sexual preference and drug dependence.

*  Disorders of childhood

Some categorical systems have a hierarchy of diagnoses, that is if two diagnoses are made, one takes precedence over the other. For example, if there are symptoms of both organic mental disorder and schizophrenia, only organic disorder is diagnosed (on the grounds that the schizophrenic symptoms are caused by the organic pathology).  However, such systems do not apply this rule to all combinations of diagnosis; for example, depressive disorder and alcohol dependence can be diagnosed in the same patient.
Two broad approaches to psychiatric classification have been used - dimensional and multiaxial. Dimensional systems use a continuum rather than categories. This method has been used mainly to classify personalities; for example, in one system personality is scored on each of three dimensions, neuroticism, psychoticism, and introversion-extroversion.  Multiaxial systems do not attempt to reduce the data to a single diagnosis; instead they categorize the person on several different axes, for example psychiatric diagnosis, intelligence, degree of disability, and associated physical disorder. This system is useful in child psychiatry.

Diagnostic criteria can be general descriptive statements or more precise criteria. The term operational definition means the specification of a series of precise inclusion and exclusion criteria. For example, in the diagnostic system known as DSM (see below) the category of major depressive disorder requires five current symptoms from a list of nine, together with the exclusion of organic causes, schizophrenia, and bereavement reaction.

SYSTEMS OF CLASSIFICATION.

Current systems can be traced back to the work of a German psychiatrist, Emil Kraepelin, around the end of the last century.  He developed categories on the basis of detailed clinical observations and long-term follow-up studies. He refined the distinction between the organic and functional psychoses, and divided the functional 

psychoses into dementia praecox (now called schizophrenia) and manic depressive disorder.

   The INTERNATIONAL CLASSIFICATION OF DISEASES (ICD).

   This system of classification was developed by the World Health Organization. It is now in its tenth edition (ICD 10), which was introduced in 1992. The section on psychiatry is used in most countries of the world. It is available in two forms, one for clinical practice and the other for research. The former gives descriptions of the features of cases that fit each diagnostic group. The latter provides lists of specific criteria.
The International Classification of Diseases (ICD-10) includes:
F00-F99 - Mental and behavioural disorders

(F00-F09) Organic, including symptomatic, mental disorders

(F10-F19) Mental and behavioural disorders due to psychoactive substance use
 (F20-F29) Schizophrenia, schizotypal and delusional disorders

(F30-F39) Mood (affective) disorders

(F40-F48) Neurotic, stress-related and somatoform disorders

(F50-F59) Behavioural syndromes associated with physiological disturbances and physical factors

 (F60-F69) Disorders of adult personality and behaviour

(F70-F79) Mental retardation

(F80-F89) Disorders of psychological development

(F90-F98) Behavioural and emotional disorders with onset usually occurring in childhood and adolescence

(F99) Unspecified mental disorder

   The DIAGNOSTIC AND STATISTICAL MANUAL (DSM)

   This separate American classification is now in its fourth edition (revised form) known as DSM IV. It is used in many countries outside the United States, particularly for research. The original DSM III was published in 1980 and represented a major change in methods of classification. There were two main innovations.

 I.  Specific operational criteria were provided for each diagnosis.

 2.  A multiaxial classification was adopted with five axes:

     I   - clinical syndromes together with 'conditions not attributable to mental disorder that are the focus of attention and treatment';

     II  -  personality disorders;

     III -  physical disorders and conditions;

     IV  -  severity of psychosocial stressers;

     V   -  highest level of adaptive functioning in the last year.

        Each patient can be described on each of the axes, or on fewer than      five if that is more appropriate for the purpose for which the case is being classified. Axes IV and V are not used routinely.  DSM III and DSM Ill-R have been widely used in the United States and many other countries. They have had a major influence on the development of ICD-10. The next version, DSM IV, is to be published in 1994 and will be largely comparable with ICD 10.

”General principles of treatment, rehabilitation and expertise of mental diseases and disorders.”

1. THE TOPICALITY OF THE THEME.

      Treatment and support for mental disorders in many countries services is  based on a recovery model that is meant to support each individual's independence, choice and personal journey to regain a meaningful life, although individuals may be treated against their will in a minority of cases. There is a range of different types of treatment and what is most suitable depends on the disorder and on the individual.

2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· general principles of treatment of patients with mental disorders;

· basic principles of rehabilitation of patients with mental disorders;

· principles of expertise of patients with mental disorders.

 2.2 The student ought to master practical skills of:

· planning and prescribing treatment to patients with mental disorders;

· planning rehabilitation program to mentally ill patients,

· planning and conducting expertise to mentally ill patients.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

 All persons with a mental illness (or who are being treated as such persons) shall be treated with humanity and respect for the inherent dignity of the human person (ref). Stigmatization of old people with mental illness not only makes them feel shame about themselves and their illness, it reduces the likelihood that they or their family carers will seek treatment or that providers will give adequate treatment resulting in prolonged suffering and unnecessary costs to the system. It therefore follows that the stigmatisation of older persons with mental illness (psychiatric stigma) must be countered wherever it occurs. However, stigmatising is a basic human characteristic, and is difficult to counteract without clear and conscious strategies. 

To date, the focus of most thought and action on this topic has been on psychiatric stigma in younger adult populations (e.g. Hayward and Bright 1997; Sartorius 1999). The aim of this document is to apply the concept to older adults. As in previous Consensus Statements, ‘older adults’ are defined here as those over the age of 65 years. However, it should be noted that the age at which an individual is perceived as ‘old’ varies across cultures. Since stigma and discrimination against old age – independent from that against mental disorder – also occurs in most societies, there is therefore a ‘double jeopardy’ for older persons who are mentally ill, and both issues need to be addressed in anti-stigma and anti-discrimination strategies for this age group. 

All forms of stigma and discrimination relating to mental illness in old age are unacceptable and everyone has the right to be protected from it. 

Everyone has the right and duty, individually and collectively, to counteract psychiatric stigma in older people. 

Counteracting psychiatric stigma and discrimination is a duty of governments, Non-governmental organisations (NGOs), services, patients’ organisations and the general public. To be effective, they will need to work in partnership. 

Actions against stigma and discrimination of older persons with mental disorders: 

- should be a priority of all, to achieve the state of physical, psychological and social well-being as defined by the Constitution of the WHO (ref); 

- should form part of the promotion of good mental health by professional training and public education, and should be a major component of all levels of a health and social care programme. 

Psychiatric stigma is reinforced by: 

Cultural factors, such as differences in specific beliefs regarding the value of older members of society, of the causation of mental illness, and what it implies about the patient’s family, etc.; 

Social instability and crisis (war, migration, the influx of refugees, etc.) encourage the stigmatisation of people with mental illness at all ages; 

The actual or perceived absence or inadequacy of treatments for mental disorders; 

The lack of information systems to educate both professionals and the general public; 

Gender discrimination, which will be greater in elderly populations, where women outnumber men (i.e., there is a ‘triple jeopardy’ for elderly women with mental illness, so far as stigma is concerned); 

Any rewards for those who stigmatise (financial, denial of problems, enhanced social status etc.) 

3.2 The consequences of stigma include the following: 

3.2.1. Attitudes 
Psychiatric stigma applied to older people with mental disorders leads to the development of negative attitudes, such as: 

Prejudice: for example, the ‘common sense’ attitudes that people with mental disorders are dangerous, weak, irresponsible, spongers, tainted, etc and ‘ageist prejudices’ about older people include ideas that they are weak, ill, peculiar, inflexible, unproductive, etc. Stigma fosters hostility against its victims. 

The creation of popular stereotypes of both the elderly and the mentally ill, often supported and reinforced by the public media. 

Damaging self-beliefs held by those who are (or who might be) stigmatised, e.g. shame, low self-esteem, unwillingness to discuss problems or access services. 

The creation of ‘taboo’ subjects, and lack of public discussion. 

Negative professional attitudes towards elderly mentally ill. 

Alarmist professional and popular statements about need, burden, cost of care, etc. 

Treatment

1. Psychotherapy

A common form of treatment for many mental disorders is psychotherapy. Psychotherapy is an interpersonal intervention, usually provided by a mental health professional such as a clinical psychologist, that employs any of a range of specific psychological techniques. There are several main types. Cognitive behavioral therapy (CBT) is used for a wide variety of disorders, based on modifying the patterns of thought and behavior associated with a particular disorder. There are various kinds of CBT therapy, and offshoots such as dialectical behavior therapy. Psychoanalysis, addressing underlying psychic conflicts and defenses, has been a dominant school of psychotherapy and is still in use. Systemic therapy or family therapy is sometimes used, addressing a network of relationships as well as individuals themselves. Some psychotherapies are based on a humanistic approach. Some therapies are for a specific disorder only, for example interpersonal and social rhythm therapy. Mental health professionals often pick and choose techniques, employing an eclectic or integrative approach tailored to a particular disorder and individual. Much may depend on the therapeutic relationship, and there may be issues of trust, confidentiality and engagement.

2. Biological therapy

Antipsychotic medications belong to several different chemical groups but are similar in their therapeutic effects. These medications have a calming effect that is valuable in the relief of agitation, excitement, and violent behaviour in persons with psychoses. The drugs are quite successful in reducing the symptoms of schizophrenia, mania, and delirium, and they are used in combination with antidepressants to treat psychotic depression. The drugs suppress hallucinations and delusions, alleviate disordered or disorganized thinking, improve the patient’s lucidity, and generally make an individual more receptive to psychotherapy. Patients who have previously been agitated, intractable, or grossly delusional become noticeably calmer, quieter, and more rational when maintained on these drugs. The medications have enabled many patients with episodic psychoses to have shorter stays in hospitals and have allowed many other patients who would have been permanently confined to institutions to live in the outside world. The antipsychotics differ in their unwanted effects: some are more likely to make the patient drowsy; some to alter blood pressure or heart rate; and some to cause tremor or slowness of movement.

In the treatment of schizophrenia, antipsychotic drugs partially or completely control such symptoms as delusions and hallucinations. They also protect the patient who has recovered from an acute episode of the mental illness from suffering a relapse. The newer antipsychotic medications also treat social withdrawal, apathy, blunted emotional capacity, and the other psychological deficits characteristic of the chronic stage of the illness.

Anxiolytics 

The drugs most commonly used in the treatment of anxiety are the benzodiazepines, which have replaced the barbiturates because of their vastly greater safety. Benzodiazepines differ from each other in duration of action rather than effectiveness. Smaller doses have a calming effect and alleviate both the physical and psychological symptoms of anxiety. Larger doses induce sleep, and some benzodiazepines are marketed as hypnotics. The benzodiazepines have become among the most widely prescribed drugs in the developed world, and controversy has arisen over their excessive use by the public.

The side effects of these medications are usually few—most often drowsiness and unsteadiness. Benzodiazepines are not lethal even in very large overdoses, but they increase the sedative effects of alcohol and other drugs. The benzodiazepines are basically intended for short- or medium-term use, since the body develops a tolerance to them that reduces their effectiveness and necessitates the use of progressively larger doses. Dependence on them may also occur, even in moderate dosages, and withdrawal symptoms have been observed in those who have used the drugs for only four to six weeks. In patients who have taken a benzodiazepine for many months or longer, withdrawal symptoms occur in 15 to 40 percent of the cases and may take weeks or months to subside.

Withdrawal symptoms from benzodiazepines are of three kinds. Such severe symptoms as delirium or convulsions are rare. Frequently the symptoms involve a renewal or increase of the anxiety itself. Many patients also experience other symptoms such as hypersensitivity to noise and light as well as muscle twitching. As a result, many long-term users continue to take the drug not because of persistent anxiety but because the withdrawal symptoms are too unpleasant.

Because of the danger of dependence, benzodiazepines should be taken in the lowest possible dose for no more than a few weeks. For longer periods they should be taken intermittently, and only when the anxiety is severe.

Benzodiazepines act on specialized receptors in the brain that are adjacent to receptors for a neurotransmitter called gamma-aminobutyric acid (GABA), which inhibits anxiety. It is possible that the interaction of benzodiazepines with these receptors facilitates the inhibitory (anxiety-suppressing) action of GABA within the brain.

Antidepressant agents
There are several classes of antidepressant drugs, which vary in their mechanism of action and side effects. Successful treatment with such drugs relieves all the symptoms of depression, including disturbances of sleep and appetite, loss of sexual desire, and decreased energy, interest, and concentration. It usually takes two to three weeks for an antidepressant to improve a person’s depressed mood significantly. Once a good response has been achieved, the drug should be continued for a further six months to reduce the risk of relapse. Antidepressants are also effective in treating other mental disorders such as panic disorder, agoraphobia, obsessive-compulsive disorder, and bulimia nervosa.

It is found that depression is partly caused by reduced quantities or reduced activity of one or more neurotransmitters in the brain. Selective serotonin reuptake inhibitors (SSRIs), which include fluoxetine (Prozac) and sertraline (Zoloft), are thought to act by inhibiting the reabsorption of the neurotransmitter serotonin. As a result, there is an accumulation of serotonin in the brain, a change that may be important in elevating mood. Because SSRIs interfere with only one neurotransmitter system, they have fewer, and less-severe, side effects than other classes of antidepressants, which inhibit the action of several neurotransmitters. Common side effects of SSRIs include decreased sexual drive or ability, diarrhea, insomnia, headache, and nausea.

Tricyclic antidepressants interfere with the reuptake of norepinephrine, serotonin, and dopamine. The side effects of these drugs are mostly due to their interference with the function of the autonomic nervous system and may include dryness of the mouth, blurred vision, constipation, and difficulty urinating. Weight gain can be a distressing side effect in persons taking a tricyclic for a long period of time. In elderly persons these drugs can cause delirium. Certain tricyclics interfere with conduction in heart muscle, and so they are best avoided in individuals with cardiovascular diseases. Drug interactions occur with tricyclics, the most important being their interference with the action of certain drugs used in the treatment of hypertension.

Monoamine oxidase inhibitors (MAOIs) interfere with the action of monoamine oxidase, an enzyme involved in the breakdown of norepinephrine and serotonin. As a result, these neurotransmitters accumulate within nerve cells and presumably leak out onto receptors. The side effects of these drugs include daytime drowsiness, insomnia, and a fall in blood pressure when changing position. The MAOIs interact dangerously with various other drugs, including narcotics and some over-the-counter drugs used in treating colds. Persons taking an MAOI must avoid certain foods containing tyramine or other naturally occurring amines, which can cause a severe rise in blood pressure leading to headaches and even to stroke. Tyramine occurs in cheese, Chianti and other red wines, well-cured meats, and foods that contain monosodium glutamate (MSG).

Newer antidepressants, such as buproprion (Wellbutrin), have been recently introduced. These drugs are chemically unrelated to the other classes of antidepressants.

Mood stabilizing drugs

Lithium, usually administered as its carbonate in several small doses per day, is effective in the treatment of an episode of mania. It can drastically reduce the elation, overexcitement, grandiosity, paranoia, irritability, and flights of ideas typical of people in the manic state. It has little or no effect for several days, however, and a therapeutic dose is rather close to a toxic dose. In severe episodes antipsychotic drugs may also be used. Lithium also has an antidepressant action in some patients with melancholia.

The most important use of lithium is in the maintenance treatment of patients with bipolar disorder or with recurrent depression. When given while the patient is well, lithium may prevent further mood swings, or it may reduce either their frequency or their severity. Its mode of action is unknown. Treatment begins with a small dose that is gradually increased until a specified concentration of lithium in the blood is reached. Blood tests to determine this are carried out weekly in the early stages of treatment and later every two to three months. It may take as long as a year for lithium to become fully effective.

The toxic effects of lithium, which usually occur when there are high concentrations of it in the blood, include drowsiness, coarse tremors, vomiting, diarrhea, incoordination of movement, and, with still higher blood concentrations, convulsions, coma, and death. At therapeutic blood concentrations, lithium’s side effects include fine tremors (which can be alleviated by propranolol), weight gain, passing increased amounts of urine with consequent increased thirst, and reduced thyroid function.

Carbamazepine, an anticonvulsant drug, has been shown to be effective in the treatment of mania and in the maintenance treatment of bipolar disorder. It may be combined with lithium in patients with bipolar disorder who fail to respond to either drug alone. Divalproex, another anticonvulsant, is also used in the treatment of mania.

Electroconvulsive treatment 

In electroconvulsive therapy (ECT) a seizure is induced in a patient by passing a mild electric current through the brain. The mode of action of ECT is not understood. Several studies have shown that ECT is effective in treating patients with severe depression, acute mania, and some types of schizophrenia. However, the procedure remains controversial and is used only if all other methods of treatment have failed.

Prior to the administration of ECT, the patient is given an intravenous injection of an anesthetic in order to induce sleep and then is administered an injection of a muscle relaxant in order to reduce muscular contractions during the treatment. The electrical current is then applied to the brain. In bilateral ECT this is done by applying an electrode to each side of the head; in unilateral ECT both electrodes are placed over the nondominant cerebral hemisphere—i.e., the right side of the head in a right-handed person. Unilateral ECT produces noticeably less confusion and memory impairment in patients, but more treatments may be needed. Patients recover consciousness rapidly after the treatment but may be confused and may experience a mild headache for an hour or two.

ECT treatments are normally given two or three times a week in the treatment of patients with depression. The number of electroconvulsive treatments required to treat depression is usually between six and 12. Some patients improve after the first treatment, others only after several. Once a program of ECT has been successfully completed, maintenance treatment with an antidepressant significantly decreases the patient’s risk of relapse.

ECT is often considered for cases of severe depression when the patient’s life is endangered because of refusal of food and fluids or because of serious risk of suicide, as well as in cases of postpartum depression, when it is desirable to reunite the mother and baby as soon as possible. ECT is often used in treating patients whose depression has not responded to adequate dosages of antidepressants.

The chief unwanted effect of ECT is impairment of memory. Some patients report memory gaps covering the period just before treatment, but others lose memories from several months before treatment. Many patients have memory difficulties for a few days or even a few weeks after completion of the treatment so that they forget appointments, phone numbers, and the like. These difficulties are transient and disappear rapidly in the vast majority of patients. Occasionally, however, patients complain of permanent memory impairment after ECT.

Psychosurgery 

Psychosurgery is the destruction of groups of nerve cells or nerve fibres in the brain by surgical techniques in an attempt to relieve severe psychiatric symptoms. The removal of a brain tumour that is causing psychiatric symptoms is not an example of psychosurgery.

The classical technique of bilateral prefrontal leucotomy (lobotomy) is no longer performed because of its frequent undesirable effects on physical and mental health, in particular the development of epilepsy and the appearance of permanent, undesirable changes in personality. The latter include increased apathy and passivity, lack of initiative, and a generally decreased depth and intensity of the person’s emotional responses to life. The procedure was used to treat chronically self-destructive, delusional, agitated, or violent psychotic patients. Stereotaxic surgical techniques have been developed that enable the surgeon to insert metal probes in specific parts of the brain; small areas of nerve cells or fibres are then destroyed by the implantation of a radioactive substance (usually yttrium) or by the application of heat or cold.

Proponents of psychosurgery claim that it is effective in treating some patients with severe and intractable obsessive-compulsive disorder and that it may improve the behaviour of abnormally aggressive patients. However, many of the therapeutic effects that were claimed for psychosurgery by its adherents are now attainable by the use of antipsychotic and antidepressant medications. Today psychosurgery has a very small part to play in psychiatric treatment when the prolonged use of other forms of treatment has been unsuccessful and the patient is chronically and severely distressed or tormented by psychiatric symptoms. Whereas ECT is a routine treatment in certain specified conditions, psychosurgery is, at best, a last resort.

Modern biopsychosocial model of rehabilitation is based on wide use of psychotherapeutic methods and is directed to improvement of quality of living of mentally ill patients, especially to restore his autonomy in functioning in the society, his labour, communication. It is also directed to improvement of quality and length of remissions by formation of adequate attitude towards mental illness and its treatment.

”Disorders of sensations and perception.”

1. THE TOPICALITY OF THE THEME.

      Sensation is a feeling or impression when the sensory nerve endings of any of the senses  (taste,  touch,  smell,  sight,  sound   and kinesthesia) are stimulated.  Perception is a process of organizing and interpreting sensory data by combining them with the results of previous experience. In psychiatry, abnormalities of sensation and perception are present in many mental disorders.
2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· signs of normal sensations and perception;

· methods of investigation of sensation and perception;

· signs and symptoms of disorders of sensation and perception.

 2.2 The student ought to master practical skills of:

· investigating sensation and perception of the patients;

· revealing and diagnosing abnormalities of sensation;

· revealing and diagnosing abnormalities of perception.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

 
Sensations can be determined  from the psychological point of view as the simplest mental processes, that arise owing to the impact of the objects or phenomena of the  material environment  on  the  receptors.  They are reflections  of  separate properties (qualities) of real objects (their  colour,  taste,  sound, smell, etc.).

Perception is the process of becoming aware of what is presented through the sense organs. This definition indicates that perception is a complex process involving the past as well as the present and involving an external stimulus as well  as  an  internal response. Perception can also be defined as a direct reflection of whole objects in the mind. It wouldn't be correct to say that perception is just a combination of sensations. Perception cannot be decomposed to separate sensations, we can never see just red colour, or hear a tone, or feel an abstract pain. We see a specific red object, hear a sound of some musical instrument or feel pain of certain quality in some part of our body. Isolated properties of objects never influence us separately from each other.

Imagery is an experience within the mind, usually without the sense of reality that is part of perception. Imagery is experienced when a face is remembered or when we think in pictures. Imagery differs from perception in that it can be called up and terminated by voluntary effort, and is usually obliterated by actual perception in the same modality.  

Disturbances of perception are of three kinds: changes in the intensity of things perceived (quantitative changes), changes in the quality of perception (senesthopathias and sensory synthesis disorders), illusions and hallucinations. 

   CHANGES IN THE INTENSITY AND QUALITY OF PERCEPTION

In mental disorders, perception can change in intensity. Such changes are called quantitative. 

Hyperesthesia is abnormally high sensitiveness to external stimuli. It can concern either separate analysers (inordinate sensitiveness to usual smells - hyperosmia; increased sensitivity to sound - hyperacusia, etc.), or their combinations (both light and sounds seem to be too intensive). Usual sounds seem extremely loud, light and colours - too bright, the clothes touching the skin - coarse and uncomfortable. These sensations cause discomfort and irritation. Hyperesthesia usually occurs in patients with asthenic symptoms, for instance in neuroses or after overstrain or physical diseases.

In mania (euphoria) sensations seem more intense without causing the patient any discomfort.

Hypesthesia is a decrease of sensitivity towards external stimuli. Sounds seem muffled, the light - dim, colours grow dull ("everything around looks dim and grey, and the lamp light is so faint..."). This state can be a result of a depressive disorder, and some changes of consciousness. 

Anesthesia is a loss of sensitivity. It can concern separate receptors (loss of the skin tactile sensitivity of some parts of the body, loss of sight or hearing on one side), or several receptors (loss of both sight and hearing). In the psychiatric practice this can occur in hysteria, but the hysterical anesthesia must be distinguished from the same symptom in neurological disorders (patients should be 

investigated thoroughly). 

Perceptions can also change in quality, seeming distorted or unpleasant; for example, some schizophrenic patients report that food in general tastes unpleasant or flowers smell acrid. (Sometimes perception is normal in intensity and quality but has a changed meaning for the person who experiences it. This is a disorder of thinking, not of perception; it is sometimes referred to as delusional perception.

Senesthopathias are abnormal unpleasant (and in some cases extremely agonising) sensations in different parts of body or internal organs, which are difficult to describe. Patients complain of different kinds of prickling, pressure, burning, twisting, tension, etc., not associated with any somatic disorders.  

Sensory synthesis (psychosensory) disorders manifest in distorted perception of external objects or one's own body, although the objects are recognized, and the patient is usually aware of the abnormal nature of his/her experiences. 

If the psychosensory disorders concern the faulty perception of the environment, they usually manifest in distorted vision. External objects can appear crooked, twisted, or misshapen (metamorphopsia), they can seem smaller or bigger, that they really are (micropsia or macropsia), one object can appear to the subject as two or more (polyopsia), objects seem to move or fall, the space appears to become fragmental.

If the sensory synthesis disorders concern the subject's body, the kinaesthetic and proprioceptive perception becomes distorted. These states are termed "body image disorders", they consist in changes of the usual perception of size and shape of one's body or its parts. For example, a patient can feel, that his head has grown so big, that there isn't enough place for it not only on the pillow, but in the room, that his legs grow directly out of the head, and the body has disappeared; another patient feels that her right arm has grown to a big size and became extremely heavy, and the rest of the body has shrunk; still another patient finds that his legs have multiplied, and now he has four of them. It is important to note, that visual perception is usually correct, so if such patients look at their body directly, or in the mirror, they see it unchanged. 


Illusions

An illusion is a misperception of an external stimulus. Real objects or phenomena are perceived in a changed, erroneous way. There are three kinds of illusions according to the reasons of their occurrence. PHYSICAL illusions are caused by the refraction of air or water (mirages in the deserts, changes in the size and shape of objects in the water, etc.) and other natural phenomena. PHYSIOLOGICAL ILLUSIONS depend of the normal properties of senses in healthy people (distinction of figure and background, etc.). MENTAL illusions may occur in four circumstances: 

   - when the level of sensory stimulation is reduced, for example at dusk the outline of a bush may be misperceived as a man;

   - when attention is not focused on the sensory modality, for example a person focusing on reading may mistakenly identify a sound as a voice;

   -  when  the level of consciousness is reduced during an illness (see delirium);

  -  when there is a strong mood state such as fear (affective illusions).

   Illusions are experienced by healthy people, particularly when more than one of the above circumstances occur together, for example when a frightened person is in a poorly lit place. Illusions also occur with the reduced consciousness of delirium, particularly when sensory stimulation is reduced (being alone in a quiet room). Visual illusions can occur particularly in acute organic mental disorders.

   PAREIDOLIC illusions are disorders of perception, in which real objects are percepted as strange and fantastic - the patterns on the wallpaper are seen as beautiful landscapes, a shade from a standard lamp appears to be a fantastic dragon, etc. These phenomena usually are symptoms of reduced consciousness.

   Hallucinations

   A hallucination is a perception experienced in the absence of an external stimulus to the corresponding sense organ, for example hearing a voice when no one is speaking within hearing distance.  A hallucination has two special qualities: first, it is experienced as a true, not an imaginary, perception; second, it seems to come from the outside world (except in the rare case of somatic hallucinations (see 

below)). Unless the experience has these two qualities it is not a hallucination. (Experiences that pass one of these tests but fail the other are called pseudo-hallucinations).
    Although hallucinations are generally regarded as the hallmark of mental disorder, healthy people experience them occasionally, particularly when falling asleep (hypnagogic hallucinations) or waking (hypnopompic hallucinations). These normal hallucinations are brief and are generally of a simple kind such as hearing a bell ring or a name called, or seeing patterns, when the eyes are closed. Usually the person wakes suddenly and quickly recognizes the nature of the experience. These two kinds of hallucination do not point to mental disorder, sometimes they occur when a person in tired and over-excited.     Hallucinations can occur in all sensory modalities but those of hearing and seeing are most frequent.

  Signs and symptoms

Auditory hallucinations may be experienced as voices, noises, or music. Hallucinatory voices may seem to speak words, phrases, or sentences. Some address the patient as "you" (second person hallucinations), whilst others talk about the patient as "he" or "she" (third person hallucinations), which occur particularly in schizophrenia. Sometimes a voice seems to say what the patient is about to say; sometimes it repeats what he has just been thinking (thought echo).

Visual hallucinations may be experienced as flashes of light 

(elementary hallucinations), or as complex images such as the figure of a man. They usually appear normal in size, but sometimes are unusually small or large. (Visual hallucinations are associated particularly with organic mental disorders but can occur in other conditions).
Hallucinations of smell and taste may be recognizable smells or flavours, but more often they are unlike any smell or flavour that has been experienced before and they have an unpleasant quality.

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

Hallucinations of deep sensation may be experienced as feelings of the viscera being pulled upon or distended, or as sexual stimulation. A patient may feel an object inside his/her body (a snake in the stomach, "shrimps" in the brain, etc.) 

Hallucinations of smell and taste, of deep sensation, and tactile hallucinations are less common, than visual and auditory. In most cases they are observed in schizophrenia.

Hallucinations may occur in all kinds of severe psychiatric disorder (affective disorders, schizophrenia, and organic disorders) and, as explained above, occasionally among healthy people. Visual hallucinations occur particularly in organic psychiatric disorders, but also in severe affective disorders and schizophrenia. Although not specific to organic disorder, they should always prompt a thorough search for other evidence of this diagnosis. The finding of hallucinations does not generally point to a particular diagnosis. The uncommon hallucinations of taste, smell, and deep sensation occur mainly in schizophrenia. There are some special kinds of hallucination that characterize a particular disorder; they are explained in the chapters on clinical syndromes.

  Methods of investigation

Illusions may come to notice when the history is taken or when the patient is being observed, for example in a medical ward. Visual illusions can be elicited with a question such as "Have you seen anything unusual?" (or frightening if the patient seems afraid). If the answer is positive, the interviewer needs to find out whether the visual experience is based on an actual visual stimulus (for example 

mistaking a shadow for a threatening person).

Enquiries about hallucinations should be made tactfully, lest the patient takes offence. If enquiry is indicated, questions can be introduced by saying: "When their nerves are upset some people have unusual experiences". Questions can then be asked about hearing voices or sounds when there is nobody within earshot, or about seeing unusual things. If the patient says "yes" to either of these questions, he should be asked whether the voice, sound, or vision appeared to be inside or outside his head. When the history makes it relevant, similar questions should be asked about other kinds of hallucinations.  

If the patient describes auditory hallucinations, he should be asked whether he hears sounds or voices; if the latter, whether one voice or more, and whether the voices talk to him or to each other. 
Hallucinations of voices discussing the patient (third-person hallucinations should be distinguished from the delusion that people at a distance are discussing the patient (delusion of reference. If the hallucinatory voices talk to the patient (second-person hallucinations), the interviewer should find out whether they give commands, and, if so, what kind of commands and whether the patient feels impelled to obey them. 

The only SYNDROME in the disorders of perception is the HALLUCINOSIS, that consists in persistent or recurrent appearance of hallucinations, usually in a clear intellectual field, without confusion or intellectual impairment; most commonly due to intoxication with alcohol or drugs, or following traumata such as surgical procedures and childbirth.  Hallucinosis can be acute or chronic.

”Disorders of memory.”

1. THE TOPICALITY OF THE THEME.

      Memory  is  an  ability  to  revive  past   sensory    impressions, experiences, and learned ideas. In psychiatry, abnormalities of memory are present in many mental disorders.
2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· signs of normal functioning of memory and intellect;

· methods of investigation of memory and intellect;

· signs and symptoms of abnormalities of memory;

2.2 The student ought to master practical skills of:

· investigating memory of the mentally ill patients;

· investigating intellect of the mentally ill patients;

· identifying signs and symptoms of memory abnormalities.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

 Memory  includes  three  basic  mental processes:

   1) registration - the ability to perceive, recognize and  establish information in the central nervous system; it is also called fixation;

   2) retention - the ability to retain registered information; and 

   3) recalling - the ability to retrieve stored information at will.

   Since learning requires the modification of future  behaviour  as  a result of past experience, two distinct processes must  be  explained: (1) the neural mechanisms involved in storage of a  representation  of an experience and (2) the neural mechanisms that are intermediaries in the retrieval of such stored  information  and  its  interaction  with present experience. The first function might  be  called  read-in,  or memory, and the second might be called readout, or remembering.

   To describe abnormalities of memory it is necessary to have a classification of normal memory. There are several schemes, of which the following is useful in clinical practice (although it does not correspond completely to research findings). Memory can be thought of as having three kinds of "store". SENSORY memory stores receive information from the sense organs and retain it for a brief period (about 0.5 seconds) until it has been processed. SHORT-TERM memory stores hold information for longer (about 15-20 seconds). Information can be retained for longer by repeated rehearsal, for example when an unfamiliar phone number is repeated until it can be dialed. The third store is LONG-TERM memory: it receives information that has been selected for more permanent storage, and has a much larger capacity than the other two. Information is stored according to characteristics such as meaning or the sound of words. The mood state at the time of storage is important: memories stored when the person was unhappy are recalled more readily in an unhappy than a happy state of mind.

   Two useful distinctions can be made about long-term memory. The first is between memory for events (episodic memory) and memory for language and knowledge (semantic memory). The second is between recognition of material presented, and recall without such a cue (the latter is more difficult). 

   1. Hypermnesia means exaggerated memory, ability to recall material that is not ordinarily available to the memory process. Hypermnesia as a psychopathological phenomenon has been reported in the following conditions: manic phase of manic-depressive psychosis; schizophrenia; some organic brain disorders; fever. In psychoses old recollections sometimes come up in hallucinations. Seemingly forgotten information can also be recalled during hypnosis or psychoanalysis, as well as an effect of certain drugs (amphetamines and other stimulants and hallucinogenic agents).

   2. Hypomnesia is worsened memory, decreased ability to register retain, or recall information.

   3. Amnesia means inability to recall past experiences. If a patient does not remember all events that had happened to him/her in the past, the amnesia is called general (total), and if he/she can not remember only some events, this state is referred to as partial amnesia. If a person is born with inability to retain information, the amnesia is innate, and if it develops later it is acquired.

   Anterograde amnesia occurs after a period of unconsciousness. It is impairment of memory for events between the ending of complete unconsciousness and the restoration of full consciousness.

   Retrograde amnesia is loss of memory for events before the onset of unconsciousness. It occurs after head injury or electro-convulsive therapy. 

  4. Paramnesia is a disturbance of memory in which real facts and fantasies are confused. There are several kinds of paramnesias (see table 2).

   Jamais Vu is failure to recognize events that have been encountered before, whilst Deja Vu is the recognition of events as familiar when they have never been encountered.  Both abnormalities may occur in neurological disorders.

   Confabulation is the reporting as "memories" of events that did not take-,e place at the time in question.  It occurs in some patients with severe disorders of recent memory.

   Pseudoreminiscence means displacement of real events in time: a patient states that some experience he/she had in reality some years or months before, occurred only yesterday.

   False recognition concerns other people: a patient, for example, identifies a doctor or a nurse in the department as one of his/her relatives.     

   Kryptomnesia is a patient's inability to tell whether he had dreamed  or actually experienced a certain event, whether he had read a verse  in a book, or had written it himself.   

   Memory is affected in several kinds of psychiatric disorder.  In depressive disorder unhappy memories are recalled more readily than other kinds of memory. In organic disorder all aspects of long-term memory are usually affected, although the memory of earlier events is impaired less than that of more recent events. 

   In some organic disorders there is a differential impairment - the AMNESTIC (Wernicke-Korsakoff) syndrome, in which the memory for recent events is most affected, and semantic memory least. This syndrome includes anterograde and/or retrograde amnesia (if it develops acutely, for example as a result of alcoholic delirium), fixation amnesia (recent memory is severely impaired), amnestic disorientation (a patient looses orientation in time and in space) and paramnesia (confabulations and pseudoreminiscences).

METHODS OF ASSESSMENT 

   Difficulties in remembering may come to light during history taking, when questions can be asked about everyday memory lapses.  During the examination of mental state, tests are given to assess immediate, recent, and remote memory.  None of these tests is wholly satisfactory, and the results should be assessed cautiously and in relation to other information about the patient's ability to remember.  If there is doubt, standardized psychological tests can be given by a clinical psychologist.

    Short-term memory is assessed by asking the patient to repeat sequences of digits or words immediately after they have been spoken slowly enough for him to register them (the 'digit-span' test).  An easy sequence of three digits is given first to make sure that the patient understands the task. Then a new sequence of four digits is presented. If the patient can repeat four digits correctly, five, six, and then seven are given. If he reaches a level at which he cannot repeat the digits, the test is repeated with a different sequence of the same length. A normal person of average intelligence can repeat seven digits correctly; five or less suggests impairment. (The test involves concentration and therefore, as noted above, cannot be used to assess memory when tests of concentration are abnormal.)

    Next the interviewer assesses the patient's ability to take in and remember new information. By convention, the new information is a name, an address, and the name of a flower. The interviewer should avoid common names and addresses likely to be familiar to the patient.  It is important to ask the patient to reproduce the information straight away to make sure that it has been registered correctly.  If the material is not registered correctly, the information is repeated until there is accurate immediate recall. Other topics are then discussed for 5 minutes, at which time recall is tested. The patient's response should be recorded verbatim and the number of errors noted. A healthy person of average intelligence should make only minor errors in this task.

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

   Remote memory can be assessed by asking the patient to recall personal events or well-known public events from some years before.  Personal events could be the birth dates of the patient's children or grandchildren (provided that these dates are known with certainty by the interviewer); public events could be the names of earlier political leaders, sportsmen, or musicians.  Awareness of the sequence 

of events is as important as the recall of individual items.

    When a patient is in a general hospital, important information about memory is available from observations made by nurses. These observations include how fast the patient learns the daily routine of the ward, and the names of staff and other patients, and whether he forgets where he has put things or cannot find his way about (though the latter may indicate spatial disorientation rather than poor memory). When the patient is at home, relatives may report comparable observations about the patient's ability to learn and remember.

    Among elderly patients, these questions about memory do not distinguish well between those who have cerebral pathology and those who do not. For cases of doubt there are standardized ratings of memory for recent personal events, past personal events, and general events, which allow a better assessment of severity.  Standardized tests of learning and memory can also help in the diagnosis of organic mental disorder, and can be used for quantitative assessments of the progression of memory disorder. These tests are usually administered by a clinical psychologist.

”Disorders of thinking and intellect.”

1. THE TOPICALITY OF THE THEME.

Thinking is a complex mental process of forming a new representation by transforming available information. Thinking can also be determined as the abstract, generalized learning about the phenomena of reality. Using the reflection theory we can say, that if perception is the process of direct reflection of real objects, thinking is the reflection of relationships between objects, their interactions, natural regularities, etc.

   The information processing involves the interaction of several mental attributes, such as generalizing, abstracting, inferring, reasoning, imagining, judging, problem solving, and, at times, creativity. Thinking has three general features: it occurs in the mind but is inferred from the observable behavior, it is a process that manipulates knowledge in a person's cognitive system, and it is directed towards finding solutions to problems facing the individual (Mayer, 1983).   

  Intellect is the global capacity to profit from experience and to go beyond given information about the environment.  In psychiatry, abnormalities of thinking are present in many mental disorders.
2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· signs of normal thinking process;

· methods of investigation of thinking;

· signs and symptoms of abnormalities of thinking;

· basic delusional syndromes

· signs and symptoms of abnormalities of intellect.

 2.2 The student ought to master practical skills of:

· investigating thinking process in mentally ill patients;

· identifying sings and symptoms of abnormalities of thinking in mentally ill patients;

· diagnosing basic delusional syndromes in mentally ill patients;

· identifying signs and symptoms of intellect abnormalities.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

    The process of cognition begins with sensation and perception, then goes on to more complicated cognitive acts, such as notion, concept, judgement, deduction. The processes of perception and thinking are closely related to each other.

   A NOTION is a mental representation of a concrete object or phenomena - an item (this man; this car; this table etc.). It is the first, most simple stage of thinking. 

   CONCEPTS are categories we form, which are mental representations of kinds of related items that are grouped in some way. Concepts are the building blocks of thinking. They enable us to organize knowledge in systematic ways. Concepts may represent objects, activities, or living organisms. They also can represent properties, such as "red", "large", abstractions, such as "truth" or "love", and relations, such as "smarter than", which tells us about the difference between two organisms, but does not tell us about either of the organisms being compared. Concepts in accordance with the item they represent can be concrete (a boy, a tree), generalized (fruit, animals, transport) and abstract (responsibility, relativity). Both a notion and a concept (in this understanding) can usually be expressed by a word or a word combination (musical instruments, domestic animals). Concept formation - identifying the stimuli properties that are common to a class of objects or ideas - is the basic task of thinking. The mind lives by 

   The THINKING PROCESS consists of the following OPERATIONS: analysis, synthesis, comparison, generalization, abstraction, and concretization.   ANALYSIS- is the process of dividing the perceived information into component parts. An object or phenomenon in a person's mind is divided into separate parts with the purpose if learning its properties. For example, a doctor investigates the indices of a blood test: the number of erythrocytes, leukocytes, content of different substances, etc., understanding the meaning of these data for his patient's health.

   SYNTHESIS - is the process of joining separate parts (components) of an object or phenomena together, into the whole.

   The processes of analysis and synthesis are inseparably linked to each other. 

   COMPARISON consists in assessing likeness and/or difference between objects and phenomena.

   GENERALIZATION appears in the process of gaining knowledge and as a result of comparison, when from knowledge about separate details a person goes on to find the principal, general features that can be characteristic of a certain object, phenomenon or situation. As a child grows this property of thinking develops and as time passes begins to ground on the processes of analysis and synthesis.

   ABSTRACTION - is a thinking operation in which an individual, having singled out some certain properties of an object, abstracts (digresses) from its other properties.

   CONCRETIZATION helps to associate theory and practice, to have a deeper understanding of some concepts, using an example of a real object or phenomenon. The need for concretization usually appears in the teaching process.

   REASONING    

   Our thoughts range between two extremes: the autistic and realistic. AUTISTIC THINKING is a personal, idiosyncratic process, involving fantasy, daydreaming, unconscious reactions, and ideas that are not testable by external reality criteria. We can even say that autistic thinking is thinking isolated from reality. This type of 

individualized thought is part of most creative acts. However, when it generates delusions and hallucinations, it can be evidence that the individual has lost touch with reality and is suffering from some type of mental illness. REALISTIC THINKING, by contrast, requires that ideas be fit into the reality of situational demands, time constraints, operational rules, and personal resources. Thinking realistically involves frequent checks on reality and tests that measure the appropriateness and correctness of one's ideas against some acceptable standard.

   REASONING is a process of realistic, goal-directed thinking in which conclusions are drawn from a set of facts. In reasoning information from the environment and stored information are used in accordance with a set of rules (either formal or informal) for transforming information. There are two types of reasoning: deductive and inductive.

   The term THOUGHT DISORDER denotes several kinds of abnormality. They can be classified in different ways. Out department of psychiatry prefers the classification, shown in Table 1. The first group contains disorders of the amount and speed of thought (the stream of thought).  The second group is disorders of the ways in which thoughts are linked together (the form, or structure of thought). The third group is disorders of content of thought: delusional thinking, overvalued ideas and obsessional thinking.

   In disorders of the STREAM OF THOUGHT both the amount and the speed of thoughts are changed. The term pressure of thought denotes thoughts that are unusually rapid, abundant, and varied. The term poverty of thought denotes the opposite, i.e. thoughts that are unusually slow, few, and unvaried. Pressure of thought occurs in mania, and poverty of thought in severe depressive disorder.  Either can occur in schizophrenia.

    In flight of ideas, thoughts and conversations move quickly from one topic to another, so that one train of thought is not completed before the next is taken up. Because the topics change so rapidly the links between one topic and another may be difficult to follow, but none the less linkage is through normal processes of thinking. (This linkage can be detected most easily by tape recording a sample of speech and listening to it repeatedly.) These normal linkages are of several kinds: ordinary logical associations between two ideas; rhyming, for example following a phrase containing the word chair with another containing the word pear (this sequence is sometimes called clang association); punning, that is using a sound that has more than one meaning, for example male/mail. In addition, a new train of thought may be set off by a distracting cue in the environment. Flight of ideas is characteristic of the syndrome mania.

   Healthy people sometimes have the experience of losing the train of thought ("the mind going blank"). A similar but more extreme experience, thought blocking, occurs when the mind seems to be suddenly empty of thoughts.

   Thought blocking should not be confused with sudden distraction, or the intrusion of a different line of thinking.  It should be recorded only when the patient describes the characteristic experience of an abrupt and complete emptying of the mind.  It occurs particularly in schizophrenic patients, who may interpret the experience in an odd way, saying that their thoughts have been removed by another person (thought withdrawal).

   Perseveration or stereotypy is the persistent and inappropriate repetition of the same sequence of thought, as shown by repetition of speech or actions. It can be demonstrated by asking a series of questions: the patient gives the correct answer to the first question, but continues to give the same answer inappropriately to subsequent questions that require a different answer. Perseveration occurs most often in the syndrome of dementia but is not confined to it. Pathological thoroughness means that a patient can not distinguish main ideas from minor ones. As a result, he is incapable of telling things shortly and precisely, his stories become too long and thorough. This happens in organic brain damage.

   DISORDERS OF THE FORM (STRUCTURE) OF THOUGHT are disorders of the ways in which thoughts are linked together. Each is related to a particular syndrome, but not so strongly that a confident diagnosis of the syndrome can be made when the particular thought disorder is present.

   Loosening of associations is a lack of logical connection between the parts of a train of thought, which is not explicable by the processes described under flight of ideas. This lack of logical association is sometimes called knight's move thinking (referring to the indirect move of the knight in chess). Usually the interviewer is alerted to the presence of loosening of associations because the patient's conversation seems muddled and hard to follow. This muddled thinking differs from that due to anxiety or low intelligence.  Anxious people become more coherent when put at ease, and those of low intelligence do so when questions are simplified. When there is loosening of associations, the links between ideas cannot be made more understandable in either of these ways. Instead the interviewer has the experience that the more he tries to clarify the patient's thinking, the less he understands it. The phenomenon is difficult to detect reliably. Loosening of associations occurs most often in schizophrenia. 

   Paralogical thinking means perverted logic or reasoning. The conclusions a patient makes are based on minor details (for instance, not on the meaning of words, but on their rhyming, or sounding alike), and as a result, sound senseless: "I am Lenin, because there are three common letters in the word "Lenin" and in my mother's name Nina. Besides, both Lenin and I were born in the months beginning with letter A, only he was born in April, and I - in August."

   A symbol is an object that stands for or represents something else. Symbolism is the act of representing an object or idea by a substitute object, sign, or signal. Sane people often use symbols, in fact even words are symbols of ideas. Symbolic thinking becomes pathological, when a patient begins to ground his ideas and actions not on reality, but on symbols. For example, a patient explains his failure to return to the department after he went home for the weekend as follows: "I promised my doctor to come back Monday morning, but when I was walking out of the hospital, I stepped on some soft cement, and the worker who was cementing the floor smoothed my foot mark over. So I thought that his action meant that I must not come back."

   Autistic thinking, like symbolic, becomes abnormal only if a person can not find any difference between his/her fantasies and the reality, his ideas fail to fit into a real situation. In this case autistic thinking can lead to delusions. Paralogic, symbolic, and autistic thinking are common for schizophrenia 

   Incoherence is total disorganization of thought, when there are no connections at all between parts of the train of thought. The speech becomes disconnected and unintelligible. This thought disorder is characteristic of some disorders of consciousness.

   DISORDERS OF CONTENT OF THOUGHT

   DELUSIONS

   A delusion is a belief that is held firmly but on inadequate grounds, is not affected by rational argument or evidence to the contrary, and is not a conventional belief that the person might be expected to hold given his cultural background and level of education. This rather lengthy definition is required to distinguish delusions, which are indicators of mental disorder, from other kinds of strongly held belief found among healthy people. A delusion is usually, but not always, a false belief (see below).

   The statement that a delusion is held on inadequate grounds means that it is not arrived at through normal processes of thinking. Autistic, paralogic, and symbolic thought processes are at the base of most delusions. A delusion is held so strongly that it is not altered by evidence to the contrary that would convince other people.  For example, a patient who holds the delusion that persecutors are in the next room will not alter his belief when shown that the room is empty; instead he may suggest that the persecutors left in some improbable way before the room was opened. The strength of a belief is not enough to define it as a delusion because some normal people have non-delusional beliefs that are impervious to evidence that would convince most other people.  For example, a person who has been brought up to believe in spiritualism is unlikely to change his conviction when presented with contrary evidence that a nonbeliever would find convincing; but this strongly held conviction is not a delusion.

   Although delusions are almost always false beliefs, occasionally they are true or subsequently become true.  For example, a man may develop the delusional belief that his wife is unfaithful when there is no evidence of infidelity of any kind and no other rational reason for holding the belief. Such a belief has been arrived at in an abnormal way, even if the wife is in fact unfaithful. The important point is that a belief is delusional not because it is false but because it was derived in an abnormal way. Although the point is of theoretical importance, in practice it seldom gives rise to difficulties.                              

   Although delusional beliefs are usually odd, it is a mistake to assume that a belief is delusional simply because of its oddness.  Some people express strange beliefs (for example, attempted poisoning by a relative), which are eventually confirmed by facts.  Therefore such beliefs should be investigated to determine whether they could be factually correct.

   Some delusions occur as sudden and total convictions.  Others develop more gradually, starting from a belief that is not held with complete conviction. Similarly, delusions may weaken gradually as the amount of conviction decreases. Such less firm beliefs are called partial delusions - a term that should be used only when the belief is known to have been preceded by full delusional conviction, or applied with hindsight to a belief that developed later into a full delusion (but could not have been known to be a partial delusion at the time).

   Although a patient may be convinced totally that his delusional belief is true, this conviction does not necessarily influence all his feelings and actions. This separation of belief from feeling and action occurs most frequently in chronic schizophrenia: for example, a patient may have the false fixed belief that he is a member of the Royal Family and yet live contentedly in a hostel for discharged psychiatric patients.

 Primary and secondary delusions

  A primary delusion occurs suddenly and with complete conviction, and without any identifiable mental event leading up to it. For example, a patient may suddenly develop the unshakable conviction that he is changing sex, without ever having thought so before and without any event that could have prompted the idea. In practice it is often difficult to decide whether or not a delusion is primary because 

patients do not find it easy to recall and explain the exact sequence of their abnormal experiences. Primary delusions are rare, and may be too readily diagnosed by inexperienced interviewers. It is important to avoid this error, because primary delusions are important evidence for schizophrenia.

   A secondary delusion arises from a preceding abnormal experience.  This experience may be of various kinds such as a hallucination (for example, a person hears a voice and believes he is being followed), a mood (for example, a person with deep depression believes that other people think he is worthless), or another delusion (e.g. a person with the delusion that he has no money believes that he will be imprisoned for unpaid debt). Some secondary delusions have an integrative function, making more sense of the original abnormal experience (as in the first example). Others increase the patient's distress (as in the other examples). In this way some patients develop a series of secondary delusions related to one another ("systemized delusions" which form a delusional system).

  Three other terms are sometimes used to describe special ways in which delusions begin. The first is used when a delusion is preceded by a change in mood. The patient feels threatened without knowing why, searches for an explanation, and then becomes convinced, for example, that he is being followed. This phenomenon is called DELUSIONAL MOOD (it is really the mood preceding a delusion). The second term is used when a delusion begins as a sudden misinterpretation of the significance of something perceived. For example, a patient may suddenly believe that the arrangement of objects on a table indicates that his life is threatened. This phenomenon is sometimes called DELUSIONAL PERCEPTION (but it is really a delusional misinterpretation of a normal percept). The third term is applied when a delusion occurs as a reevaluation of past events, usually in someone who is already deluded. For example, a patient may hold the delusion that others are trying to poison him; he may then develop the belief that poison was put in his food on a previous occasion when he felt ill, even though he did not hold this belief at the time. Such an experience is called a DELUSIONAL MEMORY. (In fact the memory is normal; it is the new interpretation of the remembered event that is abnormal.)

   SHARED DELUSIONS.

   As a rule, other people recognize delusional beliefs as false and they argue with the deluded person in an attempt to correct him.  Occasionally a person who lives with a deluded patient comes to share the delusional beliefs. The newly deluded person is then said to have shared delusions or folie a deux. The affected person's conviction is   often unshakeable as long as he remains with the patient, but usually 

weakens quickly when the two are separated.

   DELUSIONAL THEMES.

   Delusions are usually grouped according to their main themes. Since there is some correspondence between delusional theme and type of disorder, which is helpful in diagnosis, the main themes will be described briefly and related to the disorders in which they occur most often. The associations are described more fully in the chapters on these disorders.

   DELUSIONAL THEMES

 1  Persecutory delusions are often called paranoid delusions.     (Strictly speaking, the word paranoid refers to all kinds of false     belief about relationships between people, so that grandiose,  jealous, and amorous delusions can also be called paranoid.) Most persecutory delusions are concerned with people or organizations     that are believed by the patient to be trying to inflict harm on     him, damage his reputation, or make him insane. In assessing such     ideas it is important to remember that in some cultures it is normal to ascribe misfortunes to the malign activities of other people who are believed to practice witchcraft, and such ideas are not delusions. Persecutory delusions are common in schizophrenia,     and also occur in organic states and severe depressive disorders.  A patient with a depressive disorder characteristically accepts that the supposed actions of his persecutors are justified by his own wickedness; in schizophrenia he characteristically resents them.

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

 3  Grandiose and expansive delusions are beliefs of exaggerated self-importance. The patient may think himself wealthy, endowed     with unusual abilities, or in other ways special. Such ideas occur mainly in mania and sometimes in schizophrenia.

 4  Delusions of guilt and worthlessness are beliefs that the person has done something shameful or sinful.  Usually the belief concerns an innocent error that did not cause guilt at the time; for example, a patient may be convinced that a small error in an income tax return will be discovered and lead to prosecution.  This kind of delusion occurs most often in severe depressive disorders.

 5  Nihilistic delusions are, strictly speaking, beliefs about the nonexistence of some person or thing, but the meaning is extended to include beliefs that the patient's career is finished, that he is about to die or has no money, or that the world is doomed.  

    Nihilistic delusions occur most often in severe depressive disorders.

 6  Hypochondriacal delusions are false beliefs about illness. The patient believes, in the face of convincing medical evidence to the contrary, that he is ill. Such delusions are more common among the elderly, reflecting the increasing concerns about health in later life. Related delusions are concerned with the appearance of parts of the body, for example the belief that the (normally     shaped) nose is seriously misshapen (dysmorphomania). Patients with these delusions about their appearance may seek the help of plastic surgeons. Delusions of these kinds occur in depressive disorders and schizophrenia.

 7  Delusions of jealousy are more common among men. They may lead to     dangerously aggressive behaviour towards the person who is believed to be unfaithful.

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

 9  Delusions of control are beliefs that personal actions, impulses, or thoughts are controlled by an outside agency. This experience has to be distinguished from two others: first, hearing hallucinatory voices giving commands which are obeyed voluntarily; second, holding culturally normal beliefs concerning the divine     control of human actions.  Delusions of control strongly suggest schizophrenia.

10  Religious delusions may be guilty (concerned, for example, with divine punishment for minor sins) or expansive (concerned with special powers). It is important to determine whether the belief is a true delusion or is widely held by members of a religious group and therefore not a delusion.

11  Delusions concerning the possession of thoughts. Healthy people have no doubt that their thoughts are their own and can be known to other people only if spoken aloud or revealed through behaviour.  Some patients hold abnormal beliefs concerning the possession of thoughts: (a) some of their thoughts are not their own but have been implanted by an outside agency - the delusion of thought insertion; (b) some of their thoughts have been taken away – the delusion of thought withdrawal; (c) their thoughts are known to other people through telepathy, through radio, or in some other unusual way the delusion of thought broadcasting. There may be an additional abnormal experience that allows such unusual ideas to     develop. All three symptoms are found most frequently in schizophrenia.

   SYNDROMES OF DELUSIONS

   As you should already know, a group of concurrent symptoms that together are indicative of a disease are called a syndrome. We can single out several delusional syndromes, proceeding from the quality, themes, structure and other characteristics of delusions, as well as their combinations with other symptoms.

   Paranoia (paranoiac syndrome) involves insidious development of a fixed delusional system of at least six months duration with preservation of clear and orderly thinking. Delusions in this syndrome are systematized, verisimilar (the events described by the patients can possibly happen); sometimes delusions seam so logical, that they appear to be an extension of premorbid personality. They are not combined with hallucinations. Sometimes this syndrome develops on the base of overvalued ideas. The content of the ideas is usually delusions of jealousy, invention, dysmorphomania, amorous or litigious (querulous) delusions. As a rule it is very stable and lasts for years.

   Paranoid syndrome includes both delusions and hallucinations. Delusions are not systematized or partly systematized, among them delusions of persecution prevail, but other themes also occur. This syndrome is the most common of all the delusional syndromes.

   Paraphrenia (paraphrenic syndrome) means a psychotic disorder characterized by fantastic, absurd, paralogical systematized delusions. In most cases grandiose and expansive delusions prevail, but other themes occur too. Patients do not try to explain or prove their ideas to others, they just state them in a ridiculous way. A patient can say, that he is immortal, has two hearts, is the lord of the Universe, etc... Delusions are usually combined with hallucinations, pseudohallucinations, and sometimes with structural disorders of thinking (paralogic or symbolic thinking, looseness of ideas).

   Hypochondriacal syndrome (see above hypochondriacal delusions). In this syndrome delusions can be combined with disorders of perception, in particular senesthopathias (abnormal unpleasant sensations in different parts of body or internal organs), that increase the manifestations of the syndrome.                   

   Clerambault-Kandinsky (mental automatisms) syndrome is a psychotic syndrome in which the patient feels that his mind is controlled by another person or an outside power (see above delusions concerning the possession of thoughts, delusions of control). There can be tree kinds of mental automatism: associative automatism (possession of thought and speech), perception automatism (the patient thinks that some other person or outside power creates different sensations in his body), and kinesthetic (movement) automatism (a patient feels that somebody else moves his limbs and body).                      

   Cotard's syndrome (Jules Cotard, French neurologist, 1840-87). A psychotic state characterized by anxious depression, suicidal tendencies, and ideas of negation delusions (see nihilistic delusions). A patient can think that he is dead already, and moves only because artificial electric current makes his body move.

   OVERVALUED IDEAS

   The term "overvalued idea" is used to denote an isolated, preoccupying and strongly held belief which dominates a person's life and may affect his actions but (unlike a delusion) has been derived through normal mental processes. For example, a person whose parents developed cancer within a short time may be convinced that cancer is contagious even though his doctor has presented evidence to the contrary, and may avoid visiting a friend with cancer who has asked to see him. The distinction between overvalued ideas and delusions may be difficult to make, since the two kinds of idea can be equally strongly held and the differentiation depends on a retrospective judgement by the interviewer about the way in which the idea was formed. In practice, this difficulty seldom causes problems since diagnoses are not made on a single symptom, but on the pattern of several symptoms. 

   When there is doubt about whether a particular idea is a delusion, there are usually other ideas that are clearly delusional or symptoms of a different kind from which the diagnosis can be made. Overvalued ideas are most common for certain types of personality disorders.

   OBSESSIONAL AND COMPULSIVE SYMPTOMS.

   Obsessions are recurrent and persistent thoughts, impulses, or images that enter the mind despite efforts to exclude them. The characteristic feature is the subjective sense of a struggle (resistance) against the intruding mental phenomena. The person has no doubt that the intruding thoughts are produced in his own mind rather than implanted from elsewhere (a point of contrast with delusions of the possession of thoughts described above). Usually obsessions are about matters which the person finds distressing or unpleasant. The person recognizes that the ideas are senseless and usually feels ashamed to tell other people about them.

   Resistance is an important feature because it distinguishes obsessions (in which resistance is present) from delusions (in which it is absent). When obsessions have been present for a long time, resistance may decrease so that this distinction becomes difficult to make. In practice this difficulty seldom causes diagnostic problems because by the time that resistance has diminished the diagnosis has usually been made.

   Obsessions have to be distinguished from the following:

I   the ordinary preoccupations of healthy people;

2   the intrusive concerns of anxious or depressed patients;

3   the recurring thoughts and images associated with sexual deviancy;

4   the recurring thoughts and images associated with drug dependency;

5   delusions.

  Patients with these non-obsessional ideas do not regard them as unreasonable and do not resist them. Obsessional symptoms are essential features of obsessional neurosis, and sometimes occur in many kinds of psychiatric disorder, particularly anxiety and depressive disorders.

   TYPES OF OBSESSIONAL SYMPTOMS

   Obsessions can occur in several forms (Table 3). Obsessional thoughts are repeated intrusive words or phrases, such as obscenities or blasphemies, or thoughts about distressing occurrences, for example that the hands have become contaminated with bacteria which will spread disease. Obsessional ruminations are more complicated sequences of thoughts, for example about the ending of the world. Obsessional doubts are uncertainties about a previous action, for example whether or not the person has switched off an electrical appliance that might catch fire. Obsessional impulses are urges to carry out actions, which are usually aggressive, dangerous, or socially embarrassing; for example, using a knife to stab someone, jumping in front of a moving train, or shouting obscenities in church. Whatever the urge, the person recognizes that it is irrational and does not wish to carry it out. This is an important point of distinction from delusions, which are regarded as rational by the patient and which may lead to action, such as aggression against a supposed persecutor.

  Obsessional phobia is the term sometimes applied to obsessional thoughts with a fearful content, for example 'I may have cancer', or to obsessional impulses that arouse anxiety, for example the urge to stab another person.                                                                                      

   THE CONTENT OF OBSESSIONAL THOUGHTS 

   Obsessional thoughts can be about any topic but most are centred around six themes.

   The six themes are as follows:

     COMMON THEMES OF OBSESSIONAL THOUGHTS:

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

 2   Aggressive actions, for example the idea that the person may harm another person or shout angry remarks;

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

 4   Illness,  for example the idea that the person may have cancer (ideas of contamination may also refer to illness, for example, that a disease may result from the feared bacterial contamination);

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

 6   Religion, for example blasphemous thoughts, or doubts about the      fundamentals of belief (for example "does God exist?") or about the adequacy or completeness of a religious ritual such as confession.

   COMPULSIONS

   Although compulsions are not thoughts but abnormal actions, it is convenient to describe them here. Compulsions are repeated, stereotyped, and seemingly purposeful actions which the person feels compelled to carry out but resists, recognizing that they are irrational. (Compulsions are also known as  rituals.) Most 

compulsions are associated with obsessions. In some compulsive cases the association seems understandable, as when hand-washing is associated with ideas that the hands are contaminated. In other cases there is no obvious connection between the actions and the thoughts, as when checking the position of objects is associated with aggressive ideas. Most compulsions produce an immediate reduction of the distress associated with obsessional thoughts (for example hand-washing) although their long-term effect is to prolong them. Compulsions may be accompanied by doubting thoughts that the behaviour has not been executed correctly, leading to further repetitions.  In this way, the behaviour may be prolonged for hours.

   THE CONTENT OF COMPULSIONS

    Compulsions can be of any kind but there are four common themes: 

1.  checking rituals, which are often concerned with safety, for     example checking repeatedly that a gas tap has been turned off;

2   cleaning rituals  such as repeated hand-washing or domestic     cleaning;

3   counting rituals such as counting to a particular number or counting in threes;

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

    METHODS OF INVESTIGATION

   Preoccupations are themes that recur frequently in thinking but can be put out of mind by an effort of will. Preoccupations are often noticed during history taking; during mental state examination it is appropriate to find out if there are other preoccupations by asking "What sort of things do you worry about?", "What sort of thoughts occupy your mind?". The knowledge of the patient's preoccupations is always important, but particularly so in three conditions: depressive disorders, where preoccupations about suicide should be explored particularly carefully, anxiety disorders, where preoccupations may prolong the disorder, and sexual disorders.

   Obsessional phenomena involve both thinking and behaviour, and it is convenient to consider both at this point. To elicit obsessional thoughts an appropriate question is "Do any thoughts keep coming repeatedly into your mind, even when you try hard to get rid of them?".  

If the patient says "yes", he should be asked for an example. Patients are often ashamed of the content of obsessional thoughts (particularly those with aggressive or sexual themes) and so questioning needs to be patient and sympathetic. The interviewer should make certain that the patient regards the thoughts as his own, because some schizophrenic patients have similar intrusive thoughts which they believe have been implanted from outside ("thought insertion").

   Compulsive rituals may be observed during the mental state examination, although more often they are revealed during history- taking. Although not disorders of thinking, they are conveniently recorded under obsessional phenomena. The following questions can usefully be asked: "Do you ever have to repeat actions over and over which most people would do only once?" or "Do you have to go on repeating the same action when you know this is unnecessary?".

   Delusions are often revealed during history-taking from either the patient or an informant. Delusions may be difficult to elicit because the patient does not regard them as abnormal, and because he may be suspicious or afraid. A good way of starting the enquiry is to ask for an explanation of any unusual statements, unpleasant experiences, or unusual events that the patient has mentioned. For example, a patient may say that his headaches started when his neighbors caused him trouble; when asked why the neighbors should do this, he may say that there is a conspiracy to harm him. Patients may hide delusions, and the interviewer should be alert to evasions, vague replies, or other hints that information is being withheld.

    Having discovered an unusual belief, the interviewer has to decide first whether it is false, second how strongly it is held despite evidence to the contrary, and third whether it is culturally determined. It is important to consider carefully whether the belief could be true. Some beliefs are clearly false, for example that persecutors are damaging the patient's brain by beaming radio-waves on him. Other beliefs need to be checked - for example, that neighbors are mounting a campaign against the patient.

   Tact is required when finding out how strongly the beliefs are held. The patient should feel that he is having a fair hearing, and the interviewer's response is enquiring and not argumentative. The interviewer can say that, in order to help the patient, he needs to know how the problem has been caused; he can then challenge, gently but persistently, the patient's reasons for the belief. At the same time the interviewer has to judge whether the beliefs could be culturally determined ideas, that is ideas accepted by others sharing the patient's culture. Such ideas may be shared by members of an unusual religious sect, or by societies in which ideas about evil forces or witchcraft are widespread. Any doubt can usually be resolved by finding another person from the same religion or country, and by asking whether the patient's ideas would be shared by people from the same background.

    Direct questions may be needed to elicit several kinds of delusion that occur in schizophrenia, namely delusions of thought broadcasting, thought insertion, thought withdrawal, or control. If there are reasons for suspecting schizophrenia, the interviewer can ask questions such as "Do you ever think that other people can tell what you are thinking, even though you have not told them?" or "Do you ever think that thoughts have been put into your mind?". If the answer is "yes", a detailed example should be obtained to make sure that the patient has not answered positively for the wrong reason. For example, he may have answered the first question positively simply because he thinks that it refers to a general tendency for facial expression to reveal what a person is thinking.

    Since questions about such delusions may antagonize a patient with a minor psychiatric problem, they should be reserved for cases in which schizophrenia enters the differential diagnosis.

   INTELLECT is the capacity for understanding, recalling, mobilizing, and integrating constructively what one has learned  and for using it to meet new situations. The most widely accepted definition of intelligence is: the capacity to solve new problems by means of reasoning. It involves an understanding of the relevant issues in new tasks and thinking of successful or satisfactory solutions to the tasks. The emphasis on novelty of the tasks serves the purpose of differentiating from memory feats, although memory has a role in reasoning. Tests of intelligence stress reasoning, not concrete performances, because manual performances are easily influenced by transient emotional stress and by training.

   Intelligence is not a single mental function, as is, for example, perception or memory. To solve new problems a person needs to get information, store (remember), and process it. So all the mental functions that we discussed so far at our sessions (perception, attention, memory, and thinking) can be considered component parts of intelligence, as well as language, knowledge and experience.

   INTELLECTUAL LEVEL. The intellectual level, determined by a reliable examination with a sound test after the fourth year of life, is one of the most lasting and most important human traits. Individuals with adequate intelligence may not achieve what they are capable of for a variety of reasons; but no matter how hard a person with insufficient intelligence tries he cannot achieve what is beyond his capacity.

   MENTAL RETARDATION. 


In ICD 10 and DSM IV the term mental retardation denotes intellectual impairment starting early in life (as distinct from dementia, which is intellectual impairment developing later in life).  

Other terms of this condition include mental deficiency, mental subnormality, mental handicap, and, most recently, learning difficulties. Although the central feature is intellectual impairment, the definition of mental retardation should include social criteria for the practical purpose of distinguishing between people who can and those who cannot lead a near-normal life.  Thus in DSM the definition of mental retardation includes not only intellectual impairment but also the phrase "with concurrent deficits and impairments in adaptive behaviour, taking into account the person's age".  Subgroups of mental retardation are recognized according to the degree of impairment: mild (IQ 50-70), moderate (IQ 35-49), severe (IQ 24-34), and profound (IQ below 20).

   Epidemiology

   Among the population aged 15-19, the prevalence of moderate and severe mental retardation is about 3.0 to 4.0 per thousand.  This prevalence has changed little since the 1930-s, even though the incidence of severe retardation has fallen by a third to a half as a result of improved ante-natal and neonatal care and other factors.  

   Clinical features of mental retardation

   In all forms of mental retardation the characteristic feature is low performance of all kinds of intellectual functioning including learning, short-term memory, the use of concepts, and problem-solving.  Sometimes one specific function is impaired more than the rest, for example the use of language. Mentally retarded children may show any of the common behavioral problems of childhood. These problems tend to occur later and to last longer than in a child of normal intelligence, but they usually improve slowly with increasing age.

   Mild mental retardation (IQ 50-70)

   About four-fifths of mentally retarded people are in this group.  They are usually normal in appearance and have only slight sensory or motor deficits, if any. They usually develop near-normal language abilities and social behaviour during the preschool years; hence in the mildest cases the mental retardation may not be identified until the child starts school. Most adults with mild retardation can live independently, though some need help with housing and employment.  Some need help when experiencing stressful events. The level of their abstract thinking is low.

   Moderate retardation (IQ 35-49)

   About 12 per cent of the mentally retarded are in this group.  Most have enough language development to communicate, and most can learn to care for themselves with supervision.  As adults they can usually find their way about and undertake simple routine work.

   Severe retardation (IQ 20-34)

   About 7 per cent of the mentally retarded have severe retardation. In the preschool years their development is greatly slowed, and at school their learning is delayed.  Eventually many can be trained to care for themselves under supervision and to communicate in a simple way.  As adults most can undertake simple tasks and engaged in limited social activities. Many have associated physical disorders. A few have a highly specific cognitive ability of a kind normally associated with superior intelligence (such as the ability to carry out feats of mental arithmetic or memory). Such people are called idiots savants.

   Profound retardation (IQ below 20)

   Less than 1 per cent of the mentally retarded are in this group.  Few learn to care for themselves completely, and a few eventually achieve some simple speech and social behaviour.  Physical disorders are very frequent.

    DEMENTIA, or acquired intelligence deficiency, is a generalized impairment of intellect, memory, and personality, without impairment of consciousness. It is an acquired disorder, as distinct from mental retardation in which impairments are present from birth. Although most cases of dementia are irreversible, a small but important group is remediable.

Clinical features

   Dementia usually presents with impairment of memory; other features include changes in behaviour, mood disorder, delusions, and hallucinations. Though dementia generally develops gradually, it may first come to notice after an acute deterioration caused by either a change in social circumstances or an intercurrent illness. There may also be uncharacteristic aggressive behaviour or sexual disinhibition.   

In a middle-aged or elderly person any uncharacteristic social lapse should always suggest dementia. Behaviour may be disorganized, restless, or inappropriate. Typically there is loss of initiative and reduction of interests. Some patients adopt rigid and stereotyped routines. Some become restless and wander by day and sometimes at night, thus keeping other people awake.  When patients are taxed beyond their restricted abilities, there may be a sudden change to tears or anger (a catastrophic reaction).  As dementia worsens, patients care for themselves less well and may become disinhibited, neglecting social conventions. Behaviour becomes aimless.  Eventually, the patient may become incontinent of urine and faeces. Disorders of cognitive function are salient features.  Forgetfulness usually appears early and is prominent; difficulty in new learning is generally a conspicuous sign. Memory loss is more obvious for recent than for remote events. Patients often make excuses to hide these memory defects, and some confabulate. In some cases there are specific deficits of aphasia, agnosia, or apraxia.  Attention and concentration are also impaired. Disorientation for time, and at a later stage for place and person, are almost invariable once dementia is well established (but in contrast with delirium are not usually prominent in the early stage).

   In the early stages, changes of mood include anxiety, irritability, and depression.  As dementia progresses emotions and responses to events become generally blunted, though there may be sudden changes of mood without apparent cause.  Thinking slows and becomes impoverished in content.  There may be loss of abstract thinking, reduced flexibility, and perseveration. judgement is impaired.  False ideas, often of a persecutory kind, gain ground easily and may progress to delusions.  In. the later stages, thinking becomes grossly fragmented and incoherent. Disturbed thinking is reflected in the quality of speech, in which syntactical errors and nominal dysphasia are common. Eventually the patient may utter only meaningless noises or even become mute. Perceptual disturbances (illusions and hallucinations) may develop as the condition progresses. Insight is usually lacking into the degree and nature of the disorder.

     The clinical picture depends in part on the patient's premorbid personality; for example, neurotic and paranoid traits may become exaggerated.  Amongst people who are socially isolated or deaf, there is less ability to compensate for failing intellectual abilities.  In contrast, a person with good social skills may maintain a social facade despite severe intellectual deterioration.

Aetiology

   Dementia has many causes, of which the most important are listed in Table 5. Among elderly patients, degenerative disorders (notably Alzheimer's disease) and vascular causes predominate.  

  METHODS OF ASSESSMENT

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

   Psychological testing may help to localize lesions in certain sites, notably the frontal and parietal lobes, but methods of imaging are usually more effective.  A commonly used test is the Wechsler Adult Intelligence Scale (WAIS), which is a well-standardized test providing a profile of verbal and nonverbal abilities.  It should be given by a trained tester.  Organic impairment is suggested by a discrepancy between performance IQ (as an estimate of current capacity) and verbal IQ (as an estimate of previous capacity).  Specific tests of memory, learning, and other aspects of cognitive function are sometimes used by specialists to assess patients with localized brain lesions.
”Disorders of emotions.”

1. THE TOPICALITY OF THE THEME.

 Emotion is a special kind of mental reaction, deprived of independence, that accompanies other mental processes and gives them a sensual tone. Emotions can also be described as a living creature's peculiar appraisal of environmental circumstances or of its own internal state. Every fact in the reality can be estimated as comfortable, useful, appropriate (feelings of pleasure) or inappropriate, uncomfortable, or even threatening (feelings of displeasure). In psychiatry, abnormalities of emotions are present in many mental disorders.
2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· classification of emotions;

· methods of investigation of emotions;

· signs and symptoms of abnormalities of emotions.

2.2 The student ought to master practical skills of:

· investigating emotions in mentally ill patients;

· identifying sings and symptoms of abnormalities of emotions in mentally ill patients.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

MOOD: is a complicated, more or less stable emotional state, tone of feelings; this especially concerns the subjective experience by an individual. It is the sum of different emotions the person experiences simultaneously at a certain moment. Normal mood that changes according to the situation in a healthy individual is called EUTHYMIC. 

The popular term FEELING has many meanings. It refers to tactual perception, cognitive belief, emotion, and the simple experiences of pleasantness and unpleasantness.

Emotions have developed in living creatures long before cognitive processes. They promoted the satisfaction of their fundamental drives. Among the characteristic features of the "emotional mechanism" it is necessary to mark extremely high SENSITIVITY, QUICKNESS AND UNIVALENCE OF ESTIMATION.

Emotions have  the following PROPERTIES: sensitivity (the threshold of excitation), mobility (stability, time of existence), amplitude, rate of arousal (time that passes from the moment of encounter with the cause of the emotion till it reach its full intensity) and the content. 

There are two aspects of all affective processes: (1) an acute, temporary event and (2) a chronic, persisting state. The first aspect is revealed in experience and behavior. The second aspect is actually assumed. When we speak of "an emotionally disturbed child," "emotional development,"  "emotional maturity," "emotional balance," "emotional instability," we simply mean a persisting state of maladjustment, conflict, frustration, or a stable attitude or disposition.

Changes in emotions and mood are the most common symptoms of psychiatric disorders. They occur frequently among patients with physical illness and also in healthy people at times of personal misfortune.  

CLASSIFICATION OF EMOTIONAL DISORDERS

           ACCORDING TO DIFFERENT PROPERTIES OF EMOTIONS:    

I.  According to sensitivity        Irritability 

    and intensity                  
Sensitivity

                                    

Emotional coldness (blunting, 

                                    

flattening)

II. According to stability         Lability (emotional incontinence)

                                    
        Explosion readiness

                                    
        Rigidity

III. Distortion of emotions      Ambivalence

                                    
        Parathymia

                                                Pathologic affect

IV. Mood disorders                Hyperthymia

                                               Euphoria (mania)

                                               Dysphoria

                                               Anxiety

                                               Depression (melancholy)

                                               Apathy

As we had mentioned before, an emotion is a reaction to an external or internal event. Normal emotions are adequate to the situation. Their intensiveness and stability (duration) are different, they depend on the circumstances and on the personality features of an individual. In mental disorders emotions can change according to their sensitivity and intensity; stability, and can be distorted. 

Abnormal readiness to anger is called irritability. Sensitivity is a tendency to exaggerated affective responsiveness. The opposite mental state, diminution of normal emotional responsiveness, is called blunting or flattening of affect. When mood changes are marked, and one emotion quickly changes the other (a patient laughs, and in some minutes begins to cry or gets angry) the terms "emotional lability" or "incontinence" are used; this phenomenon sometimes occurs after strokes or as part of dementia. Physiological emotional lability is characteristic of children. Frequent angry  and aggressive reactions, a tendency to bursting forth violently for no serious reason is termed explosion readiness. When the emotions remain constant in the face of topics that normally call for changes in affect, the condition is known and affective rigidity (in patients with schizophrenia or obsessive- compulsive disorder). 

DISTORTION OF EMOTIONS. Mood is normally consistent with thoughts 

and actions. Thus, a person is likely to experience a mood of depression when recalling a sad event, or to experience a mood of elation when recalling a happy event. Sometimes (mainly in schizophrenia) mood and thinking are not consistent in this way; for example, the person may look and feel happy when thinking about a sad event. This phenomenon is called incongruity of affect (parathymia). It has to be distinguished carefully from apparent cheerfulness that hides embarrassment. Some patients with depressive disorders fail to show the characteristic facial expression of depression even though their mood is very low (sometimes called "smiling depression"). If a patient experiences two opposite feelings towards one object or circumstance (love and hate, for example), this phenomenon is known as ambivalence.

A PATHOLOGICAL AFFECT. As it was mentioned above, the term "affect" in our tradition means a very intensive emotion (passion- rage, horror, agony, ecstasy). A physiological affect is usually more or less adequate to the situation, and, although the feelings can be violent, the individual has a command over his or her actions, can understand their consequences, and later remembers what happened during his/her state of affect. In a pathological affect, though, a change of consciousness occurs in the subject. The intensity of emotions exceeds any reasonable reaction to the situation, feelings become inadequate. In most cases the leading emotion is intensive anger, rage. The person looses control over his/her actions and usually behaves violently, he/she can commit a crime, including a murder. The behaviour often becomes not only aggressive, but senseless. The subject can not assess the results of his/her actions. When the pathological affect ends, the person falls asleep. Later he/she forgets everything about the episode. 

MOOD DISORDERS.

Above we had discussed mostly short-term emotional disorders, lasting from several minutes to hours. Speaking about mood disorders, we mean emotional states that last much longer, for days, weeks, and even many months. They are very common in the mental health practice. In healthy people mood varies from day to day, and depends on the circumstances. Such mood is called euthymic. This normal variation may be disturbed in illness. Change of mood is the prominent symptom of depressive and anxiety disorders but can also occur in every kind of psychiatric disorder, and in the reactions of healthy people to stressful events and to physical illness.

ANXIETY is associated with a characteristic expression in which the brow is furrowed horizontally, the posture is tense, and the person is restless and sometimes tremulous. Often there are accompanying signs of autonomic overactivity, such as pale skin and increased sweating of the hands, feet, and axillae. States of anxiety are frequent in several mental disorders, especially neuroses.

The term PHOBIA denotes the symptom of anxiety or fear arising in relation to a specific stimulus. The association with a particular object, event, or situation defines the phobia as a separate symptom. Phobic anxiety is associated with a tendency to avoid the stimuli that evoke anxiety. A phobic person may experience anxiety when thinking about the stimulus but not in its presence (anticipatory anxiety). Phobias are common in healthy people, for example phobias of spiders, snakes, thunderstorms, and high places. Phobias of these and other kinds are the prominent symptoms of phobic disorders and also occur as minor aspects of other anxiety disorders and of depressive disorders. So-called obsessional phobias are different, they will be described in the lecture on the obsessional-compulsive syndrome.

”Disorders of effector sphere.”

1. THE TOPICALITY OF THE THEME.

 Volitional behavior, as well as other forms of behavior, is based primarily on different needs (both biological and psychological), but it also can be motivated by interests and values (ideals). In psychiatry, abnormalities of effector sphere are present in many mental disorders.
2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· stages of volitional action;

· methods of investigation of volitional processes;

· signs and symptoms of abnormalities of effector sphere.

2.2 The student ought to master practical skills of:

· investigating effector sphere in mentally ill patients;

· identifying sings and symptoms of abnormalities of effector sphere in mentally ill patients.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

   A VOLITIONAL action is a kind of mental (of physical) activity, directed at achieving a consciously set aim, which often involves overcoming obstacles and in which the result of the action is presupposed. VOLITION (willpower) is a person's capability to self-determination and self-regulation of his/her activities and mental processes. 

      A volitional action has a number of stages. At the first stage the person becomes aware of some certain need. A realized need is called a WISH (desire). Then the individual analyzes, whether it is possible and appropriate to fulfil this need. This stage is called the "motives struggle", because the person has to choose between different motives (for example, wanting to go and have a meal and need to attend a lecture). Eventually he makes a choice, comes to a certain DECISION and sets his GOAL. After that he has to make a PLAN of action. When the plan is ready, the person carries out the action. But this might not be the end. He has to assess the outcome of his activities and determine whether the goal was achieved. If not, he will have to repeat the procedure beginning with one of the stages. He may have to change his decision, revise the goal or work on the plan. The quality of willpower is obviously judged from the last stage of the volitional action - its fulfilment. 

   Thus, the scheme of a volitional action looks as follows:

 WISH---"MOTIVES STRUGGLE"---DECISION---GOAL SETTING---PLAN---ACTION

   A DRIVE is a motivation that is assumed to be primarily biological, such as hunger. Drives are also called instincts, but the first term is preferred in contemporary psychology. MOTIVE usually refers to psychologically and socially based needs which are generally assumed to be learned through personal experience. 

   Different psychologists mark out different principal drives or instincts. In most cases they speak of drives to:

    self-preservation (defence), 

    hunger and thirst, 

    sex and 

    rearing the young. 

   Freud in his psychoanalytic theory discussed two drives (sexual, or eros, and  aggressive, or tanatos) as having the greatest influence on the human behavior.

   ABNORMALITIES of facial expression, posture, and social behaviour are common in mental disorders of all kinds. Motor symptoms can be divided into pathology of the volitional activities (see Table 4), and involuntary movements, that include tics, choreiform movements, and dystonia. Tics are irregular repeated movements involving a group of muscles, for example a sideways movement of the head. Choreiform movements are brief involuntary movements which are co-ordinated but purposeless, such as grimacing or movements of the arms. Dystonia is a muscle spasm, which is often painful and may lead to contortions. Involuntary movements occur more often in neurological disorders. 

                    DISTURBANCES OF VOLITIONAL PROCESSES

i. HYPERBULIA              II. HYPOBULIA             III. PARABULIA

a) Increase of          (decrease of volitional     
(Perversion of

volitional activity     activity)                  

volitional activity)

(purposeful activity)

                        

a) Motor retardation        a) Catatonic

b) Redundancy of        (slowness of movements)     manifestations

volitional activity

(motor excitement)      b) Absence of movements     b) Hebephrenic

                                                    manifestations

c) Hyperactivity

   ABULIA is absence of willpower or wish-power, pathological absence of wishes or motivation to activity. Abulia usually causes adinamia - decrease of movements in a patient. It occurs in different mental disorders, especially schizophrenia, depression. Total abulia is rare, the more frequent disorder is HYPOBULIA that manifests usually in weak motivation, inertia, listlessness and motor retardation - slowing down and decrease of the number of movements.

   ABSENCE OF MOVEMENTS is sometimes called STUPOR in psychiatry. Stupor refers to a state in which the person is mute, immobile, and unresponsive, but appears to be conscious because the eyes are open and follow external objects. (This is the usage in psychiatry; in neurology the same term often implies a degree of impairment of consciousness.)

   HYPERBULIA - the pathologically increased activity can be manifested in three forms: 1) Increase of volitional activity (purposeful activity) - in manic and some other states; 2) redundancy of volitional activity, motor excitement - agitation, general perturbation, when a patient makes quick, usually senseless movements (catatonic state, agitated depression, etc.); 3) hyperactivity - manifestation of disturbed child behaviour, when a child is constantly restless and in motion. 

   PARABULIA - perversion of volition or will. Usually occurs in schizophrenia as a manifestation of ambivalence. There are two kinds of parabulia manifestations - catatonic and hebephrenic syndromes.

STRUCTURE OF THE CATATONIC SYNDROME

  CATATONIC EXCITEMENT             CATATONIC MOTOR RETARDATION

1. Speech and motor excitement   
 1. Catatonic stupor (receptor and

2. Impulsiveness                     

effector)

3. Affectation                    

2. Automatic submission

4. Verbigeration                  

3. Negativism (active and passive)

                                  


4. Waxy flexibility of muscles

                                  


5. Mutism

                  1. Stereotypy (posture, pose, place)

                  2. Ambitendency                       

                  3. Paramimia                          

                  4. Echopraxia                         

                  5. Echolalia                          

   The symptoms of the catatonic syndrome are presented in Table 5. Hebephrenic manifestations consist in incongruous, ridiculous, and frolicsome behaviour (pulling paces, grimacing, affectation, mimicking others, unmotivated laughter, etc.). Patients can jump about, ask other people ridiculous questions. The mood is changeable. The speech is fast, the patients use neologisms, sometimes speak in rimes. Both these syndromes will be discussed in the lecture on schizophrenia. 

    DISTURBANCES OF DRIVES (instincts) can manifest in their pathological increase, inhibition, or perversion. These disorders usually concern the nutrition, self-preservation and sexual drives. Disorders of the nutrition drive result in eating disorders. Bulimia means increased appetite, anorexia - loss of appetite; polydipsia - drive to excessive drinking of water; pararexia - drive towards eating uneatable things. Disorders of the self-preservation drive result in the patient trying to hurt himself (self-destructive behaviour). Disturbances of the sexual instinct, especially sexual perversions, are studied in the course of sexology and sexopathology.  

   IMPULSIVE DRIVES are uncontrollable drives (impulses) to achieve goals, inadequate to the real situation. A person can not keep from fulfilling them, but afterward are critical to their actions.  Dromomania- an abnormal impulse to travel, to be on the tramp; dipsomania - alcoholic bouts, impulse to abuse alcohol in bouts; pyromania - morbid impulse to set fire to things; kleptomania - pathologic impulse to steal, "senseless" stealing, objects are taken not for immediate use; coprolalia - impulse to utter vulgar or obscene words; mythomania - morbid interest in myths and telling lies. 

”Disorders of consciousness and self-consciousness.”

1. THE TOPICALITY OF THE THEME.

 THE  NATURE  OF  CONSCIOUSNESS. Consciousness is   an    extremely complicated mental function, it is considered by modern  psychology  to be characteristic only of human beings. It can be determined as a state of awareness of the mind's functioning and its contents, and also of the external environment.    SELF-AWARENESS - is a  process  of   becoming    aware    of    the autobiographical character of personally experienced events.   SELF-CONCEPT (often called in the Russian and  Ukrainian  literature self-consciousness)  is  an  individual's  awareness  of  his  or   her continuing identity as a person.   FUNCTIONS OF CONSCIOUSNESS. 1) Aiding survival: from the biological perspective, consciousness helps individuals to make sense of environmental information and use that information in planning the most appropriate and effective actions. 2) Personal and cultural construction of reality. Your personal construction of reality is your unique interpretation of a current situation based on a broader scheme or model that includes your general knowledge, memories of past experiences, current needs, values, beliefs, and future goals. Cultural constructions of reality are ways of thinking about the world that are shared by most members of a particular group of people. Abnormalities of consciousness and self-awareness are present in many mental disorders.

2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· definitions of consciousness, self-awareness, self-consciousness;

· methods of investigation of consciousness and self-consciousness;

· signs and symptoms of abnormalities of consciousness and self-consciousness.

2.2 The student ought to master practical skills of:

· investigating consciousness and self-consciousness in mentally ill patients;

· identifying signs and symptoms of abnormalities of consciousness and self-consciousness in mentally ill patients.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

      LEVELS OF CONSCIOUSNESS. Psychologists identify three different levels of consciousness. A) A basic level of awareness of the world (awareness that we are perceiving and reacting to available perceptual information). B) A second level of reflexion on what we are aware of (consciousness relies on symbolic knowledge to free us from the constraints of real objects and present events - it gives us imagination). C) A top level of awareness of ourselves as conscious, reflective individuals (the top level of consciousness is self- awareness, that gives us our sense of personal history and identity).

   STRUCTURE OF CONSCIOUSNESS. 

   NONCONSCIOUS PROCESSES involve information not represented in either consciousness or memory but that still influences fundamental bodily or mental activities. An example of nonconscious processes at work is the regulation of blood pressure.

   PRECONSCIOUS MEMORIES are memories accessible to consciousness only 

after something calls our attention to them. They function silently in the backgrounds of our minds until needed or stimulated (recollections of personally experienced events, or the procedures for skilled performance, like riding a bike, etc.).

   SUBCONSCIOUS AWARENESS involves processing information not currently in consciousness but retrievable from memory by special recall or attention-getting processes. For example, at a noisy party, you might focus your attention on an attractive girl, seemingly oblivious to a nearby conversation - until you overhear your name mentioned. Suddenly you are aware that you must have been monitoring the conversation to detect that special signal amid the noise.

   THE UNCONSCIOUS refers to mental processes that keep out of conscious awareness any information if recognized (see below - Freudian Psychoanalysis).

    Many different research techniques are employed to study different aspects of  consciousness.  These  include  think-aloud protocols, experience sampling and dichotic listening tasks.

   EVERYDAY  CHANGES  IN  CONSCIOUSNESS. Ordinary alterations of consciousness include daydreaming, fantasy, sleep, and dreams.  Daydreaming is a common experience when attention is shifted from the immediate situation to   other    thoughts    that    are elicited semi-automatically. Both genetical and volitional factors determine  the length of sleep for humans. Sleep  patterns  change  

with  age.  Babies sleep about 16 hours each day, and by old age sleep may last fewer than 6 hours. Freud proposed  that  the  content  of  dream  is  unconscious material stimulated by the day's events. The activation-synthesis dream theory  challenges  Freud's  psychodynamic approach  with a purely biological explanation.

   EXTENDED STATES OF CONSCIOUSNESS. Lucid dreaming is  awareness  that one is dreaming in an attempt to control the dream.

   Hypnosis is an alternate state of consciousness characterized by the ability of hypnotizable people  to  respond  to  suggestions  from  the hypnotizer  with  changes  in  perception,  motivation,   memory    and self-control. Pain control is one of the major benefits of hypnosis. Meditation changes conscious functioning by ritual practices that focus attention away from external concerns to inner experience that may enhance self-knowledge. 

   Meditation changes conscious functioning by ritual practices that focus attention away from external concerns to inner experience that may enhance self-knowledge and well-being by reducing self-awareness.

   Psychoactive drugs affect mental processes by temporarily changing consciousness as they modify CNS activity.

    DISORDERS OF CONSCIOUSNESS

   The level of consciousness varies between the extremes of coma and 

alertness. Several terms are used for the intervening states of 

consciousness.

Table 1.    CLASSIFICATION OF THE DISORDERS OF CONSCIOUSNESS

 CLEARNESS OF         KINDS OF CLOUDING OF      KINDS OF CONFUSIONAL

 CONSCIOUSNESS        CONSCIOUSNESS             STATES OF CONSCIOUSNESS 

- Intact and clear   

1. Clouding of con-      


1. Delirium state

state of all kinds    

sciousness

of orientation        

(obnubilation)            


2. Oneiroid state

DEPERSONALIZATION    2. Somnolence              

3. Amentive state

- Impaired  orien-                              

tation in self       

     3. Sopor             
     

 4. Twilight state

DEREALIZATION             4. Coma

- Indistinct per-

ception and

orientation in

the environment

All the disorders of consciousness are divided into 2 groups: clouding of consciousness and confusional states of consciousness. Clouding of consciousness consists in its quantitative changes. It can be of different extent (obnubilation, somnolence, sopor, and coma). The state of awareness gets dimmer, but the patients do not experience any hallucinations, delusions or any other positive symptoms. In confusional states of consciousness besides other symptoms, illusions, hallucinations and delusions occur.

   COMMON SYMPTOMS for all the disturbances of consciousness are impairments of orientation. There is disorientation as to place, and time , it occurs in all these disorders, whereas disorientation in person (self-orientation) occurs only in some of them. Orientation is assessed by asking about the patient's  awareness of time, place, and personal identity.  Questions begin with the time, day, month, year, and season. In the Ukrainian psychiatry disorientation in the environment is often referred to as DEREALIZATION, and disorientation in  person is called DEPERSONALIZATION, although these terms can have other meanings too (see below).

    In assessing responses to questions about time, the interviewer should remember that many people do not know the exact time of day (though they usually know it to the nearest hour) or the exact date (though they are usually accurate to a few days).  Orientation in place is assessed by asking the patient to name the place in which the interview is held.  If the answer is inaccurate, further questions are asked about the kind of place (for example his home, a hospital ward, or a home for the elderly) and the name of the town.

    Orientation for persons is assessed by asking about other people in the same place: for example relatives in the home or the staff in a hospital ward.  If the patient gives wrong answers, he should be asked about his own identity:  his name, occupation, and role in life.

   DEPERSONALIZATION AND DEREALIZATION.

   These symptoms are less easy to comprehend than anxiety or depression because they are less often experienced by healthy people.  Depersonalization is the experience of feeling unreal, detached, and unable to feel emotion. The lack of emotional responsiveness can be extremely distressing. People with this condition find it difficult to describe, and often use figures of speech, such as "it is as if I am 

cut off by a wall of glass". A statement of this kind is a fanciful comparison ("as if") and not a delusion. In the disturbances of consciousness depersonalization can reach such a level, when the patient in fact becomes unaware of who he/she is.

  Derealization is a similar experience in relation to the environment: other people seem lifeless ("as if made of cardboard") and objects lose their emotive quality. In the clinical course of disturbances of consciousness derealization can result in the patient. 

   Mild forms of depersonalization and derealization can occur in healthy people (often when tired), and also as symptoms of any kind of psychiatric disorder, most often anxiety disorders, depressive disorders, and schizophrenia. In the meaning of disorientation as to environment and/or person, they are common symptoms of disorders of consciousness. They also occur in temporal lobe epilepsy.

   CLOUDING OF CONSCIOUSNESS. 

   Clouding of consciousness can be of several states of gravity (extent). It occurs in the majority of cases not in mental, but in somatic disorders (diabetes melitus, renal or liver insufficiency, etc.) and is of toxic nature. Sometimes it can be caused by organic brain damage, for instance injury or tumors. As it was mentioned above, the consciousness gradually grows dimmer and there are no delusions or hallucinations.

   OBNUBILATION of consciousness refers to a state of drowsiness with incomplete reaction to stimuli, impaired attention, concentration, and memory, and slow muddled thinking. In this state a patient still can move, walk, answer simple questions, although he/she doesn't have initiative, his/her reactions are slow, and the answers are short and often incoherent. Reflexes are normal, or a little decreased.

   SOMNOLENCE is the next state of the clouding of consciousness. It is unnatural sleepiness, drowsiness. The patient is passive, stays in bed, and makes an impression of a person asleep. He/she can be "awakened" for a short period of time, can give short answers to simple questions, but then returns to the same state.

   SOPOR (torpor) is numbness, stupefaction; when consciousness is so disordered that only very strong stimuli produce the reaction. The patient does not react to speech, only to painful stimuli. The reflexes are suppressed, but the corneal reflex is present. 

  The term STUPOR refers to a state in which the person is mute, immobile, and unresponsive, but appears to be conscious because the eyes are open and follow external objects. (This is the usage in psychiatry; in neurology the same term often implies a degree of impairment of consciousness, and it is used similarly to the term "sopor" or torpor.)

   COMA is the profoundest degree of clouding of consciousness, in which consciousness is lost and there is no voluntary activity of any kind. Among the various conditions that may produce coma the most common are: encephalitis, cerebral hemorrhage, cerebral thrombosis or embolism, subarachnoid hemorrhage, intracranial tumor, head injury, postepileptic coma, diabetic coma, hypoglycemic coma, hypertensive encephalopathy, uremic coma and some others. It is different from the sopor in that all the reflexes, including the corneal reflex are absent, and the bodily functions are impaired.

   CONFUSION refers properly to muddled thinking, but the term CONFUSIONAL STATE is applied to a state in which muddled thinking is associated with impairment of consciousness, illusions, hallucinations, delusions, and anxiety. In the Ukrainian psychiatry they include the following states: delirium, oneiroid, amentive, and twilight states of consciousness.

   DELIRIUM is a common accompaniment of physical illness, occurring in about 5-15 per cent of patients in general medical or surgical wards, and in about 20-30 per cent of patients in surgical intensive care units. Most patients recover quickly and only a few need specific treatment. Among other disorders of consciousness delirium is the most common.

   Impairment of consciousness is the most important symptom of delirium, but it is not always the most obvious; indeed, it may be hard to detect because it may fluctuate in intensity through the day, usually being worse at night. Impairment of consciousness is recognized by disorientation, that is uncertainty about the time of day, the place in which the patient finds himself, and the identity of other people.  Patients with impaired consciousness are slow to respond and have impaired concentration.  The features fluctuate in intensity, and it may be necessary to examine the patient more than once in order to detect them. They are often worse in the evening and so more detectable at this time.

      Behaviour may be overactive, with noisiness and irritability, or underactive, with slowness, reduced speech, and perseveration.  In either case, repetitive purposeless movements are common. Sleep is often disturbed. Mood changes are common. The patient may be anxious, irritable, or depressed. Depersonalization and derealization are also reported by some patients. Thinking is slow and muddled but the content is often complex. Ideas of reference and delusions (which are often persecutory) are common, but are usually transient and poorly elaborated. Visual perception may be distorted. Illusions, misinterpretations, and visual hallucinations are frequent, and the content may be elaborate. Tactile and auditory hallucinations occur, but less often than visual ones. Memory disturbance affects registration, retention, recall, and new learning.  Insight is impaired. On recovery there is usually amnesia for much of the illness. 

    Features of delirium vary between patients.  The variations are related partly to personality; for example, ideas of persecution are more likely in a person who is habitually suspicious and touchy.  There are two main patterns of presentation; in the first, the patient is restless and oversensitive to stimuli, and may have hallucinations and delusions; in the second, the patient is inactive and lethargic and 

is less likely to have hallucinations and delusions.

  AETIOLOGY. There are many causes of delirium, of which the most important are listed in Table 3. They can be divided usefully into causes inside and causes outside the brain.  Causes outside the brain include intoxication with drugs (whether prescribed or obtained illegally) and alcohol withdrawal, cardiac and respiratory failure reducing the oxygenation of the brain, renal and hepatic failure resulting in toxic effects on the brain, and hypoglycemia.  High fever also causes delirium.  

   The ONEIROID (dreamlike) STATE is a confusional state of consciousness with a inflow of involuntarily appearing fantastic dream- like images (pseudo-hallucinations). These images present pictures or scenes complete as to their content and following one another in a certain consequence, sometimes forming a whole story. This state involves total or partly estrangement from the environment (the patient simply does not percept or has partly perception of things around him/her), disorientation as to time, place and person, depressive or manic mood, and catatonic symptoms. After the oneiroid state is over, the patient remembers his/her dreamlike experiences, but forgets everything that had happened to him and around him in reality.

   The oneiroid state can develop suddenly or gradually. If it develops slowly, first the patient has sleep disorders, then has staging delusions (he thinks that all the events around him are specially staged, played for him). During this period he has a kind of double orientation: the patient seams to live in two words at once, in the real situation and in his own fantastic one. Real and hallucination events intertwine strangely. Patients can have fantastic delusions, the content of which depends on the content of the hallucinations. For example, they can believe that they have a special mission - to defend the Earth from aliens, to participate in the battle of powers of good and evil, etc. As the disturbance of consciousness grows deeper, the patient becomes totally submerged in his inner experiences and can not percept the reality. 

   Unlike the delirium, the patients behaviour does not correspond to their experiences. They remain contemplative, some of them can walk around the rooms, scrutinizing things around them, sometimes smiling. They can answer direct questions shortly, but the contact with them is difficult. Other patients who have catatonic symptoms spend most time in bed, their movements are slow and sometimes they have waxy flexibility of muscles (see lecture No 2). Usually they do not react to other people.

   The oneiroid state of consciousness occurs usually in schizophrenia. It does not cause behavioral disorders and thus does not demand special measures of management. The treatment and management of the catatonic stupor will be discussed at the lecture on schizophrenia.

   AMENTIVE STATE OF CONSCIOUSNESS. The term AMENTIA in the Western and Ukrainian (Russian) psychiatry is used in different meanings. In Western (American, English) books it implies lack of intellectual development (mental retardation), whereas in the countries of the former Soviet Union AMENTIVE STATE OF CONSCIOUSNESS is characterized by confusion, affect of bewilderment and incoherence of thinking. The patients can not percept the events that happen around them in general, catch the connections between objects and phenomena. They percept only fragments of the situation, but are unable to connect them in their mind into a joint, coherent picture. Deap disorientation as to time, place, people and self is observed. The patients can not say where they are and assess the situation. The speech of the patients is incoherent, they say senseless, disconnected consequences of words; delusions are either absent, or are incoherent. The mood is changeable. Chaotic excitation within the limits of the bed and chorea-like movements are characteristic of this state.

   After the amentive state patients have absolutely no recollections about their experience or the real events that happened during that time - there is total amnesia for the period of amentia.

   Amentive state of consciousness occurs in grave chronic physical diseases, on chronic generalized infection, organic brain damage, seldom - in reactive psychoses and schizophrenia. Amentia can last for several weeks or months. The treatment depends on the cause of the state - the principal disease is treated.

   TWILIGHT SATES are characteristic of epilepsy, and in some cases occur in organic brain disorders. This term means a transitory disturbance of consciousness, during which many acts, sometimes very complicated, may be performed without the subject's conscious volition and without retaining any remembrance of them. Twilight states begin and end suddenly. Sometimes they are accompanied with hallucinations, delusions, and/or intensive emotions of fear, despair, rage or ecstasy. These experiences influence the behaviour of a patient. There are several kinds of twilight states (ambulatory automatism, fuges, somnambulism, etc.), but all of them can be characterized by the following common features: paroxysmal, sudden nature of beginning and end; automatic activity; total amnesia for the period of twilight state. Here are some examples of twilight states.

   AMBULATORY AUTOMATISM is a kind of twilight state, in which in spite of severe disorientation, patients are capable of orderly behaviour. In such a state a person can leave home, and in some hours find himself in some other district of city, or in another city, where he was not intending to go. His behaviour remained adequate during all his journey, he bought tickets and traveled by different kinds of 

transport, answered other people's questions. He may have seamed rather absent-minded, but did not attract anyone's attention by his behaviour. Later amnesia occurs for all the period of ambulatory automatism.

   FUGES are short-term states of ambulatory automatism, during which a patient is generally agitated and confused. His/her actions have no apparent relation to what he/she was doing before, sometimes they are senseless. A patient may start running down the street, or undress in public. When the state ends, he completely forgets what she was doing during the fugue. 

   If a patient has hallucinations and delusions during a twilight state, he may commit aggressive actions and crimes (even a murder) caused by their influence. This concerns especially frightening or antagonistic hallucinations.

”Psychopathological syndromes.”

1. THE TOPICALITY OF THE THEME.

 A group of concurrent symptoms that together are indicative of a disease are called a syndrome. We can single out several syndromes proceeding from different combinations of psychopathological symptoms.

2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· definition of psychopathological syndromes;

· classification of psychopathological syndromes;

· signs and symptoms that form psychopathological syndromes.

2.2 The student ought to master practical skills of:

· investigating mental state in patients with mental disorders;

· diagnosing psychopathological syndromes in mentally ill patients.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

      The only SYNDROME in the disorders of perception is the HALLUCINOSIS, that consists in persistent or recurrent appearance of hallucinations, usually in a clear intellectual field, without confusion or intellectual impairment; most commonly due to intoxication with alcohol or drugs, or following traumata such as surgical procedures and childbirth.  Hallucinosis can be acute or chronic.

   KORSAKOFF'S (Wernicke-Korsakoff, amnestic) SYNDROME

1. Anterograde and retrograde amnesia

2. Fixation amnesia (recent memory severely impaired)

3. Amnestic disorientation (in time and space)

4. Confabulations and pseudoreminiscences

SYNDROMES OF MOOD DISORDERS.

DEPRESSION. In psychiatry the classical (typical) depression is a clinical syndrome consisting of lowering of mood-tone (feelings of painful dejection), difficulty in thinking (slowing down of thinking), and psychomotor retardation. Depressive patients experience conscious psychic suffering, anguish, and sometimes feelings of boredom, despair, guilt or other negative emotions. Some patients with depression complain of painful mental insensibility (anesthesia psychica dolorosa) - lack of emotions, especially this concerns feelings of love towards relations and other positive feelings. These experiences are associated with ideas of self-humiliation, loss, or sinfulness. Patients with depression think that they are failures, that there was nothing good in their lives in the past, nothing good occurs at present, and the future will bring them only misfortune.  

Depression of mood is associated with a characteristic expression in which the corners of the mouth are turned down and the centre of the brow has vertical furrows. The head is inclined forward with the gaze directed downwards, and the shoulders are bent. The patient's gestures are reduced. If the psychomotor retardation is pronounced DEPRESSIVE STUPOR can occur, in which patients do not move at all.

In some cases after a long period of motor retardation a sudden episode of wild agitation and frenzy can occur. It is called "raptus melancholicus". Patients in this state beat their heads against a wall, scratch their faces, they can injure themselves seriously, or commit a suicidal attempt or suicide.                    

Depressive patients often have several physical complaints, although no organic changes in their inner organs are found. Mood disorders, though, are in the majority of cases associated with the autonomous nervous system dysfunctions, such as tachicardia, dilation of pupils, and constipation (Protopopov's triad); there are also dryness in the mouth and other symptoms. In depression appetite is usually low, and decrease of weight is observed in the patients.

Sometimes nontypical depressions occur. 

In the cases of ANXIETY-DEPRESSION, besides feelings of sadness or 
dejection, patients feel intensive anxiety and agitation, associated with the expectation of some specific misfortune (death of relations, loss of property, etc.). Such patients, instead of being retarded, cannot stay still for a couple of minutes, they constantly walk around, their gestures become fussy, all the time they complain, ask other people for help, ask them questions whether something fatal had happened, or express their whish to die. If such state of excitement grows very severe, long-termed, and patients go into a frenzy, the depression is called AGITATED.

APATHETIC depression makes the patients indifferent to their environment, to their own state and to their relations, apathetic, inert, and listless. They do not want to communicate with other people, do not complain, and their only wish is to be left alone.

MASKED or SOMATIZED depression is manifested mainly in various physical complaints, such as pains and aches in the chest, stomach, or other parts of the body, decrease of appetite, disturbances of sleep, heart palpitations, headaches, etc. Patients do not feel anguish or despair, they experience only boredom or sadness, but attribute these feelings to their physical problems. They consult different physicians, but no somatic diseases are found in them. It usually takes a considerable time to diagnose the masked depression. 

Depressive states occur in different psychoses (manic-depressive, or bipolar affective disorder, old-age melancholy, reactive states, neuroses  and some others). Depression is one of the most frequent syndromes in psychiatry.

The MANIC SYNDROME is characterized by: a) an elated or euphoric mood (hyperthymia); b) increased psychomotor activity, restlessness;  c) increase in number of ideas, and speed of thinking and speech. The intensity if these symptoms can be different. Elation of mood is associated with a lively cheerful expression. Posture is normal. The patients speak very much and fast, in a loud voice. Often they don't finish sentences. Their movements are quick and active.

The attention in the manic syndrome is unstable, patients are easily distracted and usually can not finish any work they begin doing. Thus, they are extremely active, but not productive. Their memory, on the contrary, increases (hypermnesia). 

These patients do not express any complaints, they experience "moral elation" and increased physical powers. They tend to overestimate their capacities and opportunities. For example, women find themselves extremely attractive, they think that the male personnel of the hospital and the students are in love with them. They decorate their hair and clothes with flowers or bright-coloured ribbons, and use cosmetics too much. Patients may believe, that they are capable of attaining great social changes, or make an important scientific discovery.

Physical symptoms. Manic patients usually have increased appetite, but they do not gain weigh too much owing to their excessive activity. They sleep for only 3 or 4 hours at night (although this fact does not disturb them). Their sexual activity grows.   

   SYNDROMES OF DELUSIONS

       Paranoia (paranoiac syndrome) involves insidious development of a fixed delusional system of at least six months duration with preservation of clear and orderly thinking. Delusions in this syndrome are systematized, verisimilar (the events described by the patients can possibly happen); sometimes delusions seam so logical, that they appear to be an extension of premorbid personality. They are not combined with hallucinations. Sometimes this syndrome develops on the base of overvalued ideas. The content of the ideas is usually delusions of jealousy, invention, dysmorphomania, amorous or litigious (querulous) delusions. As a rule it is very stable and lasts for years.

   Paranoid syndrome includes both delusions and hallucinations. Delusions are not systematized or partly systematized, among them delusions of persecution prevail, but other themes also occur. This syndrome is the most common of all the delusional syndromes.

   Paraphrenia (paraphrenic syndrome) means a psychotic disorder characterized by fantastic, absurd, paralogical systematized delusions. In most cases grandiose and expansive delusions prevail, but other themes occur too. Patients do not try to explain or prove their ideas to others, they just state them in a ridiculous way. A patient can say, that he is immortal, has two hearts, is the lord of the Universe, etc... Delusions are usually combined with hallucinations, pseudohallucinations, and sometimes with structural disorders of thinking (paralogic or symbolic thinking, looseness of ideas).

   Hypochondriacal syndrome (see above hypochondriacal delusions). In this syndrome delusions can be combined with disorders of perception, in particular senesthopathias (abnormal unpleasant sensations in different parts of body or internal organs), that increase the manifestations of the syndrome.                   

   Clerambault-Kandinsky (mental automatisms) syndrome is a psychotic syndrome in which the patient feels that his mind is controlled by another person or an outside power (see above delusions concerning the possession of thoughts, delusions of control). There can be tree kinds of mental automatism: associative automatism (possession of thought and speech), perception automatism (the patient thinks that some other person or outside power creates different sensations in his body), and kinesthetic (movement) automatism (a patient feels that somebody else moves his limbs and body).                      

   Cotard's syndrome (Jules Cotard, French neurologist, 1840-87). A psychotic state characterized by anxious depression, suicidal tendencies, and ideas of negation delusions (see nihilistic delusions). A patient can think that he is dead already, and moves only because artificial electric current makes his body move.

CATATONIC SYNDROME consists of 2 groups of symptoms.
  CATATONIC EXCITEMENT             CATATONIC MOTOR RETARDATION

1. Speech and motor excitement   
 1. Catatonic stupor (receptor and

2. Impulsiveness                     

effector)

3. Affectation                    

2. Automatic submission

4. Verbigeration                  

3. Negativism (active and passive)

                                  


4. Waxy flexibility of muscles

                                  


5. Mutism

                  1. Stereotypy (posture, pose, place)

                  2. Ambitendency                       

                  3. Paramimia                          

                  4. Echopraxia                         

                  5. Echolalia                          

”Exogenous mental disorders.”
1. THE TOPICALITY OF THE THEME.

   The symptoms and clinical course of mental disorders in infectious diseases traumatic brain injury depend on the nature of infectious disease, specific reactions of the patient's nervous system to it, and on the localization of the pathologic process or trauma.  The symptoms and clinical course of mental disorders in intoxication and unfavourable ecological conditions depend on nature, amount and time of exposure of unfavourable factors and toxic substances. Mental disorders due to unfavorable ecological influences may be caused by ingestion or inhalation of or continuous contact with a wide variety of substances. The mental symptoms depend not only on the toxic agent but also on the conditions under which the person is subjected to the agent. Personality, past experience, age, and other attributes of the patient are also significant factors.

2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· classification of exogenic mental disorders;

· signs and symptoms exogenic mental disorders.

2.2 The student ought to master practical skills of:

· investigating mental state in patients with exogenic mental disorders;

· diagnosing exogenic mental disorders in psychiatric patients;

· planning the treatment of the patients with exogenic mental disorders.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organization of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

  Mental disorders occur both in general infections, and in the infections of the central nervous system.

   MENTAL DISORDERS IN GENERAL INFECTIOUS DISEASES.

   Infectious diseases give rise to brain dysfunctions either by direct invasion of the brain, or by  toxic, hypoxic, or allergic effects of infection elsewhere in the body.

   Karl Bonhoeffer (a well-known German psychiatrist, 1861-1949), attributed infectious psychoses to symptomatic (organic) psychoses or acute exogenous reactions. They are: delirium, amentive disorder of consciousness, twilight states, hallucinosis, and epilepsy-like agitation and some others. 

   These disorders and can have the following clinical courses:

   1) transient (short-term) psychoses that  are confined to disturbances of consciousness: sopor or coma, delirium, amentive disorder of consciousness, twilight  states, epilepsy-like agitation, or oneiroid;

   2) prolonged (lingering) psychoses that do not include changes of consciousness: hallucinosis, paranoid states, apathetic stupor, or memory disorders with confabulations;

   3) irreversible psychiatrical disorders with organic brain damage - dementia, amnestic syndrome or others.

   TRANSIENT PSYCHOSES are short-term, they do not have any serious aftereffects for the patient.

   DELIRIUM is one of the disorders of consciousness, it is the most frequent type of the central nervous system reaction to infection, especially in childhood and adolescence. Delirium in modern classifications is attributed to organic psychiatric disorders, but unlike dementia or amnestic syndrome it is short-term and reversible. 

   Impairment of consciousness is the most important symptom of delirium, which is recognized by disorientation, that is uncertainty about the time of day, the place in which the patient finds himself, and the identity of other people.  Patients with impaired consciousness are slow to respond and have impaired concentration. Their behaviour may be overactive, with noisiness and irritability, or underactive, with slowness, reduced speech, and perseveration. Behaviour depends on the content of hallucinations the patient may have. Sleep is often disturbed. Mood changes are common. Visual perception may be distorted. Illusions,  misinterpretations, and, particularly, visual  hallucinations are frequent, and the content may be elaborate. Memory disturbance affects registration, retention, recall, and new learning. Insight is impaired. 

   In infectious diseases delirium can have specific features, depending on the kind of infection, the patient's age, and the state of his/her nervous system. The symptoms of delirium usually increase in the evening and at night. The content of hallucinations can be different: patients can see scenes of fire, destruction, crowds of people; it may seem to them that they are traveling, or are witnesses of some interesting events or terrible catastrophes. Painful sensations in different parts of the body (caused by the disease) have an important role in forming the content of hallucinations: it may seam to the patient, that his/her leg is being amputated, or someone is stabbing his chest with a knife. Professional delirium is common enough: the patient carries out actions that he/she usually does at his/her working place.

   AMENTIVE STATE OF CONSCIOUSNESS occurs usually in chronic emaciating diseases, it is a reaction if the weakened nervous system to the harmful influences of the disease. The impairment of consciousness is deeper, the disorientation concerns both self and the environment. Though and speech are incoherent, confusion prevails. Hallucinations are fragmental, the patients often experience fear and anxiety, are agitated, there is chaotic excitation within the limits of the bed. 

   Other disturbances of consciousness, such as oneiroid or twilight states are less frequent in infectious diseases.

   PROLONGED (LINGERING) PSYCHOSES. Under unfavorable circumstances some infectious diseases can have lingering or chronic course. Mental disorders in that case from the beginning proceed without disturbances of consciousness. Prolonged psychoses usually end in long-term asthenic states, and sometimes in organic brain disorders (amnestic syndrome, etc.)

   The clinical course of prolonged infectious psychoses is variable. Depressive and delusional states can give place to euphoric-manic mood. Later patients may have persecutory, or hypochondriac delusions or hallucinations. Psychopathological symptoms are accompanied by pronounced asthenic symptoms (fatigue, weakness, irritability, etc.). 

   IRREVERSIBLE MENTAL DISORDERS include organic psychiatric disorders, such as amnestic syndrome, and sometimes dementia, etc. They are irreversible and usually occur in intra-cranial infections (meningitis, encephalitis), or in general infections that cause brain damage.

   MENTAL DISORDERS IN AIDS.

   As it was mentioned, mental disorders can differ, depending on the specific features of infection. Being limited in time and space, we'll discuss here only one specific infection - AIDS. Mental disorders in AIDS are so various, that they include practically all kinds of psychiatric disorders, beginning with neurotic reactions, and ending with grave organic brain damage causing dementia.

   Psychiatric disturbances occur both in HIV- infected people and in patients with progressing AIDS.   The Human Immune Deficiency virus affects not only blood lymphocytes, but also the central nervous system cells. Therefore it can cause mental disturbances long before the appearance of clinical signs of immune deficiency. In some patients with AIDS sleep disorders, apathy, depression, decrease of working capacity and fatigue appear several months or even years before the onset of physical symptoms, although mental disorders during that period are mild. All these signs increase after the onset of somatic symptoms. 

   The fact of discovering the HIV infection is a great stress for any person, and the reaction depends on the patient's coping capacities. Usually adjustment disorders and neurotic reactions take place - patients can develop anxiety, obsessive-compulsive or depressive disorders. 

   After the onset of physical symptoms when patients realize the fact of illness psychogenic reactions prevail and grow, but organic disorders can be observed from the very beginning. Feelings of agitation, panic, anger and depression are combined with organic mood (dysphoria) and personality disorders, disturbed forms of behaviour. The main manifestation of organic psychiatric disorders in AIDS is quickly developing dementia which is observed in 60-90% of patients. During a few weeks they develop concentration and memory disturbances, motor retardation and intelligence deficiency, lethargy (pathological sleepiness), with occasional episodes of consciousness disorders (delirium or twilight states). Specialists believe that organic brain damage is one of the main reasons of death in AIDS.

   MANAGEMENT

   Although emotional distress is an inevitable accompaniment of physical illness and its treatment, it can be reduced by appropriate counseling. The treatment of specific psychiatric disorder is similar to that in physically healthy people, though particular attention should be paid to the side-effects of antidepressant and other drugs, and to drug interactions.

   MENTAL DISORDERS IN HEAD INJURY

   ACUTE PSYCHOLOGICAL EFFECTS. Impairment of consciousness occurs after all but the mildest closed injuries but is less common after penetrating injuries. The cause is uncertain but is probably related to rotational stresses within the brain. 

   TRAUMATIC COMA is characterized by a profound loss of consciousness, absence of voluntary motor activity, and failure to respond to stimuli. Coma is usually regarded as severe and prolonged if it persists for more than 2 hours. Traumatic coma may be followed by stupor, traumatic delirium, Korsakoff's syndrome, or a clearing of consciousness.

   After severe injury there is often a prolonged phase of DELIRIUM, sometimes with disordered behaviour, mood disturbance, hallucinations, delusions, and disorientation. On recovery of consciousness, defects of memory are often apparent.

   KORSAKOFF'S SYNDROME (amnestic-confabulatory) may follow an acute delirium, twilight state, or stupor. Such patients have conspicuous memory loss. Confabulation is often employed to compensate for this deficit. In addition, confusion, severe disorientation and amnesia for recent events are present. 

   LASTING COGNITIVE IMPAIRMENT. When head injuries are followed by post-traumatic amnesia of more than 24 hours, they are likely to be followed by persisting cognitive impairment. Improvement usually takes place slowly over months or even years. After a closed injury, the impairment is usually global, varying in severity from obvious dementia to slight defects that only become apparent during intellectually demanding activities. After a localized injury, general impairment is usual though there may be only focal cognitive deficits.

   PERSONALITY CHANGE. Personality change is common after severe head injury, particularly after damage to the frontal lobe. There may be irritability, loss of spontaneity and drive, some coarsening of behaviour, and occasionally reduced control of aggressive impulses.  These changes often cause serious difficulties for the patient and his family. Treatment is of little help but there may be slow improvement over time.

   EMOTIONAL SYMPTOMS. Emotional symptoms may follow any kind of injury.  After head injury there is sometimes a combination of anxiety, depression, and irritability, with headache, dizziness, fatigue, poor concentration, and insomnia. This "post-concussional syndrome" is probably due to an interaction of physical and emotional factors. The main predictors of emotional symptoms are extensive injury and a pre-morbid personality prone to anxiety or depression. Compensation proceedings and litigation seem to maintain the disorder in some cases.  A few patients experience post-traumatic stress disorder.

   ASSESSMENT AND TREATMENT.

A plan for long-term treatment should be made as early as possible after head injury. Three aspects of the problem should be assessed:

   * neurological signs and the degree of physical disability;

   * any neuropsychiatric problems and their likely future course;

   * social circumstances, social support, the possibility of return to work, and the effect of the injury on the patient's responsibilities in the family.

    The aim of physical rehabilitation is to encourage remaining function, particularly when there has been a change in personality.  Any compensation claim or litigation should be settled as quickly as possible. When disability is severe, a sheltered environment may be needed.

   EFFECTS OF REPEATED BOXING. Repeated blows to the head may be followed by a syndrome of dysarthria, slowness of movement, unsteadiness of gait, intellectual impairment, irritability, and lack of drive. Dementia is occasionally caused in this way.

ECOLOGICAL PSYCHIATRY. MENTAL DISORDERS IN POISONING WITH INDUSTRIAL TOXIC SUBSTANCES   

   Toxic psychoses may be caused by ingestion or inhalation of or continuous contact  with a wide variety of substances. The mental symptoms depend not only on the toxic agent but also on the conditions under which the person is subjected to the agent. Personality, past experience, age, and other attributes of the patient are also significant factors.

   Psychiatric symptoms in different kinds of poisoning are similar enough. In their clinical course the following syndromes can be observed: consciousness disorders (intoxication delirium, oneiroid, coma, and amentia), paranoid states, and manic disorder. In the full-blown acute syndrome, one sees a restless, suggestible, confused patient in a clouded state of consciousness with a high frequency of visual hallucinations and paranoid tendencies and ideas. The mood is labile, and the person may be predominantly irritable, anxious, fearful, and depressed. The chronic toxic reactions are characterized by intellectual deterioration with impairment of orientation and memory. There are some characteristic features depending on the kind of toxic substance.

   The diagnosis of toxic psychosis on a reliable history, psychiatric evaluation, physical examination, and appropriate laboratory studies. Intoxication with psychoactive drugs will be discussed at the lecture on substance abuse and addiction. Table 5 shows some of the possible psychiatric side-effects of medicines.

Table 5.    PSYCHIATRIC SIDE-EFFECTS OF DRUGS.

Delirium                 Central nervous system depressants,

                         digoxin, cimetidine, anticholinergic drugs.

Psychotic symptoms       Hallucinogenic drugs, appetite

                         suppressants, sympathomimetic drugs,

                         corticosteroids.

Depression               Antihypertensive drugs, oral contraceptives, 

                         neuroleptics, anticonvulsants, 

                         corticosteroids, L-dopa, beta-blockers 

Elation                  Antidepressants, corticosteroids, isoniazide 

                         anticholinergic drugs.

   Below we shall talk primarily about poisoning with some of the toxic substances with which people contact in the process of work at different industrial enterprises and other labour circumstances.

   GASOLINE. Repeated inhaling of gasoline causes extensive salivation, drowsiness, weakness, lightheadedness, nausea, amnesia, and a sense of physical lightness, spinning, and floating with distorted space perception. There may also be hyperacusis and visual, auditory and tactile hallucinations. Transient euphoric states can be produced by the inhalation of kerosene vapor.

   SOLVENTS. Intoxication with carbon tetrachloride may be associated with motor disturbances, nausea, vomiting, anorexia, depression, apathy, and mental confusion. With continued exposure under chronic conditions, kidney and liver damage results. Neurological and psychiatric symptoms may also be produced by methylbromide and methylchloride. The fat solvent disulfide can produce various psychotic states, irritability, loss of memory, disturbed sleep, and  terrifying dreams. 

   METALS: MERCURY. Chronic mercury poisoning may be characterized by disturbances of the alimentary tract, renal damage, anemia, high blood pressure, and peripheral neuritis. The central nervous system may be involved, with tremors varying in degree. There can be irascibility, depression, despondency, timidity, desire of solitude, and sometimes hallucinations.

   LEAD. The most consistently harmful effect is on the blood sells, and anemia is invariably present. Gastrointestinal symptoms are numerous and tend to result from slowly developing intoxication with small quantities of lead over long periods of time. More intense exposures result in neuromuscular and central nervous system effects - considerable wasting of muscles, wrist drop. A most serious condition is lead encephalopathy (organic brain damage) with motor incoordination, ataxia, headache, sleeplessness, and irritability. As this condition develops, there may be increased intracranial pressure, convulsions, excitement, confusion, delirium, lethargy, and coma. Patients who die may have edema of the brain and signs of proliferative meningitis. The survivors may be permanently impaired mentally.

   Tetraethyl lead and tetramethyl lead (found in leaded gasoline) in chronic poisoning may produce early symptoms of sleeplessness with terrifying dreams, loss of appetite, nausea, vomiting, headache, weakness, and emotional lability. The victims are irritable, restless and anxious. More serious manifestations include delirium, delusional states and maniacal excitement, later - convulsions or coma.

   MANGANESE. The source of manganese toxicity is exposure to manganese-containing dusts. The most frequent early symptoms are headache, weakness, increased sleepiness, spasms in the legs, joint pains and irritability. There may be psychomotor irritability associated with impulsive acts such as a deep desire to walk and to work. Euphoria, absent-mindedness, mental confusion, aggressiveness, and hallucinations may also be present. Chronic toxicity is characterized  by neurological lesions, headache, back pains, equilibratory disturbances, unintelligible and monotonous speech, tremors, immobility of facial expression, and uncontrollable laughter.

   THE TREATMENT of toxic disorders begins with removing the patient from the source of poison. Further methods depend on the toxic substance and way of its entering the organism. Detoxication methods are studied in more detain in the courses of general medical substances.
”Epilepsy.”

1. THE TOPICALITY OF THE THEME.

  Epilepsy is a state of impaired brain function characterized by a recurrent, periodic, paroxysmal disturbance in mental function with concomitant alterations in behavior or thought processes.

 2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· definition of epilepsy;

· classification of epilepsy;

· clinical manifestations of epilepsy;

· clinical manifestations of epileptic psychoses;

· principles of treatment of patients with epilepsy;

· principles of urgent aid in epileptic status.

2.2 The student ought to master practical skills of:

· investigating mental state of mentally ill patients;

· diagnosing of epilepsy and epileptic psychoses;

· planning the treatment of patients with epilepsy and epileptic psychoses.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

  A seizure is a symptom of brain dysfunction, either localized or general, and should be investigated as only one of a potential complex of signs and symptoms. The occurrence of a fit signals that the neural, humoral, metabolic, and vascular regulatory systems of the brain are not in balance. Hypoglycemia, pyridoxine deficiency, eclampsia, uremia, anoxia, hyponatremia, water intoxication, and fever are all states that may lead to convulsions. In the same class should be mentioned seizures after the withdrawal, usually abrupt, of a wide class of pharmacological agents.

    More common are seizures after cerebrovascular hemorrhage or thrombosis. Cerebral vascular disease is particularly to be suspected with seizures occurring for the first time in adults, particularly those past midlife. Whether the pathology be neoplasm, vascular disease, vascular malformation, abscess, acute or chronic infection, or degenerative disease, fits may be an early symptom.

  A more easily recognized but much abused cause is trauma.  The problem is that many patients and families remember all too clearly some recent or remote head injury, to which is attributed all  subsequent misfunctions.  Before one settles down to classify and treat an epileptic, a careful diagnostic work-up is necessary.  Minimally, a set of skull x-rays, lumbar puncture, blood serology, fasting blood sugar, brain scan, and electroencephalogram (EEG) should be added to a meticulous physical, neurological, and routine clinical laboratory examination and a careful history, paying particular attention to recent drug intake. The standard shibboleths for seizure diagnosis seem to include unconsciousness, tonic and clonic movement, loss of sphincter control, amnesia, and self-injury 

such as bitten tongue and head injury from falling. This set of phenomena describes many grand mal seizures but is not a sine qua non for all epilepsies. Focal seizures such as Jacksonian seizures may not be accompanied by loss of consciousness unless the motor symptoms become bilateral. Some psychomotor patients may retain a hazy or distorted memory of the seizure period and may not appear unconscious to an observer. And a number of patients with a real seizure problem have learned to  use the seizure for secondary gain. They may learn ways of precipitating a fit, by hyperventilation, for instance, or they may  simulate a fit. Recognition of the simulation by a professional observer may prejudice him against diagnosis of the patient's coexisting epilepsy.                      

CLASSIFICATION OF EPILEPTIC SEIZURES.

TYPE                           COMMON SIGNES AND SYMPTOMES

I. Centrencephalic

      Grand mal             50% have brief aura, unconsciousness,

                               followed by tonic-clonic seizure.

      Petit mal             No aura; 2 to 15 seconds of unconsci-

          Classic absence      ousness; may show 3 per second blinking;  

          Myoclonic            lightning twitches; 

          Salaam                

          Akinetic (atonic)    loss of muscle tone and unconsciousness

II. Focal

      Jacksonian, focus     Onset most common in thumb of face, motor

          around central       or sensory march of symptoms.

          sulcus

      Psychomotor           May end with grand mal; may have  

          (temporal lobe)      independent grand mal seizures.

      Other focal

      Frontal               Aura common; related to localization;

                               onset with adversive eye movements

                               in grand mal and focal fits

      Midtemporal           Facial movements at onset

      Occipital             Visual (unformed) aura; grand mal

                               seizure; strabismus common

  The categorization of an epileptic patient depends primarily on two data: a) description of the seizure and b) an electroencephalogram.  Atten- tion should be paid to precipitating circumstances, periodicity, frequency, warnings, and the first signs of the ictus. The duration and form of termination of the seizure and subsequent state of the patient should be documented.

  The EEG is of considerable assistance in a differential diagnosis, but an abnormal record may be difficult to obtain, and a single normalEEG is of no significance in an epileptic. Nearly half of all epileptics have grand mal seizures alone, and only 20 per cent of these show waking interseizure abnormalities on the EEG.  Recording during sleep increases the incidence to 80 per cent.

   CENTRENCEPHALIC SEIZURES

   These imply bilateral synchronous EEG abnormality at the time of the seizure and clinical unconsciousness at the onset of the seizure.  They include grand mal and petit mal seizures.

   GRAND MAL SEIZURES. These may have a brief aura and are often initiated by a cry, presumably due to forced expiration of air. The cry is followed by or is simultaneous with the loss of consciousness, which is followed by falling to the floor, often with physical injury, and the advent of extreme tonic spasm, the extensor muscles dominating the flexors. This is usually followed by a clonic phase in which there is alternating flexion and extension of the body musculature, which may lead to biting of the tongue or mouth or further injury to the head. Cyanosis is often marked until the seizure terminates, with deep noisy breathing and often with profuse sweating and salivation. There may be relaxation of the sphincters, with loss of urine or feces during the seizure, and in the male the ejaculation of semen, usually with erection, may occur. The EEG during this period is dominated by high voltage and fast activity in all leads and often terminates with an isoelectric period during which little or no spontaneous electrical activity is visible. The patient may waken into a confused state described as the postictal twilight state; he may become perfectly alert and oriented although somewhat slowed down and dull, or he may lapse into apparently normal sleep for some minutes or an hour or two. On recovery he usually complains of muscular aches and often of a severe headache. A marked bulimia may occur on recovery, leading the patient to ingest copious volumes of food or liquid.  With complete recovery, there may well be feelings of depression and despair, often in reaction to the reality aspects of the seizure and social embarrassment.

   PETIT MAL SEIZURES. These seizures are extremely rare in adults.  The classic triad of petit mal seizures includes the classic absence, myoclonic seizures or lightning jerks (including salaam seizures), and atonic seizures. The attack is accompanied by a bilaterally synchronous EEG wave and spike formations at about 3 per second and is often easily brought on by hyperventilation.  A characteristic attack is quite brief - 10 to 30 seconds - and may pass unnoticed by the patient or by an unskilled observer.  It is accompanied by total unconsciousness but of such a brief duration as to make only a transient lapse in conversation and with so little retrograde amnesia that it can easily be concealed.  Such seizures can be a problem if there are large numbers of them in sequence or during the course of the day.

    The MYOCLONIC seizures may or may not include unconsciousness.  They are characterized by a very short jerky movement of the body, either a sudden flexion movement of the trunk muscles with raising of the arms giving rise to the salaam or, particularly in older patients, an abrupt extension movement, notably of the shoulders, arms, and hands.

   ATONIC seizures are characterized by momentary losses of muscle tone, usually with unconsciousness, causing the patient to slump to the ground but recover promptly.

   FOCAL SEIZURES

  These seizures have clinical or EEG evidence of a specific, usually cortical, site of origin.  They are more likely to be due to identifiable pathology, such as a scar, vascular lesion, tumor, or brain atrophy, than are the generalized seizures described above. However, the majority of patients with focal seizures also have grand mal seizures. Of particular importance in diagnosing and localizing the focal seizure are the events just preceding or initiating the attack.

   JACKSONIAN SEIZURES. These seizures, first described by Hughlings Jackson, have a focus around the central sulcus and so are introduced by contralateral focal motor or sensory phenomena.  Characteristically the thumb or comer of the mouth is first involved; the involvement then spreads by contiguity. If primarily motor, the manifestation is muscle twitching; if primarily sensory, the description is usually one of numbness, paresthesia, and tingling.  As long as the symptoms remain uni-lateral, the patient does not lose consciousness, but the motor phenomena may become bilateral, consciousness may be lost, and the patient may show a characteristic generalized seizure.  Jacksonian  seizures are often post-traumatic in origin, although other pathology should be investigated.

  ANTERIOR TEMPORAL FOCUS SEIZURES. An anterior temporal lobe abnormality is the commonest of the focal phenomena by EEG finding.  Most characteristic is the spike or a train of spikes, although slow waves may also be seen in this region. The anterior temporal lobe abnormality is accompanied most commonly by psychomotor seizures, but it may manifest grand mal seizures. The clinical picture is often characterized by lapses of consciousness, which are sometimes confused by the unwary with petit mal attacks and which often begin with head-tuming, orienting movements of the eyes, lip-smacking, swallowing, and salivation.

  OTHER FOCAL SEIZURES.  Foci in the frontal, midtemporal, and occipital regions of the brain are quite rare.  The EEG is usually characterized by focal spikes that may spread to involve other brain regions.  Frontal seizures are often initiated with adversive eye movements or occasionally head movements and may involve phenomena of forced thought.  Midtemporal foci are more common than the others and show an unusual propensity for the disappearance of both the EEG abnormality and the seizures in late adolescence or adulthood. The clinical phenomena usually include grand mal seizures, and there may be focal facial movements at the onset. Occipital seizures are probably the rarest of the group, usually manifesting themselves primarily with the grand mal seizure, although there may be an initial visual aura or flashing lights and diplopia. Strabismus is common in these cases.

  PSYCHIC SEIZURES.

  Psychic seizures seem to be primarily of temporal lobe origin and may either precede a generalized convulsion or, more commonly, occur without loss of consciousness. Sometimes they are called psychic equivalents of seizures.

   PERCEPTUAL CHANGES.  The most common phenomena are changes in visual perception described as changes in the size of an object as if it were receding or approaching.  Everything may look very small and distant or quite large.  With auditory phenomena, voices in the room become very distant or very loud and confused as if everyone were shouting.  One patient described the floor and walls as wavy.

   CHANGES OF SELF-AWARENESS.  Feelings of depersonalization and derealization may last for a matter of seconds or a few minutes and then abruptly disappear or be followed by some further elaboration of the seizure sequence.  Related to these feelings perhaps are the sudden feelings of intense familiarity, the phenomenon of deja vu. The reciprocal experience of jamais vu is also seen in which the subject, although in a familiar situation, feels that it is entirely new and strange.  In both these situations there is usually awareness that the feeling is not reasonable.

   CHANGES OF THOUGHT.  Particularly striking is the phenomenon of forced thought, in which a thought, a word, or a sentence may obtrude itself on consciousness and seem to occupy the whole center of awareness.  On occasion it may be an obscenity, but it may equally well be an apparent nonsense phrase or a melody. The thought may be clearly remembered after the attack or only dimly remembered or forgotten.  Disorganization of thought may be another such phenomenon, with the patient complaining that there is a brief period during which he seems to know what he wants to think about but cannot put the ideas together. 

   CHANGES OF MOOD AND AFFECT. Paroxysmal attacks of fear ranging from 

anxiety to terror are frequent accompaniments of this kind of psychic seizure. These attacks are described as different from the apprehension that many epileptics feel at the onset of the seizure.  Acute feelings of despair and depression also occur.  Feelings of  pleasure, elation, and serenity seem to be rare. Disphoric mood attacks with feelings of anger combined with anguish are also characteristic of epilepsy.

   COMPLEX HALLUCINATORY EXPERIENCES.  These rare experiences are most often auditory hallucinations, but they may also be olfactory.  The patient usually has a clear insight into the hallucinatory nature of the phenomenon, feels it as alien to himself, and may be quite anxious concerning its reflections on his sanity.

   COMPLEX STEREOTYPED AUTOMATISMS.  Complex acts may appear to be purposeful but are inappropriate to the situation and in general are stereotyped: that is, repeated almost identically in the same form on each occasion.  In a few patients, a seizure can be precipitated by asking them to carry out their characteristic automatism.  In others, carrying out the act under hypnosis gives rise to a rich associative flow, reinforcing the impression that the act has symbolic significance.

  TWILIGHT STATES

  POSTIETAL TWILIGHT STATE.  This state usually follows one or several seizures.  At the close of the grand mal seizure or perhaps after a period of sleep, the patient may be apparently awake but in a confused state, mumbling incoherently and fumbling with his clothing or other objects.  Periods of excitement sometimes appear, lasting from minutes to (rarely) several days. This excitement may include extreme agitation, paranoid ideation, hallucinations, and delusions that may lead to aggressive outbursts.  Consciousness is markedly disturbed, although the patient shows neither motor nor speech impairment, and there is usually complete amnesia for these periods.  Such states usually clear completely and with surprising abruptness. Throughout this period of confusion, the EEG shows diffuse symmetrical slow activity, not the paroxysmal activity of the seizure state.

   ICTAL TWILIGHT STATE.  This state may begin with the disturbance of consciousness and no other warning or, more often, it may be preceded by symptoms of focal disturbance, usually of the temporal lobe.  The most common early symptoms are searching movements of the head and eyes, lip-smacking, masticatory movements, and swallowing. During the state itself, the patient becomes disoriented and is only partially aware of his surroundings.  He may wander around aimlessly, fumble with his clothing, mumble unintelligibly, or say phrases of intelligible words that are inappropriate in context.  He may respond to external stimuli but does so inappropriately.  The period may last for 5 or 10 minutes.  If the state is prolonged, there may be more overt agitation, expressions of fear, anxiety, incoherent talk, and aggressive acts, particularly if attempts are made to restrain the patient.  Some patients present apparently purposeful and well-coordinated beliefs with no recall or only dim memories of the period, which may last from several hours to days.

  PETIT MAL STATUS. The twilight states related to petit mal status are relatively uncommon. The EEG in these cases is characterized by continuous or nearly continuous bilaterally synchronous spike and wave patterns, and the clinical picture is apparently dominated by confusion but frequently with fairly complex confused behavior, as described for the postictal twilight state.  An attenuated form of this same phenomenon may appear in patients who complain of mental dullness, which may last for several days, characterized by difficulty in concentration and general slowing of the thought processes without the confusional pictture just described. These protracted periods of mental  slowing may terminate abruptly.

   STATUS EPILEPTICUS. The recurrence without interruption of grand mal seizures in an epileptic. Seizures repeat approximately every 10 minutes, and the patient remains unconscious between them.

   Status epilepticus is a most common cause of death in epileptics. It occurs more frequently im symptomatic than in idiopathic epilepsy, and it often appears to be precipitated by withdrawal or change of anticonvulsant medication, or by intercurrent infection (where high temerature may produce a state of internal withdrawal from medication). Other cases include occlusive cerebrovascular disease, hypertensive and metabolic encephalopathies, neoplasm, head trauma, degenerative diseases of the brain, and, sometimes, collagen disorders and similar systemic diseases.

   The complications caused by this state are various and dangerous: brain or lung oedema, inhibition of the breathing centre in the brain, heart failure, etc.

   Thus, status epilepticus demands urgent tretment measures, and sometimes resuscitation. All the drugs are injected by parenteral way, most of them intravenousely. Anticonvulsant medicines include solutions of magnesium sulfate (25% - 20.0), which also has a dehydrotising effect; some anxiolytic drugs, in particular benzodiazepines, in intraveneous injections also have anticonvulsant action (chlordiazepoxide, etc.). If seizures prevail in spite of medication, it is sometimes necessary to narcotize the patient. Besides the termination of seizures, the patient must receive symptomatic treament to prevent complications (diuretics, drugs to support heart activity, breathing analeptics, etc.)

   INCIDENCE OF EPILEPSY.

   Perhaps half the epilepsy cases are preventable in the sense that they are the sequelae of trauma, infections, and birth injury with clear damage to the brain. These secondary cases are increased when there is poor prenatal and perinatal care and in regions that pay the usual price of poverty and overcrowding in malnutrition, neglect, and violence. From the world health organization’s point of view, epilepsy is a common and disabling condition, particularly in regions with a high incidence of low virulence central nervous system infections and  where traumata, particularly the subdural hematomas of infancy and early childhood are neglected.  However, in this country the incidence is about 0.3 to 0.4 per cent or roughly one-tenth the incidence of mental retardation  and perhaps one-half the incidence of schizophrenia. 

  PSYCHIATRIC ASPECTS.

  Most psychiatric difficulties, except for the major psychoses, are quite widespread throuhout the population and can be expected to involve the epileptic population by chance.

   PERSONALITY OF THE EPILEPTIC

   SOCIAL PROBLEMS. Psychological tests suggest that some 60 per cent of all epileptics and nearly two-thirds of the centrencephalic or idiopathic group have the onset of their seizures in the first decade of life, which means that these patients have grown up with a rather dramatic handicap. In spite of some recent publicity, a great miasma of social taboos and misapprehensions about the epileptic seizure still beclouds the patient's adjustment. Many schools will not allow the epileptic in class. Parents may be ashamed and apprehensive. Employers discriminate against hiring the epileptic.  The ever present possibility of a major seizure in public hangs heavily over the epileptic.  Under these conditions, it is not surprising that he has difficulty in establishing a sense of personal security and a clear ego identity. It is in this area that the understanding physician can do a great deal for his patient. In addition to prescribing medication to control seizures, he can give person counsel, intervene in parental misapprehensions, and do occasional battle with the school system, the scout troup, and other social establishments.

   Middle-class patients under competent medical care often make a productive, stable life adjustment. But the disadvantaged fall below the marginal utility of their group, which leads to rapid ostracism, neglect, and a downward spiral of social alienation and physiological abuse.

   PHYSIOLOGICAL PROBLEMS.  Abnormal brain function occurs unpredictably and with much greater frequency than is manifest by the overt seizure.  Children who have few overt seizures but many bursts of EEG abnormality have difficulty in school and in making peer adjustments.  Many children present themselves as learning problems or behavior problems as they react against the confusing situation in which they find themselves.

   Other paroxysmal discharges, such as the grand mal or the temporal lobe discharge, may have similar cumulative effects on the patient's ability to integrate life experience.  The seizure discharges in the temporal lobe - often widespread and profound in subcortical, particularly rhinencephalic, structures - must be disruptive of normal functioning of these important integrating systems, which seem to be important in the integration and expression of emotion and in learning and memory.

  The problem of paroxysmal cerebral dysrhythmia, the complications of poor medical control - leading to frequent falling and self- injury, usually involving the head, with possible attendant secondary brain damage - and the potential problems of chronic drug intake add up to a heavy set of physiological hazards facing the epileptic patient.

   ADJUSTMENT TO SEIZURES.  Having epilepsy and having seizures become integral parts of the epileptic's life, and it is not surprising to find them intricately interwoven into his life adjustment.  In particular there is the problem of the patient who uses his seizures for secondary gain, either to attract attention or to avoid uncomfortable situations.  Some epileptics consciously precipitate seizures by hyperventilation or similar physiological maneuvers. Others develop a kind of conditioned reflex response to certain kinds of psychological stress.  In a small group of patients, particularly children, seizures are self- precipitated, apparently for some psychological reward.

  AURA

  The earliest symptoms in a seizure, particularly the aura, have an important localizing value in cases of focal epilepsy. The aura is perhaps of equal importance to the epileptic himself, for it warns him of the onset of a seizure and allows him a little time to find a safe place.  The aura is often present, even in the primary grand mal epileptic, although not in the petit mat.  The acute phenomenon is frequently described as diffusely visceral. This feeling may last for a few seconds or several minutes before the overt seizure.  A period of several hours or days of increasing irritability, restlessness, and mild depressive symptoms may precede a major seizure.  These symptoms usually disappear abruptly after the seizure itself.

   THE "EPILEPTIC PERSONALITY"

   Does a characteristic epileptic personality exist?  Those who insist on a set of common personality traits identify the following: slowness of reactions, perseveration, rigid emotional attitudes, unresponsiveness to external factors, self-centeredness, hypochondriasis, and fixed opinions, particularly concerning religious issues.  Most authors, however, agree that, in non-institutionalized  epileptics as a group, these are not characteristic features and that personality types and abnormalities show the general broad range noted in the rest of the population.  It may well be that many of these traits reflect the underlying cerebral dysfunction.

   ACUTE PSYCHOTIC STATES RELATED TO EPILEPSY

   Temporal lobe epileptics may show acute psychotic episodes with prominent schizophrenia-like features and little or no EEG abnormality to suggest a relationship to epilepsy.  These episodes may last for days or weeks and end abruptly.  In addition, it seems likely that some patients not manifesting clinical temporal lobe epilepsy do show temporal lobe EEG abnormalities and do manifest acute or subacute psychotic episodes which are often misdiagnosed as schizophrenic.  These patients may suffer from the same basic pathophysiology as the known epileptics, and vigorous medical or surgical treatment may improve their prognosis considerably.

   CHRONIC PSYCHOTIC STATES AND EPILAPTIC DETERIORATION

   One sees in state hospitals a number of chronic epileptic patients in whom the combination of recurrent seizures, social neglect, recurrent head injuries, and perhaps overmedication has led to a sad state of deterioration, but it seems unlikely that there is any unique psychotic end point for the epileptic. Even many of the apparently deteriorated cases can be markedly improved by good medical attention.  

  GENETICS AND MARRIAGE

  The twin-pair data indicate a strong inheritable predilection for epilepsy. These investigators find about 85 per cent concordance for epilepsy in monozygotic twins, versus 5 per cent for dizygotic twins.  Among monozygotic twins with symptomatic epilepsy they find about 14 per cent concordance, versus 0 per cent for dizygotic twins.  These figures indicate that manifestation of epilepsy is not inevitable even in identical twins, but sensitivity does seem to be inherited, even to 

symptomatic epilepsy.  In counseling couples, the clinician should inform and reassure both the patient and his future partner. When the couple asks about having 

children, the first consideration is whether the  patient's physical and mental conditions allows him to be a good parent; only then can the discussion be directed toward the genetic possibilities.   If only one future parent is afflicted with epilepsy and if head  injury has been eliminated as the precipitating factor, the current estimate is that each of their children has a probability of between 0.025 and 0.050 of developing overt convulsions - a very slight risk. Evidence shows that this probability is increased if the other future parent has subclinical cerebral dysrhythmia or if both have epilepsy, but accurate figures are unavailable.  Meticulous study of pedigrees is more valid than applying figures from the general population. It appears that the risk of transmitting epilepsy alone is generally too minute to warrant advising strictly against progeny, especially now when so many convulsions can be completely controlled or cured by drugs or surgery, and the outlook is auspicious for further advances.

   TREATMENT

   MEDICATION

  Most seizures can be controlled with medication. The main principles of medication in epilepsy are: 

   1) Selectivity and combined treatment. Drugs are selected in accordance with type of seizures and reaction of the patient. Considering the great number of existing anti-epileptic medicines, it is possible to choose appropreate drugs that would suit every patientindividually. Usually drug combinations are used.

   2) Gradual beginning of treatment. At first drugs are prescribed in small doses, which are gradually increased till the therapeutic effect is reached. Usually the minimal effective dose is selected.

   3) Constatnt prolonged use of drugs without intermissions. If a patient stops to take medicines after he/she had taken it for a period of time, there may be an increas of seizures, and even epileptic status can result.

   4) In the absence of seizures for a prolonged time (1 to 3 years), termination of medication can be considered. After thorough investigation of the patient, the doctor decides on the way of termination. The doses of drugs are decreased very carefully and slowly, for several weeks. If a seizure occurs, the patient should return to previous doses.

   For petit mal seizures, trimethadione (Tridione) and paramethadione (Paradione) are the drugs of choice. On occasion in petit mal status or in some of the twilight states presented by them, the use of amphetamines is effective.  All other seizures are best initially treated with diphenylhydantoin (Dilantin) alone or in combination with phenobarbital. There are also several groups of new drugs that are used in epilepsy.

   The goal should be complete control of seizures.  Control at the level of one seizure every 6 weeks may be quite satisfactory to the physician who has seen the patient have three and four a week, but it is not good enough for adequate rehabilitation of the epileptic.  One seizure every 6 weeks may be just enough to preclude a normal social life and gainful employment.

   All epileptic drugs are potentially toxic and particularly affect the hemopoietic system. Phenurone, which is often quite effective in temporal lobe seizures notoriously resistant to other forms of drug medication, is an extremely toxic drug with liver complications and with a relatively high incidence of psychotic disorders.  Phenurone should be used carefully and should probably be initiated under hospital surveillance, with frequent check-ups thereafter.

   Adjuncts to therapy sometimes include shifting of the acid-base balance, particularly in the petit mal patients. Acetazolamide (Diamox) or a similar carbonic anhydrase inhibitor may be useful.  Attention should also be paid to maintaining physiological homeostasis for the patient. The seizure threshold may be lowered by fever, fatigue, salt, and water retention. Should these conditions occur because of intercurrent illness, it may be desirable to increase medication.

   PSYCHOTHERAPY

   Since the epileptic patient has a condition that may well persist for life and around which his future must be organized, it is well for him to have a psychotherapeutic relationship with his physician.  The physician may have to intervene in some situations, particularly in those school systems that exclude epileptic children of normal intelligence from classroom activities.

   SURGICAL INTERVENTION

   When focal seizures are a manifestation of identifiable structural pathology and good control by medication of the seizures is not obtained or the pathological process is itself progressive, surgical ablation is indicated, provided that it does not lead to crippling effects such as aphasia, major hemiparesis, etc.

  Temporal lobe epileptics are difficult to control with medication, and a number  of them may have disturbed lives as a result of their seizures or their interseizure dysfunction.  Ablation of the anterior temporal lobe can be an effective therapeutic measure in curing or at least making amenable to pharmacotherapy a number of temporal lobe epileptics.

”Mental and behavioural disorders due to use of alcohol.”
1. THE TOPICALITY OF THE THEME.

   The term "alcoholism" is used widely in everyday life but has too broad a meaning. The problem is that the term can refer to excessive consumption of alcohol, dependence on alcohol, or the damage caused by this practice. For this reason, it is more useful to employ four terms that are more specific: excessive consumption of alcohol, problem drinking, alcohol-related disability, and alcohol dependence (in the Ukrainian psychiatry the term "alcoholism" means alcohol dependence). The psychotic manifestations of delirium tremens, alcohol hallucinosis, alcohol paranoia, alcohol paranoid and alcohol encephalopathic psychoses are discussed in this class.

2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· definition of the terms: “intoxication”, “withdrawal syndrome”, “tolerance”, “dependence”;

· signs and symptoms of mental disorders due to use of alcohol;

· approaches to treatment of mental disorders due use of alcohol;

2.2 The student ought to master practical skills of:

· investigating mental state in patients with mental disorders due to use of alcohol;

· diagnosing of mental disorders due to use of alcohol;

· planning the treatment of the patients with mental disorders due to use of alcohol.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

          Excessive consumption refers to use that is above the limit at which alcohol is thought to be harmful.  Problem drinking is drinking that has caused disability but not dependence.

Alcohol dependence is defined below.

  
Alcohol-related disability refers to any mental, physical, or      social harm resulting from excessive alcohol consumption.
Intoxication - the psychological and physical effects of the    substance which  disappear when the substance is eliminated; 

Withdrawal state - symptoms and signs occurring when the substance    is reduced or stopped;

Tolerance - the state in which repeated administration of the substance leads to decreasing effect; 

Dependence - a syndrome that includes withdrawal states, sometimes    tolerance, and other features such as persistent use despite harmful    effects.   

     THE CONSUMPTION OF ALCOHOL

      What is a safe level of alcohol consumption?

   Alcohol is consumed by many people without harmful effects.  So what is a safe level of alcohol consumption?  The question. is not easy to answer because it is difficult to obtain accurate information about the drinking of large representative population samples, and difficult to follow population samples for many years to discover what level of drinking leads to adverse consequences. Nevertheless, certain "safe levels" are widely accepted. To understand these levels and to give advice that can be easily understood, the term "UNIT" of alcohol can be helpful. A unit of alcohol corresponds to the following measures in which alcohol is usually consumed:

   *   half a pint of beer;

   *   a wine glass of wine;

   *   a sherry glass of sherry or other fortified wine;

   *   a standard measure of spirits.

   These measures are useful but cannot be precise because the strengths of different beers and wines vary.

   In these terms, the safe level of alcohol consumption for men is up to 21 units per week; for women up to 14 units per week; provided that the whole amount is not taken on one occasion and that there are occasional drink-free days. (This level is equivalent, for example, to an average of three half pints of beer a day for a man.) Hazardous levels are thought to be levels above these limits. To ensure the safety of the fetus, however, pregnant women are advised to abstain from alcohol.

    THE CAUSES OF EXCESSIVE CONSUMPTION

    Several factors affect the likelihood that a person will consume excessive amounts of alcohol. Consumption in the community. The higher the average consumption in a community, the greater the number of people who are likely to 

drink more alcohol than the safe amount.

     Age and sex.  The heaviest drinkers are among young men in their late teens and early twenties.  It is a matter of concern that increasing drinking problems have been identified among 15-16 year olds. Fewer women than men abuse alcohol, but rates in women are rising more quickly than in men so that the differences between the sexes are becoming less marked.

     Occupation.  The rates of excessive consumption of alcohol are much increased among people in occupations that provide easy access to alcohol, for example barmen, brewery workers, and kitchen porters.  It is also higher among executives, salesmen, journalists, actors, and others whose work is associated with social drinking.  Rates of excessive consumption are also high among doctors.  

    Genetic factors. Excessive drinking runs in families, but this could result from social factors.  Genetic influences are suggested by some twin studies though the evidence is conflicting.  A genetic cause is also suggested by the finding that the rate of problem drinking is greater among children of an alcoholic parent who have been adopted by nonalcoholic substitute parents than among adopted children of other biological parents. If genetic factors are confirmed, it will still be necessary to determine whether they act through biochemical mechanisms such as differences in the metabolism of alcohol or through personality.

    Personality factors are suggested by clinical experience, for it is common to find alcohol problems associated with a pervading sense of inferiority, self- indulgent tendencies, and readiness to anxiety.  However, there is no epidemiological data or other evidence to support this view, and it is certain that some people without these traits abuse alcohol.

    THE EPIDEMIOLOGY OF ALCOHOL ABUSE

    Reliable epidemiological data are difficult to obtain because people tend to be evasive about the amount they drink and the consequences of their drinking.  However, other relevant information can be obtained from three sources: first from records of the national consumption of alcohol, second from records of people admitted to hospital with alcohol problems, and third from deaths from cirrhosis of the liver (of which alcohol is a major cause).  All three sources are imprecise, but each has shown a trend towards a substantial increase of alcohol abuse even though the size of the increase is uncertain.  Alcohol abuse has increased among young women as their social roles have changed.

    ALCOHOL-RELATED DISABILITIES

   Continued excessive drinking of alcohol can lead to physical, psychiatric, and social disability. This damage can occur whether or not the person has become dependent on alcohol, though very high levels of consumption are likely to cause both damage and dependency.

    PHYSICAL EFFECTS OF ALCOHOL ABUSE

     Excessive consumption of alcohol may lead to physical damage in several ways:

  *  a direct toxic effect on certain tissues, notably the brain and liver; 

  *  associated poor diet leading to deficiency of protein and B vitamins; 

  *  an increased risk of accidents, particularly head injury;         

  *  associated general neglect leading to increased susceptibility to infection.

    The main physical consequences of excessive consumption of alcohol (Table 1.) are as follows.

    Table 1.     MEDICAL EFFECTS OF EXCESSIVE USE OF ALCOHOL

    Alimentary

       Gastritis and peptic ulcer

       Oesophageal varices

       Acute and chronic pancreatitis

       Hepatitis and cirrhosis

    Neurological

       Peripheral neuropathy

       Dementia

       Cerebellar degeneration

       Epilepsy

    Other

       Anaemia

       Episodic hypoglycemia

       Haemochromatosis

       Cardiomyopathy

       Myopathy

       Obesity

1   Alimentary disorders, notably gastritis and peptic ulcer, damage to     the liver, oesophageal varices and carcinoma, and acute or chronic pancreatitis, are common. Damage to the liver includes fatty     infiltration, hepatitis, cirrhosis, and hepatoma. A person dependent on alcohol has a tenfold greater than average risk of dying of cirrhosis of the liver.

2   Disorders of the nervous system include peripheral neuropathy, dementia, cerebellar degeneration, and epilepsy, as well as several less common effects on the optic nerve, pons, and corpus callosum.  Neuropsychiatric disorders are described below.

3   Other physical disorders include anaemia, episodic hypoglycemia,    haemochromatosis, cardiomyopathy, and myopathy.

   From these and other causes, the overall mortality rate of excessive drinkers is about twice the expected level. These disorders are discussed in textbooks of medicine and will not be considered further here.

   EFFECTS ON THE FETUS. When a pregnant woman drinks excessively, the fetus may suffer damage and the child may be born with a syndrome of facial abnormality, low weight, low intelligence, and hyperactivity. It is not certain whether such effects are seen only after very heavy drinking by the mother, or whether lesser degrees of damage are seen after less heavy drinking.  Nevertheless, it is prudent to advise Pregnant women to abstain from alcohol throughout pregnancy; if they will not accept this advice, they should be counseled strongly to avoid drinking in the first trimester and to avoid bouts of heavy drinking.

   NEUROPSYCHIATRIC DISORDERS. Alcohol-related psychiatric disabilities (Table 2.) fall into four groups: abnormal forms of intoxication, withdrawal phenomena, toxic or nutritional disorders, and associated psychiatric disorders.

 Table 2.    NEUROPSYCHIATRIC EFFECTS OF EXCESSIVE USE OF ALCOHOL

        Intoxication states 

           Memory blackouts

           Idiosyncratic intoxication

        Withdrawal states

           Delirium tremens

        Toxic and nutritional states

           Korsakov's syndrome

           Wernicke's encephalopathy

           Alcoholic dementia

        Associated states

           Depressive disorder

           Anxiety symptoms

           Suicide and deliberate self-harm

           Personality change

           Pathological jealousy

           Sexual dysfunction

           Transient hallucinations

           Alcoholic hallucinations

    ABNORMAL FORMS OF INTOXICATION. As well as the familiar picture of drunkenness, two syndromes occur in people who abuse alcohol persistently. Memory blackouts are losses of memory of events that occurred during a period of intoxication. Such episodes can occur after a single episode of heavy drinking in people who do not habitually abuse alcohol. When these episodes occur regularly they indicate frequent heavy drinking; when they are prolonged, affecting the greater part of a day or whole days, they indicate sustained excessive drinking.

   Idiosyncratic intoxication (or pathological drunkenness) is a marked change of behaviour occurring within minutes of taking alcohol in amounts that would not induce drunkenness in most people.  Often the behaviour is aggressive. The condition is rare, but apparent cases may occur after a further small intake of alcohol in a person who already has a raised blood alcohol level from unadmitted drinking.

    Withdrawal phenomena. Withdrawal phenomena will be described under dependency.  Toxic and nutritional conditions. There are three neuropsychiatric disorders of this kind: Korsakov's syndrome, Wernicke's encephalopathy, and alcoholic dementia. The first two are described in lecture 4 on disturbances of memory and intellect because alcohol is not their only cause.

     Alcoholic dementia can arise after prolonged abuse of alcohol.  Intellectual impairment is often associated with enlarged ventricles and widened cerebral sulci seen on a CT scan.  After prolonged abstinence, some gradual improvement occurs in these changes, suggesting that the shrinkage is not wholly due to the loss of brain cells.  The causes of the dementia are uncertain, but probably include a direct toxic effect of alcohol on the brain and secondary effects of liver disease.

   ASSOCIATED PSYCHIATRIC DISORDERS

I  Depressive disorder can be induced by prolonged abuse of alcohol,    but depressed patients sometimes drink excessively to relieve their symptoms and so care needs to be taken to find out the sequence of changes.

2  Anxiety symptoms occur commonly, particularly during periods of partial withdrawal of alcohol.  However, some patients with an anxiety disorder from other causes drink to relieve anxiety.  Therefore, as with depression, care is needed to determine the sequence.

3  Suicidal behaviour and deliberate self-harm are more frequent among people who abuse alcohol than among other people of the same age. Estimates of the proportion of alcoholics who eventually kill themselves vary from 6 to 20 per cent.

4  Personality change in excessive drinkers often includes self-centredness, lack of concern for others, and a decline in standards of conduct, particularly honesty and responsibility.

5  Pathological jealousy is an infrequent but serious complication of chronic alcohol abuse.  It is described on p. 188.  Non-delusional suspiciousness of the sexual partner is more common.

6  Sexual dysfunction is common, usually as erectile dysfunction or delayed ejaculation.  The causes include the direct effects of alcohol and a generally impaired relationship with the sexual partner as a result of heavy drinking.

7  Transient hallucinations of vision or hearing are reported by some heavy drinkers; they generally occur during withdrawal, but without all the features of delirium tremens or alcoholic hallucinosis.

8  Alcoholic hallucinosis is a rare condition characterized by distressing auditory hallucinations, usually of voices uttering threats, occurring in clear consciousness.  Some patients argue aloud with the voices; others feel compelled to follow instructions from them.  Delusional misinterpretations may follow, often of a   persecutory kind, so that the clinical picture can resemble schizophrenia.  The condition can arise while the person is still drinking heavily or when intake has been reduced.  It lasts up to a few weeks.  The few cases that last longer may be of schizophrenia not primarily due to drinking.

   SOCIAL DAMAGE

   Excessive drinking can cause serious social damage, for example marital and family problems including violence to the spouse, emotional and conduct problems in the children, poor performance at work, and unemployment. There are important associations between alcohol abuse and road accidents.  In the United Kingdom about a third of drivers killed on the road have blood alcohol levels above the statutory limit, and among those killed on a Saturday night the figure is estimated to be three-quarters.  Excessive drinking is also associated with crime, mainly petty offences, but also with fraud, sexual offences, and crimes of violence including murder.

   THE SYNDROME OF ALCOHOL DEPENDANCE

   Excessive drinking can lead to physical dependence on alcohol.  This depend- ence is experienced clinically as a syndrome with seven essential features (Table 3.).

   Table 3.    THE ALCOHOL DEPENDENCE SYNDROME

1  The feeling of being compelled to drink. The dependent drinker is     unsure that he can stop drinking once started.  If he tries to give     up alcohol, he experiences a craving for it.

2   Primacy of drinking over other activities. For the dependent     drinker alcohol takes priority over everything else, including health, family, home, career, and social life.

3   Altered tolerance to alcohol. The dependent drinker becomes able to drink quantities of alcohol that would incapacitate a normal drinker. Since he can "hold his drink", he may persuade himself that alcohol is no problem to him. In fact increasing tolerance is an important sign of increasing dependence. In the late stages of dependence, tolerance falls and the dependent drinker becomes    incapacitated after only a few drinks.

4   Repeated withdrawal symptoms (Table 4). Withdrawal symptoms appear    characteristically on waking, after a fall in blood alcohol concentration during sleep. The earliest and commonest feature is acute tremulousness affecting the hands, legs and trunk ("the shakes"). The sufferer may be unable to sit still, hold a cup steady, or do up buttons. He is also agitated and easily startled, and often dreads facing people or crossing the road. Nausea, retching, and sweating are frequent. If alcohol is taken, these symptoms may be relieved quickly; if not, they may last for several days. As withdrawal progresses, misperceptions and    hallucinations may occur, usually only briefly. Objects appear distorted in shape or shadows seem to move; disorganized voices,  shouting, or snatches of music may be heard. Later there may be epileptic seizures, and finally after about 48 hours delirium tremens may develop (see below).

 Table 4.    SYMPTOMS OF ALCOHOL WITHDRAWAL

        Tremor
        Agitation

        Nausea

        Sweating

        Misperception, hallucinations

5   Relief drinking. Since they can stave off withdrawal symptoms     only by further drinking, many dependent drinkers take a drink     on waking. In most cultures, early morning drinking is diagnostic     of dependency. With increasing need to stave off withdrawal symptoms during the day, the drinker typically becomes secretive about the amount consumed, hiding bottles or carrying them in a     pocket. Rough cider and cheap wines may be drunk regularly to obtain the most alcohol for the least money.

6   Stereotyped pattern of drinking. Whereas the ordinary drinker varies his intake from day to day, the dependent person drinks at regular intervals to relieve or avoid withdrawal symptoms.

7   Reinstatement after abstinence. After a period of abstinence, a severely   dependent person who drinks again is likely to relapse quickly and totally,    returning to his old drinking pattern within a few days.

   The dependence syndrome becomes established most often in the mid-forties for men and a few years later for women. It is now occurring increasingly among teenagers, and is sometimes seen for the first time in elderly people after retirement. Once established, the syndrome usually progresses steadily and destructively unless the patient stops drinking or manages to bring it under control.

        THE DISEASE OF "ALCOHOLISM"

   Alcoholism is regarded as a disease in the countries of the former Soviet Union (Ukraine, Russia, etc.). This terminology initially was used in arguments against the idea that alcohol abuse and its effects are a form of moral failure, and for the idea that people with these problems should receive help from doctors. By regarding it as a disease, alcoholism could be included among the proper concerns of doctors.  However, in the Westaern states (USA, England and others) specialists think that it is more logical to regard excessive use of alcohol as a form of behaviour that can cause mental or physical disease. With greater acceptance that people with alcohol problems need the help of doctors, it is no longer helpful to say that alcoholism is a disease; indeed, it can be unhelpful because a person abusing alcohol may make little effort to control his behaviour on the grounds that it is caused by a disease.

   RECOGNITION OF THE PROBLEM DRINKER

   Treatment is much more difficult in the late than in the early stages of abuse, and so it is important that neither excessive use of alcohol nor problem drinking should go unrecognized.  General practitioners are well placed to identify these problems.  Hospital doctors are also well placed because drinking problems can be detected in 10-30 per cent of patients in general hospitals; the higher rates  being in accident and emergency wards.  Every patient should be asked how much alcohol he drinks per week.  Problem drinking should be sought particularly carefully among the following at risk groups: those with medical or psychiatric conditions that can be caused by alcohol, those with marital or sexual problems or problems with children, particularly when there is violence, and those with difficulties at work, trouble with the law, or financial problems. Repeated absences from work for minor medical reasons suggest a drinking problem, and repeated absences on  Mondays suggest heavy weekend drinking.

Table 5.        IDENTIFYING THE PROBLEM DRINKER

   Be suspicious in cases of:

      medical or psychiatric conditions possibly caused by alcohol 

      marital or sexual problems

      trouble with the law 

      repeated absences or poor record at work           

      problems with the patient's children 

   Ask screening questions (and/or CAGE or MAST - see below).   Ask about symptoms of alcohol dependence.  

   Physical examination for alcohol-related medical conditions 

   Further investigations 

      Alcohol diary 

      Laboratory tests (WCV, GGT - see below)

      The medical conditions that raise suspicion include gastritis, peptic ulcer, liver disease, peripheral neuropathy, seizures, particularly those starting in middle life, and, in the elderly, repeated falls. Psychiatric conditions with the same significance include anxiety, depression, erratic moods, poor concentration, memory impairment, and sexual dysfunction. Some excessive drinkers give misleading answers, and so in appropriate cases it is good clinical practice to ask four questions that are particularly likely to be informative.

I   Have you ever felt you ought to Cut down your drinking?

2   Have people Annoyed you by criticizing your drinking?

3   Have you ever felt Guilty about your drinking?

4   Have you ever had a drink first thing in the morning as an 

    "Eye-opener"?


A mnemonic for these questions is CAGE, derived from the initial letters of the words Cut, Annoyed, Guilty, and Eye-opener. Two or more positive replies identify problem drinkers; one positive reply is an indication for further enquiry about the person's drinking. Some patients respond more honestly to written questions than to an interview. A widely used screening questionnaire is the Michigan Alcohol Screening Test (MAST). There are two versions. The shorter version, which is self-rated, is shown in Table 6; a score of five points or more indicates alcohol abuse.

   Screening questions should be followed by more detailed enquiries.  

How much alcohol is drunk on a typical "drinking day"? (Start by asking about the amount drunk in the second half of the day, before asking about morning drinking.) How does the person feel after going without alcohol for a day or two? How does the person feel on waking? Questions should be asked about performance at work and in family life, and about any legal problems. Relevant questions about work include extended meal-breaks, lateness, absences, declining efficiency, missed promotions, and accidents.

Table 6.      ASKING THE RIGHT QUESTIONS - BRIEF MAST

   Circle correct answer

Do you feel that you are a normal drinker?      YES          NO (2 pts)

Do friends or relatives think you are a normal

drinker ?                                       YES          NO (2 pts)  

Have you ever attended a meeting of Alcoholics                         

Anonymous?                                      YES (5 pts)  NO 

Have you ever lost friends or girlfriends (or 

boyfriends) because of drinking?                YES (2 pts)  NO        

Have you ever neglected your obligations, your   

family, or your work for two or more days in a                          

row because you were drinking/                  YES (2 pts)  NO                           

Have you ever had delirium tremens (DTs)

severe shaking, heard voices, or seen things

that were not there after heavy drinking?       YES (5 pts)  NO     

Have you ever gone to anybody for help about 

your drinking?                                  YES (5 pts)  NO        

Have you ever been in a hospital because of 

drinking                                        YES (5 pts)  NO        

Have you ever been arrested for drunken          YES (2 pts)  NO

driving or driving after drinking?

    Total score

   When appropriate, systematic enquiry should be made about features of the alcohol dependence syndrome and about all the physical, psychological, and social disabilities described above.

   Finally, laboratory tests can be used. The most direct measure is BLOOD ALCOHOL concentration, although this does not distinguish between a single recent episode of heavy drinking and chronic abuse.  In someone who does not show signs of intoxication, a high blood alcohol suggests tolerance to alcohol, which in turn suggests chronic abuse with dependence. Levels of gamma- glutamyl-transpeptidase (GGT) are raised in about 80 per cent of problem drinkers, whilst mean corpuscular volume (MCV) is increased in about 60 per cent. If other causes of abnormality can be excluded, these tests strongly suggest excessive drinking. They have the advantage that values do not return to normal for some weeks after the last period of heavy drinking.  Urate concentrations are raised in about half of all heavy drinkers, but as screening tests they are useful only for men since they are poor discriminators in women.

   THE TREATMENT OF THE PROBLEM DRINKER

   THE VALUE OF THE ASSESSMENT INTERVIEW. A thorough enquiry into drinking habits and related problems is not only a way of detecting the problem drinker, but is also a first step in treatment because it helps the patient to recognize the extent and seriousness of his problem.  This recognition is needed as a means of motivating the patient to control his drinking.  Without such motivation, treatment will fail.  Enquiries should be persistent to uncover the extent of the problem, but not judgmental.  The assessment should normally involve the partner, for whom it may be the first opportunity to unburden feelings and obtain help.

   THE TREATMENT PLAN. Treatment begins with a review of the extent of the drinking, the evidence for dependence, the effects of the patient's excessive drinking, and the probable consequences if it continues.  Any urgently needed medical treatment is arranged and a decision is made about withdrawal (see below). The patient should be involved in formulating the treatment plan, and if possible the partner should take part. Specific and attainable goals should be set and the patient given responsibility for reaching them. These goals should include control of drinking, collaboration with treatment for any associated medical condition, and resolution of problems in the family, at work, and with the law. These initial goals should be short term and achievable; for example, to reduce consumption to the safe limit in the first 2 weeks. Unrealistic goals, particularly in the early stages, will lead to failure, demoralization, and a return to drinking.

  Table 7.          TREATMENT PLAN FOR A PROBLEM DRINKER

     Review with the patient

         extent of drinking

         evidence for dependence

         alcohol related disabilities

     Arrange withdrawal of alcohol

     Treat urgent medical or psychiatric illness,

     Set attainable goals for

         control of drinking*

         treatment of medical disabilities

         resolution of interpersonal problems

         dealing with practical difficulties (finance, employment, the          law)

         establishing new interests

     Plan longer term help

         Individual or group counselling

         AA meetings

         Help for the family

     * Abstinence if there is evidence of dependence

   As treatment progresses, longer-term goals may be added concerned with improving marital relationships or changing the use of leisure time. Potential obstacles to progress need to be identified; for example, the patient may work in a job where drink is readily available or may have social relations only with people who drink heavily.  The patient should be helped to overcome these problems.

  The plan should include help for the family.  The spouse or teenage children may need counselling about problems of their own that are consequent upon the patient's heavy drinking.  They may also need help in supporting the patient's efforts to reduce his drinking.

   ABSTINENCE VERSUS CONTROLLED DRINKING.  It is important to decide whether to aim for total or partial abstinence from alcohol.  The traditional advice is that a person with alcohol dependence should not drink alcohol again because of the high risk of relapse.  Not all dependent patients will accept this goal; they either refuse treatment or report abstinence while continuing to drink alcohol.  Even so, abstinence remains the most appropriate goal for people with alcohol dependence. For those who drink excessively but are not dependent on alcohol, the appropriate goal can be the reduction of drinking to a safe level provided that the person (i) has not incurred serious physical consequences of drinking which require abstinence, (ii) is not in a job (such as lorry driving) that carries a risk to others, and (iii) is not pregnant.  The target can be the usual safe limits of 21 units per week for men and 14 for women.  Reduction to these limits should be in achievable stages, say 5 or 10 units a week, but the process should not be so prolonged that motivation is lost.

   TREATMENT FOR SPECIAL GROUPS

   WOMEN. Drinking of alcohol by pregnant women carries risks for the fetus. Despite the social changes that have led women to drink more alcohol, it is still difficult for them to admit to alcohol dependency or alcohol-related problems.  For this reason treatment is often difficult. The safe limits set in treatment should be lower than for men.

   DOCTORS. Doctors have higher than average rates of alcohol abuse and often have difficulty in admitting their problems and seeking help, particularly from colleagues working in the same areas. In some countries, including the United Kingdom, there are arrangements for doctors to obtain help outside their area of work through a national scheme for sick doctors.

   WITHDRAWAL FROM ALCOHOL. When the amount of alcohol taken has been large, and particularly when there is a dependence syndrome, the patient may develop delirium tremens or seizures if he stops drinking suddenly. Since both these complications may be dangerous, withdrawal should be carried out carefully in hospital or, if outside hospital, under close medical supervision. In less severe cases, withdrawal can be at home provided that there is someone to look after the patient and that the general practitioner can visit daily.  Since dependent patients are unlikely to succeed in reducing alcohol gradually, it is usually best to stop the alcohol, replace it with a drug that will prevent delirium tremens or fits, and then withdraw this drug gradually. Chlormethiazole, chlordiazepoxide, and diazepam are the drugs used most often. (Chlorpromazine is not suitable since it may provoke seizures.) These drugs should not be continued after the stage of withdrawal because the patient may become dependent on them.

    Whichever drug is chosen, it is started in a moderate to high dose and then reduced progressively. The details of the dosage regimen vary with different drugs and different practitioners. One scheme begins with chlordiazepoxide 50 mg or 100 mg by intramuscular injection every 6 hours over the first 24 hours. If convulsions occur, larger doses are given immediately; otherwise equivalent oral doses are substituted for the intramuscular dosage and then reduced progressively over the next 5 days. Chlormethiazole can be used instead of diazepam; the dosage schedule is more complex and a pharmacopoeia should be consulted. Careful supervision is required since dangerous respiratory depression can occur if alcohol and chlormethiazole are taken together. If the patient is treated at home, he should be visited regularly by the family doctor and community nurse who should make checks on pulse, blood pressure, hydration, and level of consciousness. During the intervals family or friends should check the patient's general condition every 2 hours for the first few days. The patient should take adequate fluid and a light diet. B vitamin supplements are often given during withdrawal as a measure against development of the amnesic syndrome.

   PSYCHOLOGICAL TREATMENT

   Psychological treatment has three main aims: (i) to sustain the patient's motivation; (ii) to help the patient to avoid relapse; (iii) to relieve any psychological problems that have contributed to the development of the alcohol abuse.

    The treatment can be given as individual counseling or group therapy.  Individual counseling can be provided by the general practitioner or by a member of a specialist team.  Problem-solving techniques are generally used. It is valuable for the patient to keep a diary of his alcohol consumption, and also of the circumstances of any relapse.  Many patients have relapses, and by keeping diaries they can learn how to avoid them in the future.  In specialist units, group therapy is probably the most widely used treatment because patients are often more willing to accept advice and support from other patients with similar problems than from doctors.

    In pursuing the first two aims above (sustaining motivation, avoiding relapse) help should be provided in developing new activities, whether with the family or as personal hobbies.  In pursuing the third aim (relieving psycho- logical problems that have led to alcohol abuse), counseling or short-term dynamic treatment can be used.  Thus marital problems may require marriage guidance counseling, whilst difficulty in dealing with angry feelings in other relationships may require short-term psychotherapy.

   MEDICATION TO MAINTAIN ABSTINENCE. Disulfiram (Antabuse) and citrated calcium carbamide (Abstem) are used occasionally in specialist practice as deterrents to impulsive drinking. It is not recommended that either drug be used by non-specialists.

   Disulfiram interferes with the metabolism of alcohol by blocking one of the enzymes involved. As a result, when alcohol is taken acetaldehyde accumulates with consequent flushing, headache, choking sensations, rapid pulse, and anxiety. These unpleasant effects discourage the patient from drinking alcohol whilst on the drug.  Citrated calcium carbamide has actions like those of disulfiram, but is absorbed and excreted more rapidly. Treatment with either drug carries the risks of occasional cardiac irregularities or rare cardiovascular collapse. Therefore the drug should not be started until at least 12 hours after the last ingestion of alcohol. These drugs also have unpleasant side-effects, including a persistent metallic taste in the mouth, gastrointestinal symptoms, dermatitis, urinary frequency, impotence, peripheral neuropathy, and toxic confusional states.

  These drugs are used for the few patients who experience strong urges to drink which they cannot control, and who also have enough motivation to take a drug regularly in the morning.

   SELF-HELP GROUPS 

   ALCOHOLICS ANONYMOUS (AA) hold group meetings at which members obtain support from one another. If members are in crisis between meetings, they can obtain support from other members by telephone.  Not all problem drinkers are willing to join the organization because total abstinence is required and because the meetings involve repeated confession of each person's faults and problems. Those who remain in the organization are usually helped, and anyone with a drink problem should be encouraged to try it.  

   AL-ANON is a parallel organization providing support for the spouses of excessive drinkers, and Al-Ateen does the same for the teenage children.

   COUNCILS ON ALCOHOLISM are voluntary agencies that advise problem drinkers where to obtain help, provide social activities for those who have recovered, train counsellors, and coordinate services.  HOSTELS for homeless problem drinkers are provided in some places, often by voluntary organizations.  Usually abstinence is a condition of residence, and counselling and rehabilitation are provided.

   WHEN TO OBTAIN SPECIALIST HELP. General practitioners are well placed to help problem drinkers. The general practitioner knows the patient and the family, and can carry out the treatment of the problem drinking in the context of the patient's general health, an approach that is often more acceptable. The general practitioner can also ensure that the needs of the spouse and of any children in the household are assessed and met. Demands on the general practitioner's time need not be excessive since non-medical members of the general practice team can share in counselling the patient and the family.

   Among the reasons for specialist referral are (a) severe withdrawal symptoms, particularly fits or delirium tremens, which should be treated as emergencies, (b) planned withdrawal from alcohol when home withdrawal is inappropriate, (c) medical or psychiatric complications requiring specialist assessment (see Tables 14.2 and 14.3), and (d) complex personal or interpersonal problems requiring more intensive psychological treatment than simple counseling.  Many patients referred for specialist help fail to keep appointments; the general practitioner should ensure that this problem is detected.

   THE RESULTS OF TREATMENT. The results of treatment for patients with serious drinking problems are not good: among patients who had been through treatment centres in the United States, only a quarter remained abstinent for 6 months, at 18 months only 10 per cent were abstinent, and less than 20 per cent were drinking less alcohol than before treatment.  Results do not seem to differ with the kind of treatment.  Indeed, one well-conducted study found that a single intensive day of assessment and advice was as effective as more elaborate treatment using counseling, medication, introduction to AA, and in selected cases admission to hospital. These are reasons for early detection and counseling of those who drink excessively.

   These and other findings suggest that outcome depends more on the patient than on the treatment. A good outcome is related to good insight, strong motivation, a supportive family, a stable job, and an ability to form good relationships, to control impulsivity, and to defer gratifications. Since several of these factors are more likely to be present in the early stages of the condition, early detection and counseling is clearly important.

   PREVENTION OF ALCOHOL PROBLEMS

   Several social measures might help to prevent excessive drinking by reducing the general level of alcohol consumption in the population. Raising the price of alcoholic drinks.  Total consumption in the population is related to the price of alcohol: when the price is lowered more alcohol is consumed, and when it is raised by taxation, consumption tends to fall. Licensing laws are intended, in part, to reduce alcohol abuse by limiting the hours when alcohol is available.  It is not certain how effective they are in achieving this aim.

*  Control of advertising of alcoholic drinks has been proposed -    particularly of advertising targeted on young people.  It is not  certain how effective such measures would be, a ban on press and television advertising of alcoholic drinks in British Columbia made little difference.

*  Controlling the sale of alcohol by limiting sales in shops might be effective.  It is known that relaxation of restriction on sales can lead to increased sales, but it is not certain that increasing restriction would reduce established rates of drinking.

*  Health education seems desirable since the best control on drinking is self-control.  Customs and moral beliefs are important determinants of alcohol use, but it has not yet been proved that any form of classroom or media education can alter drinking habits.
DELIRIUM TREMENS. Delirium tremens is a severe form of withdrawal syndrome and an alcohol psychosis, which occurs when alcohol is withdrawn after several years of excessive drinking. The features are as follows.           

*   Those seen in any delirium: confused state of consciousness,   disorientation in time and place, impairment of recent memory, 

    illusions and hallucinations, fearfulness, and agitation.          

*   Special features including gross tremor of the hands (which gives     the condition its name), autonomic disturbance (sweating, tachycardia, raised blood pressure, dilation of the pupils), and marked insomnia. There may also be fever.                          

*   Hallucinations which are characteristically visual and often frightening, involving people or animals.  Auditory and tactile hallucinations also occur.  

*   Dehydration and electrolyte  disturbance are characteristic. Blood testing shows leucocytosis, a raised erythrocyte sedimentation rate, and impaired liver function.  

Delirium tremens usually last 3-4 days.  As in other kinds of delirium, the symptoms are characteristically worse at night.  The condition often ends in deep and prolonged sleep, from which the person awakes with no symptoms and little or no memory of the period of delirium.  During treatment of delirium tremens a hospital stay is required. Those with delirium have to be guarded to prevent them from doing themselves an injury.
The patient should to be put into a sedated state for a week or more until withdrawal is complete. Benzodiazepine medications such as diazepam or lorazepam are often used. Anticonvulsants are prescribed to treat seizures. Small dosages of antipsychotic medications such as haloperidol may be necessary. Beta-blockers are used to reduce cardiovascular symptoms. Desintoxication and therapy of metabolic and electrolyte disbalance should be conducted. The patient should be tested, and if necessary, treated for other medical problems associated with alcohol use. 

Alcoholic hallucinosis is a rare complication of 

withdrawal" 
alcohol withdrawal
 in alcoholics. It can last from several hours to 2-3 weeks and involves auditory hallucinations, most commonly accusatory or threatening voices. It can also manifest with anxiety. Alcohol hallucinosis will be considered to be chronic if it lasts for more than 6 months. Treatment includes anti-psychotic drugs such as haloperidole. 
Alcohol paranoia is a relatively rare mental disorder found in men-alcoholics with paranoial or epileptoid accentuation of personality. The theme of delusion usually is unfaithfulness of the spouse. The treatment should include anti-psychotic drugs (triftazine, majeptil). 

Alcohol paranoid lasts from several days to 2-3 weeks, sometimes several months. It starts with insomnia, anxiety, fear of being killed. Delusions of persecution develop. Sometimes illusion that are related to the theme of delusions are present. It should be differentiated from onset of paranoid schizophrenia. Treatment includes neuroleptics and anxiolytics.

Alcohol encephalopathic psychoses manifest with prominent neurological and somatic disorders, they often develop after delirium tremens. Treatment includes desintoxication, support of homeostasis, cardio-vascular and respiratory systems, large dosages of vitamin B group.
” Mental and behavioural disorders due to use of narcotic drugs 

and drugs that are not included into the state list of narcotics.”

1. THE TOPICALITY OF THE THEME.

   Although population surveys of drug abuse have been attempted, reliable estimates of prevalence are lacking because abuse is concealed. In the former Soviet Union indirect information has been collected about drug-related offences, hospital treatment for drug abuse, and cases reported to government agencies, but none of these sources is informative. Similar difficulties are met in other countries;  hence no accurate international comparison can be made, though there is convincing empirical evidence of high rates in, for example, some large cities in the United States. It is generally considered that rates are higher in disadvantaged areas and among unemployed young people with disorganized lives and few stable relationships. Abuse is certainly not restricted to people of this kind. The rate of drug and other psychoactive substances abuse in the Ukraine has probably grown considerably during the last years.

Disorders caused by abuse of substances that are not in the state list of illegal drugs are called toxicomania and manifest in psychic and sometimes physical dependence on them.

 2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· classification of narcotic drugs and drugs that are not included into the state list of narcotics;

· classification of mental and behavioural disorders due to use of narcotic drugs and drugs that are not included into the state list of narcotics;

· signs, symptoms and syndromes of mental and behavioural disorders due to use of narcotic drugs and drugs that are not included into the state list of narcotics;

· approaches to treatment of mental and behavioural disorders due to use of narcotic drugs and drugs that are not included into the state list of narcotics.

2.2 The student ought to master practical skills of:

· investigating mental state of patients with mental disorders due to use of narcotic drugs and drugs that are not included into the state list of narcotics;

· diagnosing of mental and behavioural disorders due to use of narcotic drugs and drugs that are not included into the state list of narcotics;

· planning the treatment of the patients with mental and behavioural disorders due to use of narcotic drug and drugs that are not included into the state list of narcotics.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.

 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

   The many abused substances fall into six groups:

*  opioids;

*  anxiolytics and hypnotics;

*  stimulants;

*  hallucinogens;

*  cannabis;

*  organic solvents.

   Nicotine is the most widely used drug that causes dependency; its use is accepted by society despite the harmful medical consequences of smoking.

   Before describing the main features of abuse of these groups, certain general features of substance abuse will be considered.

    THE CAUSES OF DRUG ABUSE AND DEPENDANCE

     CAUSES OF DRUG ABUSE. Four kinds of causes are important: properties of the drug, availability of the drug, characteristics of the person taking the drug, and social factors.

*    Properties of drugs of abuse are discussed later in this section.

*    Availability is of three kinds: drugs may be prescribed by doctors      (for example benzodiazepines), bought legally (nicotine and alcohol), or bought illegally (most of the drugs discussed in this      chapter). Control of the availability of drugs of abuse is important; it depends on political actions and on the activities      of the police and other enforcement agencies in detecting the import and distribution of drugs.

*    Personal characteristics determine why one person with access to a drug abuses it, while another person with similar access does not.  

     Among people who abuse drugs, many have some degree of vulnerability because they lack the personal resources needed to cope with the challenges of life.  This problem is often manifest in teenage years as difficulty in accepting authority, or truancy or underachievement at school, or delinquency. Many of these     vulnerable people come from disorganized families, and many were unhappy in childhood.  Some give a history of mental illness or personality disorder in the family.  Some report being depressed or anxious when they take drugs, but these mood states may be the result of previous drug-taking rather than the cause of abuse.  

     Many drug abusers show none of these features.

· Social pressures are important. Some social groups disapprove of drug-taking and this shared value helps to restrain its members; 

· in other groups drug- taking is condoned or even encouraged, and      it gives a young person status among his peers.

     CAUSES OF DRUG DEPENDANCE

   Not all people who abuse drugs become dependent on them. Dependence has both pharmacological and psychological causes. Some drugs are potent in causing pharmacological dependence amongst most people who take them; examples are opioids and nicotine. Other drugs are much less likely to cause pharmacological dependence; examples are cannabis and hallucinogens. Pharmacological dependence is caused by changes in the receptors and other cellular mechanisms affected by the drugs.

    Psychological dependence operates partly through conditioning: as a drug is withdrawn, some of the symptoms experienced (for example, anxiety) become conditioned responses which appear when withdrawal takes place again.  Cogni- tive factors are probably more important than these automatic responses; patients expect unpleasant symptoms and become anxious.  For this reason, reassurance is important in the treatment of patients who are withdrawing from drugs.

   CONSEQUENCES OF DRUG ABUSE

   THE CONSEQUENCES OF INTRAVENOUS DRUG-TAKING. Some drug abusers administer drugs intravenously in order to obtain an intense and rapid effect. This practice is particularly common with opioids, but barbiturates, benzodiazepines, and amphetamines are among other drugs that may be taken in this way. Intravenous drug use has important consequences, some local and some general. Local effects include thrombosis of veins, infection at the injection site, and inadvertent damage to arteries. General effects are due to transmission of infection, particularly when needles are shared.  Bacterial endocarditis, hepatitis, and AIDS can be acquired in this way.  At present, the spread of AIDS is giving rise to the most concern.

   SOCIAL CONSEQUENCES. There are three reasons why drug abuse has undesirable social effects.  First, chronic intoxication may affect behaviour adversely, leading to a poor work record, unemployment, motoring offences, failures in social relations, and family problems including neglect of children.  Second, because most illicit drugs are expensive, the abuser may cheat or steal to obtain money, and women may become prostitutes, thereby contributing further to the spread of AIDS.  Third, drug abusers often keep company with one another, and those with previously stable social behaviour may be under pressure to conform to a group ethos of antisocial or criminal activity.

   CONSEQUENCES OF DRUG ABUSE IN PREGNANCY. When a pregnant woman abuses drugs, the fetus may be affected. When drugs are taken in early pregnancy there is a risk of fetal abnormality. Also, intravenous drug use may lead to infection of the mother with AIDS or other conditions that can affect the fetus.  When drugs are taken in late pregnancy, the fetus may become dependent on them and may develop a withdrawal syndrome after delivery.  With heroin and related drugs, the risk of fetal dependence is great and the withdrawal syndrome can be serious, requiring skilled care.

    DIAGNOSIS OF DRUG DEPENDANCE

   It is important to diagnose drug dependence early at a stage when tolerance is less established, behaviour patterns are less fixed, and the complications of intravenous use have not developed.  Dependent people may come to medical attention in several ways.

*   Some declare that they are dependent on drugs.

*   Some conceal their dependency, instead asking for opioids to     relieve pain or for powerful hypnotics to improve sleep.  General     practitioners and emergency department staff should be wary of such requests from temporary patients, and if possible should obtain information about previous treatment (if necessary by telephone) before prescribing.

*   Some drug-dependent people ask for help with the complications of drug- taking such as cellulites, pneumonia, hepatitis, AIDS, or accidents, or for the treatment of a drug overdose, withdrawal symptoms, or an adverse reaction to a hallucinogenic drug.

*   A few dependent people are detected during treatment of an unrelated illness.

   For the doctor who is not used to treating drug-dependent people, it is important to remember that the patient may be trying to deceive him. Some patients overstate the dosage in the hope of obtaining extra supplies to use themselves, give to friends, or sell. Others take more than one drug but do not admit it. It is important to check the patient's account for internal inconsistencies, and to seek external verification whenever possible (for example by obtaining permission to contact another doctor who has treated the same patient). 

    Several clinical signs lead to suspicion that drugs are being injected:

*   needle tracks and thrombosis of veins, especially in the antecubital fossa;

*   scars of previous abscesses;

*   concealment of the forearms with long sleeves even in hot weather.

   Intravenous drug use should be considered in any patient who presents with subcutaneous abscesses, hepatitis, or AIDS, whether or not the person is asking for help with drug abuse.

   Behavioral changes may suggest drug dependence. These changes include absence from school or work, occupational decline, self-neglect, loss of former friends, and joining the "drug culture".  Petty theft and prostitution are other indicators. 

   Laboratory tests should be used whenever possible to confirm the diagnosis. Most drugs of abuse can be detected in the urine; the notable exceptions are cannabis and LSD.  Urine specimens should be examined as quickly as possible, with an indication of the interval between the last admitted drug dose and the collection of the urine sample. The laboratory should be provided with as complete a list as possible of drugs likely to have been taken, including those prescribed as well as those obtained in other ways.

   PRINCIPLES OF PREVENTION

   Because treatment is often unsuccessful, considerable efforts should be made to prevent drug taking. The first measure is to limit availability of drugs. The second measure is to change public attitudes through education, particularly in schools; the value of wider publicity campaigns through the media is uncertain - they may glamorize drug-taking instead of discouraging it.  The third measure is to alleviate the social causes of drug-abuse such as poor social conditions, unemployment among young people, and lack of leisure facilities.

    Several measures have been used to prevent harm among people who insist on continuing to take drugs.  A serious danger is the spread of HIV infection through the sharing of needles and through sexual intercourse. Measures to counteract this spread include the following:

*  education of drug users about the dangers - such advice is often    more effective when given by ex-drug-users than by doctors;

*  schemes for providing clean syringes and needles in exchange for    used ones, in the hope of reducing the risk of contamination caused by sharing;

*  the free supply of condoms to reduce sexual spread of the virus.

   These approaches are controversial since some of the measures can be seen to condone drug-taking, but the danger of HIV infection is now generally considered greater than that of increasing drug abuse.

    PRINCIPLES OF TREATMENT AND REHABILITATION

    The essential first step is to motivate the drug taker to change his behaviour. This requires first a review of the type, amount, and route of drug-taking, and the evidence for dependence, and second advice about the dangers of continued drug-taking.  Help should be offered with any personal and social problems that are contributing to the maintenance of the behaviour.  If the person is a member of a drug-taking group, he should be urged to leave it and to develop new friendships and interests.

   The next step is to withdraw the drug.  If the person is severely dependent or at risk of serious withdrawal effects, (for example, seizures during withdrawal from barbiturates), then withdrawal should be in hospital. Otherwise it can be at home under close supervision. Withdrawal is achieved by reducing the dose progressively over a period of 1-3 weeks depending on the initial dose.  With opioids and benzodiazepines it is usual to begin by replacing the abused drug with an equivalent dose of a longer-acting compound of the same type, which is then withdrawn. (A longer-acting compound is chosen because withdrawal effects are less acute.) Psychological factors contribute to drug dependence; hence strong and repeated reassurance is an important part of treatment.

Table 1          TREATMENT PLAN FOR A PERSON ABUSING DRUGS

    Review with the patient

        Type of drug(s) and amounts taken

        Intravenous usage and its dangers, particularly HIV

        Evidence of dependence

        Consequences of drug-taking: caused by the drug and related   to IV use 

        Social nd psychological

        Patient's personal and social resources and problems  

    Arrange withdrawal

    Treat urgent medical or psychiatric complications

    Set attainable short- and medium-term goals for 

        abstaining from drug

        parting from the drug culture

        dealing with personal and financial problems

        establishing new interests

    Plan longer-term help  

        Individual or group counselling

        Help for the family

   Next, attainable goals should be agreed with the patient. These goals include abstaining from drugs for a defined period, breaking contact with people who take drugs, attempting to establish new relationships, starting to deal with debts or personal problems, and taking new hobbies or interests to occupy the time previously spent on obtaining and taking drugs.

   DRUG MAINTENANCE. The term drug maintenance refers to the continued prescribing of a drug for a person who is unwilling to withdraw; it also denotes help with social problems and a continuing effort to bring the person to accept withdrawal. Drug maintenance is therefore more than merely providing drugs. The rationale for this procedure is threefold. first, prolonged prescribing should remove the need to obtain "street" drugs, and thereby the need to steal, engage in prostitution, or associate with other drug users.  Second, the prescribing of oral drugs may stop intravenous use, thus reducing the spread of AIDS. Third, the associated social and psychological help should enable the person to become willing to give up drugs.  

Unfortunately, the available evidence does not suggest that these aims are achieved regularly; many patients continue in their previous way of life, many continue to take street drugs as well as the prescribed methadone, and few become willing to give up drugs.  Despite these drawbacks, this treatment continues in use in the hope that it may have some effect in reducing intravenous usage, thereby limiting the spread of AIDS.

    Some patients on maintenance therapy attend a succession of general practitioners in the hope of obtaining supplementary supplies of drugs; for this purpose they may pose as temporary residents. The doctor should not prescribe but should help the patient to return to the clinic for treatment.

    REHABILITATION. After abusing drugs for a long time, patients may need considerable help in making social relationships and in obtaining and retaining a job. When these problems are severe, treatment in a therapeutic community can be helpful. 

   ABUSE OF SPECIFIC TYPES OF DRUG

   OPIOIDS. This group of drugs includes morphine, heroin, codeine, and synthetic analgesics such as pethidine and methadone, as well as self-mede surrogates derived from the opium poppy plants, used often in the Ukraine. These drugs produce the desired effect of euphoria, but also produce analgesia, respiratory depression, constipation, reduced appetite, and low libido. They can be taken by mouth, intravenously, or by smoking. The most widely abused of these drugs is heroin, which has a particularly powerful euphoriant effect. Although some people take heroin intermittently without becoming dependent, regular users rapidly develop dependence, particularly when they take it intravenously.

   Tolerance develops rapidly, leading to increasing dosage. When the drug is stopped, tolerance diminishes so that a dose taken after an interval of abstinence has a greater effect than it would have had before the interval. This loss of tolerance can result in dangerous, sometimes fatal, respiratory depression if a previously tolerated dose is resumed after a drug-free interval, for example after a stay in hospital or prison. 

    Withdrawal symptoms include intensive craving for the drug, restlessness and insomnia, pains in muscles and joints, running nose and eyes, sweating, abdominal cramps, vomiting, and diarrhoea, piloerection, dilated pupils, raised pulse rate, and disturbance of temperature control.  With heroin, these features usually begin about 6 hours after the last dose, reach a peak after 36-48 hours, and then wane.  They cause great distress, which drives the person to seek further supplies, but they seldom threaten life if he is in reasonable health.

      THE COURSE OF OPIATE DEPENDANCE. After 7 years only a quarter to a third of opiate-dependent people have become opiate dependence abstinent, and between 10 and 20 per cent have died from causes related to drug-taking. Deaths are from accidental overdose, often related to loss of tolerance after a period of enforced abstinence, and from the effects of HIV infection.  When abstinence is achieved, it is often related to changed circumstances of life, such as a new relationship with a caring person.

    PREGNANCY AND OPIOID DEPENDANCE. The babies of opioid-dependent 

women are more likely than other babies to be premature and of low birth weight. They may also show withdrawal symptoms after birth, including irritability, restlessness, tremor, and a high-pitched cry.

These signs appear within a few days of birth if the mother has been taking

heroin, but are delayed if she has been taking methadone which has a longer half-life.

  Later effects have been reported; these children are more likely to be overactive toddlers and to show poor persistence. It is uncertain whether these late effects result from the unsuitable family environment provided by these mothers, or from a lasting effect of exposure to the drug.

    TREATMENT OF OPIOID DEPENDANCE

    TREATMENT OF CRISIS. Heroin-dependent people may present in crisis to a general practitioner or casualty doctor in three circumstances, first, when their supplies have run out, they may seek the prescription of drugs either by requesting them directly or by feigning a painful disorder. Although withdrawal symptoms are very unpleasant, they are not usually dangerous to an otherwise healthy person. Therefore it is best not to offer drug unless this is the first step in an agreed withdrawal or maintenance programme. (In Ukraine doctors may not legally prescribe heroin or certain related drugs as maintenance treatment to a drug-dependent person.) The second form of crisis is drug overdose requiring medical treatment, which should be directed particularly to any respiratory depression produced by the drug. The third form of crisis is a complication of intravenous drug usage such as an acute local infection, necrosis at the injection site, or infection of a distant organ, usually the heart or liver.

    PLANNED WITHDRAWAL OF OPIOIDS ("DETOXIFICATION"). The general principles of drug withdrawal have been outlined above. When heroin is withdrawn, psychological management is particularly important. The usual pharmacological management is by substituting methadone (a longer-acting drug) for heroin. Although the procedure is straightforward, it is frequently very difficult to judge the starting dose because patients often take adulterated preparations of heroin (and may lie about the amount taken). For this reason treatment should be discussed with and often carried out by a specialist in drug dependence.  When the starting dose is very high, withdrawal should generally be in hospital.  Methadone is generally prescribed in liquid form. The starting dose is generally 20-70 mg per day, depending on the patient's consumption of opioids; doses above 40 mg per day should be given with great caution.  The starting dose is usually reduced by about a quarter every 2-3 days, but a slower rate may be needed.  The regime should be agreed with the patient as a contract that he will accept throughout treatment. After withdrawal, urine tests for drugs should be carried out weekly until the doctor is confident that the patient is remaining drug free.

      CONTINUED PRESCRIBING ("MAINTENANCE"). The principles of maintenance treatment for opiate dependence have been discussed above. Methadone is prescribed, usually in a liquid preparation formulated to discourage use by injection. The equivalent dosage is difficult to determine since street drugs are adulterated to varying degrees.  Forthis and other reasons (including legal restrictions on prescribing to addicts) maintenance treatment is given by a specialist. When patients refuse to stop taking street drugs by injection, it may be appropriate to provide sterile needles and syringes in order to reduce the risks of spread of HIV through injecting.  Condoms are often supplied in an attempt to prevent the spread of HIV through sexual intercourse.

REHABILITATION. Rehabilitation follows the general lines described above.

RESULTS OF TREATMENT.    Although many patients can be withdrawn from opioids, it seems that most relapse within a year. The doctor should be prepared for these failures, and should continue to help patients to limit the harm done by intravenous usage and to offer further help if they again become motivated to change.

ANXIOLYTIC AND HYPNOTIC DRUGS

The most serious problems are presented by barbiturates which, although seldom used therapeutically, are widely available as "street" drugs.  The most frequently abused drugs are now benzodiazepines. Other currently abused drugs of this kind include chlormethiazole and glutethimide.

BARBITURATES. Barbiturates are taken by mouth and intravenously. Some middle-aged or elderly people are dependent on barbiturates that were originally prescribed as hypnotics many years previously. Younger dependent people use illegal supplies of barbiturates, and some dissolve capsules to inject intravenously – a particularly dangerous practice leading to phlebitis, ulcers, abscesses, and gangrene. The symptoms of intoxication resemble drunkenness, with slurred speech, incoherence, drowsiness, and depression of mood.  Younger intravenous users are often unkempt, dirty, and malnourished. Nystagmus, a useful diagnostic sign, is often present. Urine should be examined to investigate the possible simultaneous abuse of other drugs. Blood levels are generally useful only in acute poisoning. Tolerance develops to barbiturates, though less quickly than to opioids. Tolerance to the psychological effects of barbiturates is greater than tolerance to the depressant effects of these drugs on respiration, thus increasing the risks of unintentional fatal 
overdose.

Abrupt withdrawal of barbiturates from a dependent person can be followed by a withdrawal syndrome resembling that occurring with alcohol. The risk of seizures is high.  With longer-acting drugs, the withdrawal syndrome may be delayed for several days after the drug has been stopped; for this reason observation should be prolonged to ensure that dangerous consequences are avoided. The syndrome of barbiturate withdrawal begins with anxiety, restlessness, disturbed sleep, anorexia, and nausea. It may progress to tremulousness, disorientation, hallucinations, vomiting, hypotension, pyrexia, and major seizures. If the withdrawal syndrome is not treated, some patients die. When drugs are withdrawn as part of treatment, the patient should be admitted to hospital except when the starting dose is small and when there is no history of epilepsy before drug abuse or of recent anti-epileptic medication.  Phenothiazines should not be given because they may lower the seizure threshold. Unless it is certain that the dosage is small, the advice of a specialist should be obtained.

BENZODIAZEPINES. Benzodiazepines cause symptoms of intoxication similar to those of barbiturates (see above).  Tolerance and dependence develop when the drugs are prescribed continuously for a long period. The exact period is uncertain, but 6-8 weeks is widely accepted as the limit without risk.

The benzodiazepine withdrawal syndrome resembles that of barbiturate withdrawal. There is irritability, anxiety, disturbed steep and nausea, increased perceptual sensitivity, and somatic symptoms such as tremor, sweating, palpitations, headache, and muscle pain.  Seizures are less likely in withdrawal from benzodiazepines than in withdrawal from barbiturates, but they can occur when the benzodiazepine has been taken in large amounts. When benzodiazepines are withdrawn therapeutically, the dose is reduced gradually, usually over a period of 4-6 weeks, though longer periods are sometimes used.  Withdrawal symptoms are less pronounced with long-acting than with short- acting benzodiazepines. For this reason some doctors replace a short-acting drug with a long-acting drug in equivalent dose before starting withdrawal.  The dose is reduced, usually in steps of 0.5-2.5 mg per week for diazepam or the equivalent amounts for other benzodiazepines.  If withdrawal symptoms appear during withdrawal, the dose can be increased slightly and then reduced again by a smaller amount than before.  As the dose decreases, it may not be possible to achieve the required dose reduction with the strengths of tablets available; at this stage the drug can be taken on alternate days. Some doctors use a liquid preparation (for example diazepam elixir or nitrazepam syrup) to overcome this problem.  Clonidine (an alpha-2 adrenoceptor agonist) is some- times prescribed to reduce the intensity of the withdrawal effects, as is the beta-adrenergic blocker propranotol, but most patients do not need these additional treatments. Anxiety management techniques help to reduce the distress caused by withdrawal symptoms. They have the advantage that they should reduce the need for anxiolytic medication if anxiety recurs in the future.

STIMULANT DRUGS

The stimulant drugs abused most often are the amphetamines and cocaine.

*   Amphetamine sulfate is taken by mouth or by intravenous injection.

*   Free-base amphetamine (made by heating amphetamine sulfate) is usually smoked and absorbed through the lungs, from which it is absorbed rapidly.

*   Cocaine hydrochloride is taken by sniffing into the nose (where it is absorbed through the nasal mucosa) or by injecting.

*   Free-base cocaine ("crack") is usually smoked to give a rapid and intense effect.

These drugs produce an elevation of mood, hyperactivity, overtalkativeness, insomnia, anorexia, and dryness of the mouth and nose. The pupils dilate, the pulse rate and blood pressure increase, and with large doses there may be cardiac arrhythmia and circulatory collapse. Occasionally patients complain of an unusual feeling like insects under the skin ("formication"). Prolonged use of large quantities of these drugs may result in a paranoid psychosis, closely resembling the paranoid form of schizophrenia, with persecutory delusions, auditory and visual hallucinations, and sometimes aggressive behaviour. This condition usually subsides within a week or two of stopping the drug, but occasionally persists for months. In some of these prolonged cases the diagnosis proves to be schizophrenia, not drug-induced psychosis. Stimulant drugs do not readily induce tolerance.  The withdrawal syndrome is not severe, consisting mainly of low mood and energy; hence physical dependence is not severe although psychological dependence can be. Treatment of overdose requires sedation and the management of any hyperpyrexia or cardiac arrhythmia. Paranoid symptoms can be controlled with an antipsychotic drug.

HALLUCINOGENS

This group of drugs includes synthetic compounds such as lysergic acid diethylamide (LSD) and dimethytryptamine, and naturally occurring substances found in some species of mushroom.  Synthetic and naturally occurring anticholinergic drugs are also abused for their hallucinogenic effects.

The drugs produce distortions or intensifications of sensory perception, sometimes with "crossover" between sensory modalities so that, for example, sounds are experienced as visual sensations. Objects may seem to merge or move rhythmically, time appears to pass slowly, and ordinary experiences seem to have a profound meaning.  The body image may seem distorted or the person may feel as if outside his body.  These experiences may be pleasurable, but at times they are profoundly distressing and lead to unpredictable and dangerous behaviour.  The physical effects of hallucinogens are variable; LSD can cause a rise in heart rate and dilation of the pupils.

Frightening experiences can usually be controlled by strong reassurance; otherwise an anxiolytic such as diazepam should be given. Antipsychotic drugs are also effective but those with anticholinergic effects (such as chlorpro- mazine) must not be given if the patient has taken an anticholinergic drug such as benzhexol or phencyclidine (PCP) which has anticholinergic properties. Flashbacks are recurrences of experiences that occurred originally during intoxication with hallucinogens weeks or months after the drug was last taken.  The experience may be distressing, and may require reassurance and treatment with an anxiolytic drug.  Although flashbacks may recur, they subside eventually. Methylene-dioxy-methamphetamine (MDMA) is an amphetamine derivative known as 'ecstasy'  and is classed as a hallucinogen; it is used to reduce social anxiety and promote aesthetic pleasure.

Phencyclidine, PCP, or angel dust, is a synthetic hallucinogen with particularly dangerous effects.  Intoxication can be prolonged and hazardous, with agitation, aggressive behaviour, and hallucinations, together with nystagmus and raised blood pressure.  With high doses there may be ataxia, muscle rigidity, and convulsions, and in severe cases an adrenergic crisis with heart failure, cerebrovascular accident, or malignant hypothermia.  In treatment, chlorpromazine should be avoided since it may increase the anticholinergic effects of PCP. Haloperidol or diazepam may be given instead.

CANNABIS

Cannabis, which is derived from the plant Cannabis sativa, is taken in two forms. The dried vegetative parts of the plant form marijuana ("grass"); the resin secreted by the flowering tops of the female plant form cannabis resin. In many parts of the world, cannabis is consumed widely, much as alcohol is consumed in the West.  In most Western societies use of cannabis is illegal but widespread. The effects of cannabis vary with the dose, the user's expectations, and the social setting.  Like alcohol, cannabis seems to exaggerate the pre-existing mood, whether euphoria or dysphoria.  It produces a feeling of enhanced enjoyment of aesthetic experiences and distorts experiences of time and space.  Cannabis intoxication can lead to dangerous driving.  The physical effects of cannabis include reddening of the conjunctiva, dry mouth, and tachycardia. Cannabis does not produce a withdrawal syndrome, and although psychological dependence can develop, physical dependence does not seem to occur.  It is not certain whether cannabis causes a psychosis.  Some patients develop an acute psychosis while consuming large amounts of cannabis, recovering quickly when the drug is stopped.  In these cases it is uncertain whether cannabis caused the psychosis, or whether an increased use of cannabis was a response to the early symptoms of a psychosis with a different cause.  Fortunately this uncertainty seldom causes practical problems since the clinical management is unaffected; the drug should be stopped, the progress of the symptoms observed, and chlorpromazine or another antipsychotic drug prescribed if symptoms do not subside within a week.

SOLVENT ABUSE

Abuse of volatile solvents occurs mainly among teenagers, usually as occasional experimentation.  Serious problems arise in a minority who abuse solvents regularly, and any user may take an accidental overdose or become asphyxiated while taking the substance.

The solvents abused most often are cleaning fluids, adhesives, and aerosols.  Petrol butane, and other substances may also be used. The substance is inhaled from a partially closed container in which the concentration can build up, an impregnated cloth, or a plastic bag. Intoxication with solvents resembles that with alcohol: there is slurring of speech, disorientation, uncoordinated gait, nausea, vomiting, and eventually coma.  Some people develop hallucinations which are usually visual and often frightening.  The effects begin and recede more quickly than those of alcohol.  Psychological dependence occurs but physical dependence is unusual.  Chronic heavy users may develop a transient psychosis.

Some of these substances have neurotoxic effects with resultant peripheral neuropathy and cerebellar dysfunction.  Overdose can be fatal, resulting from the direct effects of the drug, or from asphyxia or the inhalation of vomit. Treatment is along the general lines of treatment for drug abuse described above with emphasis on improving any personal or family problems contributing to the abuse.

Tramadol Addiction
Tramadol is a synthetic painkiller, narcotic-like in action similar to opiod drugs. It may deliver less effect and liability than pure narcotic opiates. However, medical product labeling warns that tramadol “may induce psychological and physical dependence of the morphine-type”. 
Patients dependent on this painkiller often experience tramadol withdrawal when their opiate supply is suddenly discontinued. Tramadol withdrawal symptoms also closely match those of narcotic opiate medication. 

When discontinued abruptly, the effects of tramadol withdrawal often include:

· Anxiety 

· Diarrhea

· Goose bumps 

· Hallucinations 

· Insomnia

· Nausea

· Pain

· Fever chills

· Sweating

· Tremors

· Respiratory symptoms
Additional withdrawal symptoms typical of prolonged opiate use may also occur, including:

· Aches and pains

· Cold- or flu-like symptoms

· Headaches

· Loss of appetite

· Mood swings

· Sleep difficulties

Tramadol is indicated to treat acute or chronic pain and mood disorders. Tramadol also knows some recreational drug use due to the feeling of elation that can be derived from it, similar to that produced by opioids. 

However, tramadol’s potency is not as intense as that of narcotics. The probability of experiencing convulsive overdose symptoms makes it  dangerous for non-medical, recreational use. Higher than normal doses cause seizures, which has limited its use as street drug.  High doses also disturb sleeping patterns.

Tramadol may help to lessen the withdrawal symptoms of more addictive opiates (like hydrocodone or oxycodone), because its degree of dosage can be more easily graduated down.

Tranquilizers

Tranquilizers are drugs used to treat anxiety or problems with sleep. They have a calming effect by depressing the nervous system in a way similar to alcohol. Tranquilizers are among the most commonly prescribed psychiatric medications. In the USA over 60 million people receive prescriptions for tranquilizers every year. 


In some ways, the term "tranquilizer" is inaccurate. Although they may produce specific anxiety-reducing effects, the members of the tranquilizer group of drugs have the same clinical effects as sedatives [5.9.2.3.2 Sedatives] such as the barbiturates (downers). The much-sought relaxing and anxiety-reducing effects of the tranquilizers are simply the early stages of the biochemical process of sedation. The effects of sedation are a continuum from relaxation to significant sedation to coma to death. Central nervous system depressants, including minor tranquilizers, sedatives, and alcohol, place the user on the sedation continuum. The specific dosage and drug used determines how far the user goes on that pathway. 

Tranquilizers are frequently abused because of their ability to reduce anxiety. They are addictive because tolerance develops rapidly, and more and more are needed to be effective. 

Types

Minor Tranquilizers

The most commonly known forms of tranquilizers are the benzodiazepines (or "benzos"). These include Xanax, Ativan, Valium, and Librium. Those with sedating effects are used as sleeping pills, such as Restoril, Halcion, Dalmane, Serax, and others (see sedatives). 

Major Tranquilizers

Major tranquilizers are called "anti-psychotics" because they are generally used to treat symptoms of paranoia, psychosis, or serious distortions in the perception of reality such as hallucinations or delusions. These drugs include Haldol, Navane, Thorazine, Mellaril, and others. They are not central nervous system depressants like benzodiazepines but can be sedating in higher doses. While they are not useful in normal alcohol withdrawal, they can be useful for the psychosis and agitation associated with Delirium Tremens (DTs). 

Methods of Use

Tranquilizers are usually swallowed or injected. 

Effects on the Central Nervous System

Minor tranquilizers seem to have direct depressant effects on brain areas that regulate wakefulness and alertness, very similar in effect to alcohol and sedative barbiturates. They enhance the action of receptors that inhibit central nervous system stimulation, and conversely, inhibit the action of receptors that stimulate the nervous system. In other words, if the nervous system were a car, these drugs help press down the brakes but make it harder to press down on the gas. 

Since the minor tranquilizers of the benzodiazepine family have an effect similar to alcohol on the nervous system, they are useful in treating alcohol withdrawal. Those with a longer duration of action, such as Librium and Valium, are used most often. 

Major tranquilizers primarily affect specific receptors in the brain that reduce psychotic thoughts, perceptions and agitation. 

Intoxication

Tranquilizers are powerful drugs that can impair our ability to function and should only be used as directed by a physician. Abusive or improper use may result in unpleasant and/or dangerous side effects such as: 

· Difficulty concentrating

· A "floating" or disconnected sensation

· Depressed heartbeat

· Depressed breathing

· Excessive sleep and sleepiness

· Mental confusion and memory loss

· Addiction

Life Risks

Tranquilizers are particularly dangerous in combination with other depressants, such as alcohol or barbiturates, because they magnify each other's effects. In some rare instances, tranquilizers may produce a so-called "paradoxical effect," leading to increased anxiety and agitation. Paradoxical reactions may be more common among children and the elderly. Long-term use of some of these drugs has been associated with increased aggressiveness and significant depression. Tranquilizer use may be associated with memory problems and cerebral atrophy (brain shrinkage). 

Withdrawal

Essentially, withdrawal symptoms for the tranquilizers feel like the opposite of the therapeutic effects. The short-acting benzodiazapines (Xanax, Halcion, Restoril, Ativan, and Serax) can produce especially severe withdrawal symptoms. Symptoms, that are similar to those in alcohol withdrawal, include jittery, shaky feelings and any of the following: 

· Rapid heartbeat

· Shaky hands

· Insomnia or disturbed sleep

· Sweating

· Irritability

· Anxiety and agitation

Caffeine is a bitter, white crystalline xanthine alkaloid that is a psychoactive stimulant drug. Caffeine was discovered by a German chemist, Friedrich Ferdinand Runge, in 1819. He coined the term kaffein, a chemical compound in coffee (the German word for which is Kaffee), which in English became caffeine (and changed to Koffein in German). 

Caffeine is found in varying quantities in the beans, leaves, and fruit of some plants, where it acts as a natural pesticide that paralyzes and kills certain insects feeding on the plants. It is most commonly consumed by humans in infusions extracted from the bean of the coffee plant and the leaves of the 

sinensis" 
tea bush
, as well as from various foods and drinks containing products derived from the kola nut. Other sources include yerba mate, guarana berries, and the Yaupon Holly.

In humans, caffeine is a central nervous system (CNS) stimulant, having the effect of temporarily warding off drowsiness and restoring alertness. Beverages containing caffeine, such as coffee, tea, soft drinks, and energy drinks, enjoy great popularity. Caffeine is the world's most widely consumed psychoactive substance, but, unlike many other psychoactive substances, it is legal and unregulated in nearly all jurisdictions. In North America, 90% of adults consume caffeine daily.[4] The U.S. Food and Drug Administration (FDA) lists caffeine as a "multiple purpose generally recognized as safe food substance".

Caffeine has diuretic properties when administered in sufficient doses to subjects that do not have a 

tolerance" 
tolerance
 for it. Regular users, however, develop a strong tolerance to this effect, and studies have generally failed to support the common notion that ordinary consumption of caffeinated beverages contributes significantly to dehydration. 

Caffeine readily crosses the blood–brain barrier that separates the bloodstream from the interior of the brain. Once in the brain, the principal mode of action is as a nonselective 

antagonist" 
antagonist
 of 

receptor" 
adenosine receptors
. The caffeine molecule is structurally similar to adenosine, and binds to adenosine receptors on the surface of cells without activating them (an "antagonist" mechanism of action). Therefore, caffeine acts as a competitive inhibitor.

Adenosine is found in every part of the body, because it plays a role in the fundamental ATP-related energy metabolism and is necessary for RNA synthesis, but it has special functions in the brain. There is a great deal of evidence that concentrations of brain adenosine are increased by various types of metabolic stress including 

 (medical)" 
anoxia
 and ischemia. The evidence also indicates that brain adenosine acts to protect the brain by suppressing neural activity and also by increasing blood flow through A2A and A2B receptors located on vascular smooth muscle. By counteracting adenosine, caffeine reduces resting cerebral blood flow between 22% and 30%.[60] Caffeine also has a generally disinhibitory effect on neural activity. It has not been shown, however, how these effects cause increases in arousal and alertness.

Adenosine is released in the brain through a complex mechanism. There is evidence that adenosine functions as a synaptically released neurotransmitter in some cases, but stress-related adenosine increases appear to be produced mainly by extracellular metabolism of ATP. It is not likely that adenosine is the primary neurotransmitter for any group of neurons, but rather that it is released together with other transmitters by a number of neuron types. Unlike most neurotransmitters, adenosine does not seem to be packaged into vesicles that are released in a voltage-controlled manner, but the possibility of such a mechanism has not been completely ruled out.

Several classes of adenosine receptors have been described, with different anatomical distributions. A1 receptors are widely distributed, and act to inhibit calcium uptake. A2A receptors are heavily concentrated in the basal ganglia, an area that plays a critical role in behavior control, but can be found in other parts of the brain as well, in lower densities. There is evidence that A 2A receptors interact with the dopamine system, which is involved in reward and arousal. (A2A receptors can also be found on arterial walls and blood cell membranes.)

Beyond its general neuroprotective effects, there are reasons to believe that adenosine may be more specifically involved in control of the sleep-wake cycle. 

McCarley" 
Robert McCarley
 and his colleagues have argued that accumulation of adenosine may be a primary cause of the sensation of sleepiness that follows prolonged mental activity, and that the effects may be mediated both by inhibition of wake-promoting neurons via A1 receptors, and activation of sleep-promoting neurons via indirect effects on A2A receptors. More recent studies have provided additional evidence for the importance of A2A, but not A1, receptors. 

Some of the secondary effects of caffeine are probably caused by actions unrelated to adenosine. Like other methylated xanthines, caffeine is both a

competitive nonselective phosphodiesterase inhibitor which raises intracellular cAMP, activates PKA, inhibits TNF-alpha  and leukotriene synthesis, and reduces inflammation and 
1. 
immunity" 
innate immunity
. Caffeine is also added to agar, which partially inhibits the growth of Saccharomyces cerevisiae by inhibiting cyclic AMP phosphodiesterase. 

nonselective 
2. 
receptor" 
adenosine receptor
 antagonist.

Phosphodiesterase inhibitors inhibit cAMP-phosphodiesterase (cAMP-PDE) enzymes, which convert cyclic AMP (cAMP) in cells to its noncyclic form, thus allowing cAMP to build up in cells. Cyclic AMP participates in activation of 

kinase A" 
protein kinase A
 (PKA) to begin the phosphorylation of specific enzymes used in glucose synthesis. By blocking its removal, caffeine intensifies and prolongs the effects of epinephrine and epinephrine-like drugs such as amphetamine, methamphetamine, and methylphenidate. Increased concentrations of cAMP in parietal cells causes an increased activation of protein kinase A (PKA), which in turn increases activation of H+/K+ ATPase, resulting finally in increased gastric acid secretion by the cell. Cyclic AMP also increases the activity of the funny current, which directly increases heart rate. Caffeine is also a structural analogue of strychnine and, like it (though much less potent), a competitive antagonist at ionotropic 

receptor" 
glycine receptors
. 

Metabolites of caffeine also contribute to caffeine's effects. Paraxanthine is responsible for an increase in the lipolysis process, which releases glycerol and fatty acids into the blood to be used as a source of fuel by the muscles. Theobromine is a vasodilator that increases the amount of oxygen and nutrient flow to the brain and muscles. Theophylline acts as a smooth 

relaxant" 
muscle relaxant
 that chiefly affects bronchioles and acts as a chronotrope and inotrope that increases heart rate and efficiency

Tolerance and withdrawal
"Monster" Energy Drink - Containing 160 mg of caffeine. One of many brands and compositions marketed to consumers.

Because caffeine is primarily an 

antagonist" 
antagonist
 of the central nervous system's receptors for the neurotransmitter adenosine, the bodies of individuals that regularly consume caffeine adapt to the continuous presence of the drug by substantially increasing the number of adenosine receptors in the central nervous system. First, the stimulatory effects of caffeine are substantially reduced, a phenomenon known as a 

tolerance" 
tolerance adaptation
. Second, because these adaptive responses to caffeine make individuals much more sensitive to adenosine, a reduction in caffeine intake will effectively increase the normal physiological effects of adenosine, resulting in unwelcome withdrawal symptoms in tolerant users. 

Other research questions the idea that up-regulation of adenosine receptors is responsible for tolerance to the locomotor stimulant effects of caffeine, noting, among other things, that this tolerance is insurmountable by higher doses of caffeine (it should be surmountable if tolerance were due to an increase in receptors), and that the increase in adenosine receptor number is modest and does not explain the large tolerance that develops to caffeine. 

Caffeine tolerance develops very quickly, especially among heavy coffee and energy drink consumers. Complete tolerance to sleep disruption effects of caffeine develops after consuming 400 mg of caffeine 3 times a day for 7 days. Complete tolerance to subjective effects of caffeine was observed to develop after consuming 300 mg 3 times per day for 18 days, and possibly even earlier. In another experiment, complete tolerance of caffeine was observed when the subject consumed 750–1200 mg per day while incomplete tolerance to caffeine has been observed in those that consume more average doses of caffeine. 

Because adenosine, in part, serves to regulate blood pressure by causing vasodilation, the increased effects of adenosine due to caffeine withdrawal cause the blood vessels of the head to dilate, leading to an excess of blood in the head and causing a headache and nausea. This means caffeine has vasoconstriction properties. Reduced catecholamine activity may cause feelings of fatigue and drowsiness. A reduction in serotonin levels when caffeine use is stopped can cause anxiety, irritability, inability to concentrate, and diminished motivation to initiate or to complete daily tasks; in extreme cases it may cause mild depression. Together, these effects have come to be known as a "crash".
Withdrawal symptoms — possibly including headache, irritability, an inability to concentrate, drowsiness, insomnia and pain in the stomach, upper body, and joints — may appear within 12 to 24 hours after discontinuation of caffeine intake, peak at roughly 48 hours, and usually last from one to five days, representing the time required for the number of adenosine receptors in the brain to revert to "normal" levels, uninfluenced by caffeine consumption. Analgesics, such as aspirin, can relieve the pain symptoms, as can a small dose of caffeine. Most effective is a combination of both an analgesic and a small amount of caffeine.

This is not the only case in which caffeine increases the effectiveness of a drug. Caffeine makes pain relievers 40% more effective in relieving headaches and helps the body absorb headache medications more quickly, bringing faster relief. For this reason, many over-the-counter headache drugs include caffeine in their formula. It is also used with ergotamine in the treatment of migraine and 

headaches" 
cluster headaches
 as well as to overcome the drowsiness caused by antihistamines.

Overuse
In large amounts, and especially over extended periods of time, caffeine can lead to a condition known as caffeinism. Caffeinism usually combines caffeine dependency with a wide range of unpleasant physical and mental conditions including nervousness, irritability, anxiety, tremulousness, 

twitching" 
muscle twitching
 (hyperreflexia), insomnia, headaches, respiratory alkalosis, and 

palpitation" 
heart palpitations
. Furthermore, because caffeine increases the production of stomach acid, high usage over time can lead to peptic ulcers, erosive esophagitis, and gastroesophageal reflux disease. 

There are four caffeine-induced psychiatric disorders recognized by the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition: caffeine intoxication, caffeine-induced anxiety disorder, caffeine-induced sleep disorder, and caffeine-related disorder not otherwise specified (NOS).

Caffeine intoxication
Main symptoms of caffeine intoxication. 

An acute overdose of caffeine, usually in excess of about 300 milligrams, dependent on body weight and level of caffeine tolerance, can result in a state of central nervous system over-stimulation called caffeine intoxication (DSM-IV 305.90),stimulants or colloquially the "caffeine jitters". The symptoms of caffeine intoxication are not unlike overdoses of other . It may include restlessness, nervousness, excitement, euphoria, insomnia, flushing of the face, increased urination, gastrointestinal disturbance, muscle twitching, a rambling flow of thought and speech, irritability, 

arrhythmia" 
irregular
 or rapid heart beat, and psychomotor agitation. In cases of much larger overdoses, mania, depression, lapses in judgment, disorientation, disinhibition, delusions, hallucinations, and psychosis may occur, and rhabdomyolysis (breakdown of skeletal muscle tissue) can be provoked. 

Extreme overdose can result in death. The median lethal dose (LD50) given orally, is 192 milligrams per kilogram in rats.[2] The LD50 of caffeine in humans is dependent on weight and individual sensitivity and estimated to be about 150 to 200 milligrams per kilogram of body mass, roughly 80 to 100 cups of coffee for an average adult taken within a limited time frame that is dependent on half-life. Though achieving lethal dose with caffeine would be exceptionally difficult with regular coffee, there have been reported deaths from overdosing on caffeine pills, with serious symptoms of overdose requiring hospitalization occurring from as little as 2 grams of caffeine. An exception to this would be taking a drug such as fluvoxamine, which blocks the liver enzyme responsible for the metabolism of caffeine, thus increasing the central effects and blood concentrations of caffeine dramatically at 5-fold. It is not contraindicated, but highly advisable to minimize the intake of caffeinated beverages, as drinking one cup of coffee will have the same effect as drinking five under normal conditions. Death typically occurs due to ventricular fibrillation brought about by effects of caffeine on the cardiovascular system.

Treatment of severe caffeine intoxication is generally supportive, providing treatment of the immediate symptoms, but if the patient has very high serum levels of caffeine then peritoneal dialysis, hemodialysis, or hemofiltration may be required.

”Neuroses. Acute neurotic reactions.”
1. THE TOPICALITY OF THE THEME.

 The term "neurosis", although is no longer used in the recent classification, is still considered valid and firmly established in our learning even with its etymological and semantic inexactitudes. Situations of acute neurosis can be explained as unspecific answers to stress situations, that is to say as reactions to conscious or removed biological and psychological events. They are disorders of adaptation with a single pathogenetical mechanism and their aspect suggests the approach to alarm-reactions for unspecific stressors. This neurotic reaction of adaptation, conditioned by the subject's cognitive interpretation, has the characteristics of an exaggerated and disorderly alarm-reaction with particular polymorphism of its symptomatology. 
2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· definition of neurotic disorders;

· aethiology and pathogenesis of neurotic disorders;

· role of hereditary and acquired factors in development of neurotic disorders;

· role of personality peculiarities in development of  neurotic disorders;

· classification of neurotic disorders;

· clinical manifestations of neurotic disorders;

· principles of treatment of neurotic  disorders.

2.2 The student ought to master practical skills of:

· investigating mental state of mentally ill patients;

· performing diagnostics and differential diagnostics of neurotic disorders;

· performing diagnostics and differential diagnostics of somatoform disorders;

· planning the treatment of patients with neurotic disorders.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
  3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

      Neurotic disorders are a collection of psychiatric disorders without psychotic symptoms and lacking the intense psychopathology of, say, hypomania or major depression. Having said this, neurotic disorders are a major source of suffering to individuals, their families and to society. The cost of treating alll neurotic disorders would be substantial, but the cost of non-treatment to society (in terms of lost production and lost efficiency) is probably greater. According to Croft-Jeffreys & Wilkinson (1989) the estimated cost to the UK of neurotic illness in 1985 was œ 373,000,000. A decade later the sum must exceed half a billion pounds a year. After all, over a third of sickness certificates are for psychiatric illness, much of this being neurotic, (Jenkins, 1985). The persistent nature of anxiety disorder over time ,with its childhood antecedents and often recurrent prognosis, means that it may dominate sufferer's lives, (Angst & Vollrath, 1991). Only chronic heart disease produces more disability.
Borderline psychiatric disorders, and neuroses make up a good deal of them, are predominant in a large group of mental illnesses. According to the World Health Organization about 10% of the population of the industrially developed countries suffer from neuroses and during the last 65 years their number has multiplied by 24 times. Neuroses, like an epidemic, are spreading universally. It is known, that from 30 to 65% of people who visit general practitioners have  expressed neurotic symptoms. 

According to the definition, neurosis is a psychogenic disorder which is formed as a result of the violation of vital relations of man. In simple words it means that a neurosis is developed when a person due to various circumstances fails to find a way out of a predicament, to resolve a psychologically relevant situation or to survive a tragedy. 

The symptoms of a neurotic breakdown are irritability, insomnia, a feeling of inner discomfort, inactivity, apathy, lack of appetite. Phobias, outbursts of aggression may occur etc. All these symptoms may be accompanied by a general lack of energy, unpleasant bodily sensations, vegetative disorders. The patient’s insight is not disturbed . 

A special group is comprised of the so-called noogenic neuroses, connected with existential frustration or the loss of the meaning of life, conflict of values. There is data confirming that approximately every fifth neurotic case has a noogenic basis. 

The term “neurosis” was coined by Scot, physician William Cullen in 1776. It does not mean however, that before Cullen neuroses had not existed at all. One can find description of neuroses already in the ancient written sources of mankind. Thus, the Kahun papyri (about 1900 B.C.) and the Ebers papyrus (about 1700 B.C.) contain data about sickliness of women, which very much resemble the clinical picture of the hysteric neurosis. 

The first stage of scientific exploration of neuroses is connected with the name of a German philosopher and psychiatrist Karl Jaspers. Jaspers was talking about relation between psycho-traumatic situation and the diseased state, as well as about the fact that recovery of the patient occurs after cessation of impact of psycho-traumatic factors. 

The next stage may be connected with the concept of another German psychiatrist and psychologist Ernst Kretschmer about individual-psychological types. Kretschmer pays attention to the personality of man. “The situation fits the person as the key fits the lock”, - Kretschmer said. 

Neurotic reactions which may follow heavy commotions, conflicts, somatic diseases or worries of life, are quite diversified. Their symptoms overlap with the personality of man, his or hers peculiarities of character, upbringing, social conditions – which leads to opposite viewpoint on this problem. 

The major theories of neurogenesis are: cerebral dysfunction; repression of an internal conflict; ultimatism of mindset and dogmatic thinking; inability to predict conflicts and get ready for them; wrong stereotypes of behavior; failure to implement self-actualization need etc. Some theories refer the roots of neuroses to the peculiarities of thinking, others – to the pathology of emotions or to the violation of the process of self-cognition, to psychological immaturity and infantilism. 

In the course of the disease they distinguish neurotic reaction, acute and chronic neuroses and neurotic development.  The proposed scheme makes it possible to see and analyze a possibility of transfer from one type of the clinical course to another (reaction – neurosis – development). 

Most people react to stress with an emotional or somatic (physical) response. These are normal reactions and do not constitute mental disorders in themselves, although some people seek help from their doctor. What is interpreted as being stressful will vary from one individual to another and the ways in which they respond vary similarly. The response depends on personality variables, childhood experiences, family history and the coping mechanisms developed as a result of these factors.

The normal grief reaction can include disbelief, shock, numbness, waves of grief, pining, anger, guilt, hearing the dead person's voice, feelings of exhaustion, despair and powerlessness. The normal response to bereavement may cause severe

disruption to the person's functioning but only if it is exceptionally severe or prolonged is it considered to be a mental disorder.

A wide variety of behaviour falls within the normal range and most neurotic disorders are on a continuum with the normal. If a stressor is sufficiently severe and/or the person is vulnerable various mental disorders may develop. The stage at which symptoms constitute a disorder or disease depends on several factors including their severity and duration, whether or not treatment is required and various other social and cultural factors. The disorders most commonly associated with exposure to a stressful event include acute stress reaction, post-traumatic stress disorder, the adjustment disorders and depressive reactions, phobic and other

anxiety disorders, acute and transient psychotic disorders.

ACUTE STRESS REACTION
This is the transient response which sometimes occurs immediately following exposure to or during an exceptionally severe event which subsides within a short period of time, usually hours or days. This category may include conditions formerly given such labels as "combat fatigue" and "shell shock". If the condition lasted longer than a month then the more appropriate current diagnoses may be post-traumatic stress disorder or an adjustment disorder. The type of event which may precipitate the disorder includes natural disasters war, assault, rape, fire etc. The types of stressor can be considered as similar to those which precipitate post-traumatic stress disorder.

The symptoms vary greatly but generally include: 

- feeling of detachment, disorientation, inability to concentrate or respond sensibly and being in a "daze".

- autonomic arousal i.e. palpitations, pounding heart, or accelerated heart rate, sweating, trembling, shaking, dry mouth.

- difficulty breathing, choking, chest pain/discomfort, nausea, churning in

stomach.

- feeling "dizzy" unsteady or faint, depersonalisation, derealisation, fear of

losing control or passing out, fear of dying.

- muscle tension, inability to relax, feeling on edge or tense, a lump in the

throat or difficulty swallowing.

- exaggerated response to minor surprises or being startled, the mind "going

blank".

- There may be a fugue state (dissociative stupor) in which the person appears to be out of contact with others but is not unconscious or asleep.

- Following the trauma the event may constantly intrude into awareness with

extreme clarity. Amnesia of varying degree for the event may occur.

The diagnosis of acute stress reaction is only made in those cases where no preexisting mental disorder is in evidence immediately prior to the episode, except

personality disorders. It therefore does not cover exacerbations of established mental disorders. The person must be exposed to an exceptional mental or physical

stressor and the reaction usually occurs within an hour of exposure to that stressful

event. If the stressor is transient the condition should begin to subside within 8 hours. If the stressor is ongoing the symptoms should begin to subside within 48 hours.

The condition may precede post-traumatic stress disorder. However the main

differences between this condition and post-traumatic stress disorder are as follows:

- Post-traumatic stress disorder (PTSD) arises as a delayed response to a stressful event. It often manifests only after a few weeks, and can only be diagnosed after symptoms have been present for a month. An acute stress reaction passes within a few days.

If acute stress reaction lasts for more than a month, the diagnosis should be changed to the most appropriate disorder including reaction to severe stress unspecified, the adjustment disorders, post-traumatic stress disorder or the transient psychotic disorders, depending on the psychopathology present.

Neurosis was coined by the Scottish doctor William Cullen in 1769 to refer to "disorders of sense and motion" caused by a "general affection of the nervous system". For him, it described various nervous disorders and symptoms that could not be explained physiologically. It derives from the Greek word "νεῦρον" (neuron, "nerve") with the suffix -osis (diseased or abnormal condition). The term was however most influentially defined by Carl Jung and Sigmund Freud over a century later. It has continued to be used in contemporary theoretical writing in psychology and philosophy.

Psychoanalytical theory

As an illness, neurosis represents a variety of mental disorders in which emotional distress or unconscious conflict is expressed through various physical, physiological, and mental disturbances, which may include physical symptoms (e.g., hysteria). The definitive symptom is anxieties. Neurotic tendencies are common and may manifest themselves as depression, acute or chronic anxiety, obsessive-compulsive tendencies, specific phobias, such as social phobia, arachnophobia or any number of other phobias, and even personality disorders, such as borderline personality disorder or obsessive-compulsive personality disorder. It has perhaps been most simply defined as a "poor ability to adapt to one's environment, an inability to change one's life patterns, and the inability to develop a richer, more complex, more satisfying personality."[6] Neurosis should not be mistaken for psychosis, which refers to loss of touch with reality, or neuroticism, a fundamental personality trait according to psychological theory.

According to psychoanalytic theory, neuroses may be rooted in ego defense mechanisms, but the two concepts are not synonymous. Defense mechanisms are a normal way of developing and maintaining a consistent sense of self (i.e., an ego), while only those thought and behavior patterns that produce difficulties in living should be termed "neuroses".

Jung's theory of neurosis

Carl Jung found his approach particularly fitting for people who are successfully adjusted by normal social standards, but who nevertheless have issues with the meaning of their life.

I have frequently seen people become neurotic when they content themselves with inadequate or wrong answers to the questions of life (Jung, [1961] 1989:140).

The majority of my patients consisted not of believers but of those who had lost their faith (Jung, [1961] 1989:140).

[Contemporary man] is blind to the fact that, with all his rationality and efficiency, he is possessed by "powers" that are beyond his control. His gods and demons have not disappeared at all; they have merely got new names. They keep him on the run with restlessness, vague apprehensions, psychological complications, an insatiable need for pills, alcohol, tobacco, food – and, above all, a large array of neuroses. (Jung, 1964:82).

Jung found that the unconscious finds expression primarily through an individual's inferior psychological function, whether it is thinking, feeling, sensing, or intuition. The characteristic effects of a neurosis on the dominant and inferior functions are discussed in Psychological Types.

Jung saw collective neuroses in politics: "Our world is, so to speak, dissociated like a neurotic" (Jung, 1964:85).

        The basic classification of the neuroses is into five groups (Table 1). Each group is subdivided as explained later in this lecture. Neuroses are common, and frequently encountered by doctors working in general practice and general hospitals.

 Table 1.     BASIC CLASSIFICATION OF NEUROSIS.

   Anxiety disorder

   Obsessive-compulsive disorder

   Dissociative and conversion disorder

   Depersonalization disorder

   Hypochondriasis

    ANXIETY DISORDERS.

    As the name suggests, the main clinical features of anxiety disorders are the mental and physical symptoms of anxiety.  Anxiety disorders are classified as follows:

*   generalized anxiety disorders, in which symptoms are persistent,     varying little from one situation to another;

*   phobic disorders, in which symptoms are episodic and associated     with defined circumstances;

*   panic disorder, in which symptoms are episodic but not associated     with defined circumstances.

   Unfortunately there are two differences between ICD 10 and the American classification DSM IV in the way that anxiety disorders are classified.  First, in DSM IV obsessional disorders are included under the rubric of anxiety disorders, but in ICD 10 and in 

this lecture they are classified separately. Second, there is difference in the classification of agoraphobia.

   GENERALIZED ANXIETY DISORDERS.

   Generalized anxiety disorders are frequently seen in general medical practice.  The 1 year prevalence is 25-65 per thousand.   

CLINICAL PICTURE. A person with generalized anxiety disorder has a characteristic appearance.  His face looks strained and his brow furrowed, his posture is tense, and he is restless and often tremulous.  The skin is pale. There is often sweating, particularly from the hands, feet, and axillae. Readiness to tears, which may at first suggest depression, reflects a generally apprehensive state.     The psychological symptoms are a feeling of fearful anticipation, irritability, sensitivity to noise, a feeling of restlessness, and difficulty in concentration.  Patients experiencing the effects of reduced concentration may complain of poor memory, but true memory impairment does not occur in an anxiety disorder; if it is 

present a careful search should be made for an organic syndrome.  Repetitive worrying thoughts are an important part of generalized anxiety disorder. These thoughts are often concerned with sudden illness and the physical symptoms of anxiety.

     The physical symptoms of a generalized anxiety disorder result from  overactivity of the sympathetic nervous system and from increased tension in skeletal muscles. The list of symptoms is long, and can be grouped conveniently by the systems of the body. Symptoms related to the gastrointestinal tract include dry mouth, difficulty in swallowing, epigastric discomfort, excessive wind (caused by aerophagy), borborygmi, and frequent or loose motions.  Common respiratory symptoms include a feeling of constriction in the chest, difficulty in inhaling (which contrasts with expiratory difficulty in asthma), and overbreathing. (The consequences of overbreathing are described below.) Cardiovascular symptoms include palpitations, a feeling of discomfort or pain over the heart, awareness of missed heart beats, and throbbing in the neck.  Common genitourinary symptoms are frequency and urgency of micturition, failure of erection, and lack of libido. Women may complain of increased menstrual discomfort and sometimes amenorrhoea.

   Symptoms related to the neuromuscular system include tremor, prickling sensations, tinnitus, and dizziness (which is not rotational). Some patients complain of blurred vision (their visual acuity is normal) There may be headache, typically in the form of constriction or pressure, which is usually bilateral and often frontal or occipital. Aching, particularly in the back and shoulders, is common.

  It is important to remember that any of these physical symptoms may be the presenting complaint, particularly among patients seen in general practice or hospital.  For example, the complaint may be of palpitation or headache, without any mention of anxiety.  It is also important to remember that each of these physical symptoms may be caused by physical illness. 

  Sleep is disturbed in a characteristic way. On going to bed the patient lies awake worrying; when at last he falls asleep, he wakes intermittently. He often reports unpleasant dreams.  Occasionally he experiences "night terrors" in which he wakes suddenly feeling intensely fearful, sometimes remembering a nightmare and sometimes uncertain why he is so frightened.  In the morning he often feels unrefreshed.  

   Patients with generalized anxiety disorder usually have other symptoms, notably depressive symptoms but also obsessional symptoms and depersonalization.  However, these symptoms are not the major feature of the syndrome.

   Hyperventilation is breathing, usually rapid and shallow, that results in a fall in the concentration of carbon dioxide in the blood.  

There is also a feeling of breathlessness, which may prolong the condition.  When a patient has unexplained bodily symptoms, the possibility of persistent overbreathing should be considered.  The diagnosis can sometimes be made by watching the pattern of breathing.  Alternatively, the patient may be asked to overbreathe in the doctor's presence to find out whether this leads to the symptoms reported.    Some patients with generalized anxiety disorder experience occasional panic attacks.  This term denotes sudden episodes of severe anxiety with marked physical symptoms and extreme apprehension.  Some panic attacks are caused by involuntary hyperventilation, but others are unexplained (spontaneous). (Panic attacks are more characteristic  of panic disorder; in that condition they are more frequent and between attacks there is little anxiety.)

   DURATION OF SYMPTOMS. Generalized anxiety disorder is diagnosed only when the symptoms have been present for several months. In DSM IV the period is specified as 6 months.

   DIFFERENTIAL DIAGNOSIS. Generalized anxiety disorder has to be distinguished from other psychiatric disorders and from physical disorders. Anxiety symptoms can occur in any psychiatric disorder, but with some disorders there are likely to be particular diagnostic 

difficulties. 

   PROGNOSIS.

   Before the diagnosis of generalized anxiety disorder can be made, the symptoms must have been present for several months (more than 6 months for DSM IV). Recovery is often slow; without treatment up to 80 per cent of sufferers still have the disorder 3 years after the onset.  

   TREATMENT

   Psychological and social treatments are important.  Patients who attribute their symptoms to physical causes are generally less easy to help than those who recognize the emotional basis for their disorder.

   SUPPORTIVE AND SOCIAL MEASURE. General practitioners see many patients with anxiety of shorter duration than the 6 months needed to make a formal diagnosis of generalized anxiety disorder.  At this early stage the formal diagnosis is ADJUSTMENT DISORDER, and the appropriate measures are discussion and reassurance. Anxiety is prolonged by uncertainty, and can be reduced by a clear treatment plan. These measures are also important for patients with prolonged symptoms, but additional measures are likely to be needed.

   PSYCHOLOGICAL TREATMENT is most important. It includes behavioral therapy: relaxation training in a group may improve motivation, and some patients prefer to relax as part of yoga exercises.  Some family doctors provide relaxation groups for their patients. It is necessary to treat  HYPERVENTILATION. It can be reduced in two ways. To terminate an acute episode, the patient should rebreathe expired air from a paper bag, thereby increasing the alveolar concentration of carbon dioxide. 

Rebreathing during an episode is also an effective way of demonstrating that some symptoms are caused by hyperventilation. To prevent further episodes of hyperventilation, patients should practise slow controlled breathing, first under supervision and then at home. COGNITIVE therapy is designed to enable patients to give up their fearful concerns by questioning the underlying logic, and to develop more rational ways of thinking about provocative situations. Because cognitive therapy requires special training, patients judged suitable should be referred to a psychiatrist or clinical psychologist.

   TREATMENT WITH DRUGS. Although anxiolytic drugs bring symptoms under control quickly, they should not be used for long because patients may become dependent on them. Therefore they should be reserved for brief exacerbations of symptoms and not used continuously. In generalized anxiety disorders a long-acting benzodiazepine is appropriate, for example diazepam in a dose ranging from 5 mg twice daily in mild cases to 10 mg three times daily in severe cases.  Barbiturates should not be used because they are more likely to cause dependence.

   Beta-adrenergic antagonists have a limited use for controlling severe palpitations in the occasional patients for whom these symptoms are the most troublesome.

  Tricyclic antidepressants and related compounds are used to treat generalized anxiety disorders in two circumstances: first when there is an associated depressive disorder, and second when long-term anxiety has to be controlled. No one antidepressant is definitely more 

effective then the rest. Amitriptyline is often used as an inexpensive, safe, and well-tried drug (75-100 mg of amitriptyline is usually adequate). 

   Monoamine oxidase inhibitors have also been used for the two purposes described under tricyclic antidepressants above. Because they interact with some drugs and foodstuffs, monoamine oxidase inhibitors should be used only in patients for whom other drugs and psychological treatments have been tried without success.

   PHOBIC ANXIETY DISORDERS.

   Phobic anxiety disorders produce the same symptoms as generalized anxiety disorders but occur only in specific circumstances. In some phobic disorders there are few such circumstances, and the patient is free from anxiety most of the time; in others there are many such circumstances, and the patient is anxious more often. Two other features characterize phobic disorders:  avoidance of circumstances that provoke anxiety, and anticipatory anxiety when there is the prospect of meeting such circumstances.  Anxiety-provoking circumstances include situations (for example crowed places), living things (for example spiders), and natural phenomena (for example thunder). For clinical purposes it is usual to recognize three principal groups of phobic disorder:  simple phobia, social phobia, and agoraphobia. These common syndromes will be described next; less common phobic syndromes will be mentioned later.

   There is one difference between ICD 10 and DSM IV in the classification of phobias. In DSM IV agoraphobic patients with regular panic attacks are classified under panic disorder with secondary phobic symptoms; in ICD 10 they are classified under agoraphobia. Panic is given this diagnostic importance in DSM IV because it is thought to be the primary disorder.

   SIMPLE PHOBIA

   A person with a simple phobia is inappropriately anxious in the presence of a particular object or situation, and tends to avoid it.  Any of the anxiety symptoms described above may be experienced.  The urge to avoid the stimulus is strong, and in most cases there is avoidance. The prospect of experiencing the stimulus provokes anticipatory anxiety; for example, a person who fears storms may become anxious when there are black clouds.

   Simple phobias are often classified by adding the name of the stimulus, for example spider phobia.  Sometimes terms such as arachnophobia (to denote spider phobia) or acrophobia (to denote phobia of heights) are used, but this is an unnecessary complication.  The following varieties of simple phobia are common clinical problems and require separate comment.

*    Phobia of dental treatment. About 5 per cent of adults have      specific fears of dentistry which can be so severe that all dental      treatment is avoided and serious caries develops.

*    Phobia of flying. Anxiety during aeroplane travel is common. A few      people have such intense fear that flying is totally avoided.       This fear occurs occasionally among pilots, usually following a      serious accident while flying.

*    Phobia of excretion. Some patients become anxious when attempting      to pass urine in public lavatories. Others have frequent urges to      pass urine when away from home; they fear incontinence and they      arrange their lives so as never to be far from a lavatory.  A few      patients have similar symptoms concerning defecation.

*    Phobias of vomiting. Some patients fear that they may vomit in a      public place, such as a bus or train, or that other people may do so.

       Many people have simple phobias but very few seek medical help.  The lifetime prevalence is probably 40-150 per thousand for men and 90-260 per thousand for women.

   DIFFERENTIAL DIAGNOSIS.  The possibility of an underlying depressive disorder should be kept in mind, since some patients seek help for longstanding simple phobias when a depressive disorder makes the phobic symptoms less tolerable.  Otherwise the diagnosis is usually straightforward.

   PROGNOSIS. There has been no systematic study of prognosis. Clinical experience indicates that simple phobias starting in childhood continue for many years, whilst those starting after a stressful experience in adult life have a better prognosis.

   TREATMENT RESULTS. The exposure form of behaviour therapy generally gives good Such treatment is straightforward but time consuming. Most general practitioners arrange treatment with a clinical psychologist.

   SOCIAL PHOBIA. Social phobia is inappropriate anxiety occurring when a person is observed and could be criticized by others. 

SITUATIONS FEARED AND AVOIDED BY PATIENTS WITH SOCIAL PHOBIAS.

Common theme

   Being observed and open to criticism

Examples

   Committees, seminars

   Eating or drinking in public

   Social gatherings

   Writing or performing in front of others

   Such situations are avoided, wholly or in part, and there is anticipatory anxiety at the prospect of entering them. Partial avoidance involves, for example, entering a social group but failing to make conversation by sitting in an inconspicuous place. 

People with social phobia have specific concerns about being observed critically by other people. They realize that this concern is irrational. Alcohol may be taken to relieve anxiety, and alcohol abuse is more common among social phobias than among people with other phobias. 

   DIFFERENTIAL DIAGNOSIS. Social phobia should be distinguished from generalized anxiety disorder (distinguished by the pattern of situations in which anxiety occurs) and from depressive disorder or schizophrenia (both distinguished by the finding of characteristic symptoms on mental state examination). It also has to be distinguished from personality disorders characterized by lifelong shyness and lack of self-confidence; the distinguishing feature is that social phobia has a recognizable onset and a shorter history. Social phobia has to be distinguished from social inadequacy. Patients with social phobia possess these basic social skills, though they may be unable to use them because of severe anxiety. 

   PROGNOSIS. There is no systematic information on the long-term course of social phobia. Clinical experience suggests that the condition persists for many years, eventually improving in mid-life.

   TREATMENT.  Anxiolytic drugs can provide short-term relief for patients who request urgent help in dealing with an important social situation.  These drugs should not be used regularly because of the possibility of dependency.

   Most patients respond to cognitive behaviour therapy in which exposure to feared situations is combined with measures to reduce the patient's concerns that others are evaluating him critically.

   AGORAPHOBIA.

   CLINICAL FEATURES. Agoraphobic patients are anxious when they are away from home, in crowds, or in situations that they cannot leave easily. They usually fear open spaces and social situations. The symptoms are those of generalized anxiety disorder, together with a varying combination of depression and depersonalization. As in the other phobic disorders, there is avoidance of anxiety-provoking situations and also anticipatory anxiety.

   Two groups of anxiety symptoms are particularly frequent in agoraphobia.  First, panic attacks occur both in response to environmental stimuli and spontaneously. Second, anxious thoughts about fainting and loss of control are frequent among agoraphobic patients.

   Many situations provoke anxiety and avoidance (Table 7). As explained above, there are certain common themes, particularly distance from home, crowding, and confinement. Specific situations include buses and trains, shops and supermarkets, and places that cannot be left suddenly without attracting attention, for example the hairdresser's chair or a seat in the middle of a row at the cinema.  Two other themes occur less commonly: open spaces (for example parks and open country), and social situations (for example talking at a party or in front of a group of strangers). As the condition progresses, patients avoid more and more of these situations until in severe cases they may be more or less confined to their homes. The effect of these situations may be reduced in several ways.  Most patients are less anxious when accompanied by a trusted companion, and some are helped by the presence of a child, a pet dog, or even a reassuring object such as a bottle of tablets (which are not taken).  These effects can produce an apparently inconsistent clinical picture which suggests, wrongly, that the person is exaggerating his true disability.

   Anticipatory anxiety is common.  In severe cases this anxiety can appear several hours before the person has to enter a feared situation, thus adding greatly to the patient's distress.

   Symptoms of depression and depersonalization are common, and  obsessional symptoms occur in some cases.   Agoraphobia begins mainly in the early or middle twenties, with a further period of high onset in the mid-thirties. Occasionally the symptoms begin soon after childbirth.   The 6 months prevalence of agoraphobia is 30-60 per thousand, with the rate for women being twice that for men.

   DIFFERENTIAL DIAGNOSIS. Agoraphobia has to be distinguished from generalized anxiety disorder, social phobic disorder, depressive disorder, and paranoid disorder. When DSM IV is used for classification, agoraphobia without panic has to be distinguished from agoraphobia with regular panic attacks, which is diagnosed as a form of panic disorder. 

   PROGNOSIS.   When agoraphobia has been present continuously for a year, it is likely to persist for at least 5 years.  Brief episodes of depressive symptoms often occur in the course of chronic agoraphobia.

   TREATMENT. Since avoidance is the most important factor maintaining agoraphobia, patients should be encouraged strongly to return to the avoided situations (a procedure known as exposure).  Exposure should begin with the situations that provoke least anxiety, and should proceed to a graded series of situations that provoke increasing anxiety (a "hierarchy"). When patients enter one of these situations they feel anxious at first; however, as they remain in the situation, anxiety subsides. It is essential that patients stay in the situation until anxiety has subsided; if they leave, the experience may increase rather than diminish the phobic response when the situation is encountered again.

   Some patients with agoraphobia have panic attacks which are spontaneous; such unpredictable attacks may interfere with the orderly sequence of exposure treatment. The panic attacks can usually be controlled by giving imipramine, and exposure can then continue.  

Imipramine is chosen because its effects have been tested thoroughly in clinical trials, but other tricyclics seem to have similar effects, as do monoamine oxidase inhibitors.

   If the patient does not improve with the above treatment or if the condition is severe, specialist advice should be sought because more intensive cognitive - behaviour therapy will usually be effective.

   PHOBIAS OF ILLNESS. Some patients experience repeated fearful thoughts that they may have cancer, venereal disease, or some other serious illness.  Such thoughts are obsessional or hypochondriacal 

symptoms and not true phobic disorders, though they may be associated with avoidance of hospitals.

   PANIC DISORDER.

   CLINICAL FEATURES. The symptoms of a panic attack are listed in Table 9. Important features of panic attacks are that anxiety builds up quickly, the response is severe, and there is fear of a catastrophic outcome. The diagnosis of panic disorder is made when the attacks 

occur unexpectedly (i.e. not in response to a known phobic stimulus) and when they are repeated. (For DSM IV diagnosis there must be more than four attacks in four weeks, or one attack followed by four weeks of persistent fear of another attack.) Panic disorder patients often seek advice from general practitioners, cardiologists, and other physicians for complaints of palpitations and fears of heart disease.

   The prevalence of panic disorder is about 6-10 per thousand, with the prevalence in women being about twice that in men.  Some people experience frequent panic attacks, but do not meet the criteria for panic disorder; they number about 30 per thousand.

   DIAGNOSIS. Panic attacks occur in many other conditions, notably generalized anxiety disorders, phobic anxiety disorders (particularly agoraphobia), and depressive disorders, and during alcohol withdrawal.

   PROGNOSIS.

   Systematic follow-up data have not been reported, but clinical observation indicates that some patients recover within weeks whilst others (those whose symptoms persist for 6 months) usually have a prolonged and often fluctuating course.

   TREATMENT.

   Panic disorder can be treated psychologically or with drugs.  A doctor who sees the patient soon after a first panic attack should attempt to prevent progression to panic disorder by giving specific reassurance about any concerns that may develop.  

   If the patient has an established panic disorder, drug treatment can be used to suppress the panic attacks. Benzodiazepines can be used but doses need to be high and usually continued for several months, with the consequent problem of withdrawal symptoms and the potential 

problem of dependency when the drug is stopped. Alprazolam, a high potency benzodiazepine, has been recommended because in high doses it is less likely than diazepam to cause sedation.  Up to 6 mg per day of alprazolam may be needed to suppress panic attacks (equivalent to about 60 mg of diazepam). Such high doses should be built up gradually over 

2-3 weeks and withdrawn slowly over about 6 weeks.

   Alternatively, the antidepressant drug imipramine can be used.  It appears to be as effective as benzodiazepines in reducing panic attacks, seldom gives rise to withdrawal symptoms, and does not cause dependency.  But, it does cause more side-effects.  

   The most effective psychological treatment for established panic disorder is a form of cognitive therapy, a specialized treatment requiring referral to a clinical psychologist or psychiatrist. 

   OBSESSIVE-COMPULSIVE DISORDER

   CLINICAL PICTURE.

   Obsessive-compulsive disorder is characterized by obsessional thinking, compulsive behaviour, and varying degrees of anxiety, depression, and depersonalization.

  Obsessional thoughts are words, ideas, and beliefs, recognized by the patient as his own, which intrude in a compelling way into the patient's mind and which he tries to exclude.  It is the combination of being compelled to have the thoughts and of resisting them that characterizes obsessional thinking.  Obsessional thoughts may be single words, phrases, or rhymes; to the patient they may be unpleasant, shocking, obscene, or blasphemous.  Obsessional images have the same characteristics of intrusion and resistance but are experienced as vivid scenes, often violent or disgusting, involving for example 

abnormal sexual practices.  Obsessional ruminations are internal debates in which arguments are reviewed endlessly.

   Obsessional doubts are thoughts about actions that may have been completed inadequately, such as failing to turn off a gas tap completely, or about actions that may have harmed other people, for example the idea that the patient might have driven past a cyclist and caused an accident without noticing.  Doubts are often related to religious observances.

  Obsessional impulses are urges to perform acts, usually of a violent or embarrassing kind, for example leaping in front of a car, injuring a child, or shouting blasphemies in church.  The urges are resisted strongly and are not carried out, but the internal struggle may be very distressing.

  Obsessional rituals include mental activities such as counting repeatedly in a special way or repeating a certain form of words, and repeated but senseless behaviour such as washing the hands 20 or more times a day. Some rituals have an understandable connection with 

obsessional thoughts preceding them, for example repeated handwashing following thoughts about contamination.  Other rituals have no such obvious connection; for example, routines concerned with laying out clothes in a complicated way before dressing may follow obsessional 

symptoms of an unconnected kind. Patients are aware that their rituals are illogical and usually try to hide them. Many have fears that their symptoms are a sign of a serious and progressive mental illness; such fears are often helped by reassurance about their true nature.

   Anxiety is an important component of obsessive-compulsive disorders; it usually falls temporarily after a ritual has been performed but occasionally the reverse happens.  Obsessional patients are often depressed. In some, depression seems to be an understandable 

reaction to the obsessional symptoms: other patients have recurring depressive moods that arise independently of the other symptoms.  Finally, some patients experience depersonalization.

   The obsessional personality is described in the next lecture. Obsessional personality and obsessive-compulsive disorder does not have a simple one-to-one relationship.  Obsessional personality is over-represented among patients who develop obsessive-compulsive disorder, but about a third of patients with this disorder have other types of personality. 

   Obsessive-compulsive disorders are much less frequent that anxiety neuroses. Estimates of 1 year prevalence vary from 0.I to 2.3 per thousand, with men and women affected about equally.

   DIFFERENTIAL DIAGNOSIS

   Obsessive-compulsive disorders have to be distinguished from other disorders in which obsessional symptoms occur. The distinction from generalized anxiety disorder, panic disorder, or phobic disorder should seldom be difficult provided that a careful history and mental state examination are available. The differentiation from depressive disorder is less easy because the course of obsessive-compulsive disorder is often punctuated by periods of depression, but a history of the course of the disorder will usually make the diagnosis clear.  

    PROGNOSIS.

   About two-thirds of patients improve within a year; the remaining third run a prolonged and usually fluctuating course with periods of partial or complete remission lasting from a few months to several years. Prognosis is worse when the personality is obsessional, the symptoms are severe, and stressful circumstances persist.

    TREATMENT.

   Patients with obsessional-compulsive disorders often fear that they are developing a more serious mental disorder. Therefore it is important to explain that obsessive-compulsive disorder does not progress in this way, and that the patient is unlikely to act on any impulses that he is resisting. It is also important to explain that great effort should be made to resist the urge to carry out rituals, since these maintain the disorder. With the patient's agreement it is appropriate to give these explanations to one or more family members so that they can help the patient to resist urges to carry out rituals.  Obsessive-compulsive symptoms may be provoked by stressful circumstances, including any that provoke unexpressed anger.  It is often helpful to discuss these circumstances, and to suggest ways of dealing with them or avoiding them.

   Drug treatment is considered next.  There are three possibilities: anxiolytics, general antidepressants, and 5HT-uptake blockers.  Anxiolytic drugs are useful for short-term relief of the distress associated with obsessional symptoms but should not be prescribed for more than a few weeks.  When there is an associated depressive disorder, treatment with antidepressant drugs usually leads to improvement in obsessive-compulsive symptoms.  When there is no depressive disorder, amitriptyline and related antidepressants are useful only for their anxiolytic actions.

   DISSOCIATIVE AND CONVERSION DISORDERS.

   In dissociative and conversion disorders the predominant symptoms are physical. The term "conversion" relates to the idea that anxiety has been replaced by ("converted into") physical symptoms.  The term "dissociative" relates to the idea that symptoms result from a lack of coordination of different psychological functions.  An alternative name for these disorders is hysteria.  The term "hysteria" is also still in use in clinical practice.   

   Unfortunately, the usage of these terms varies between DSM IV and ICD 10. In DSM IV the term conversion disorder is used to denote only those psychologically determined disorders that have physical symptoms as their principal manifestation, whilst the term dissociative applies to psychological symptoms such as amnesia.  In ICD 10 both physical and psychological manifestations are called dissociative disorders.  

   DISSOCIATIVE (AND CONVERSION) SYMPTOMS AND SYNDROMES A dissociative (or conversion) symptom suggests physical illness but occurs in the absence of relevant physical pathology, and is produced through unconscious psychological mechanisms.

   The prevalence of dissociative and conversion disorder varies between countries, and is probably greater in less industrialized societies. In Western societies the prevalence is three to six per thousand women and substantially less for men.  

   GENERAL FEATURES OF THE CLINICAL PICTURE.

   Dissociative and conversion symptoms can be regarded as the result of a breakdown in the normal conscious control over the selection of movement, sensory input, and memory.

   Although dissociative and conversion symptoms are not produced  deliberately, they are nevertheless shaped by the patient's concepts of illness.    The symptoms of dissociative and conversion disorder usually confer some immediate advantage on the patient (though in the longer term they do the reverse).  This idea of advantage is expressed in the term "secondary gain" (as against the primary gain of not feeling anxious, the physical symptoms having taken the place of anxiety).  An example of secondary gain is the advantage that conversion disorder with paralysis might confer by exempting a patient from taking part in the stressful care of an elderly relative.   Patients with dissociative and conversion symptoms often show a striking lack of distress despite their physical symptoms. This lack of distress is sometimes called "belle indifference".

  MOTOR AND SENSORY DISSOCIATIVE (OR CONVERSION) DISORDERS

      MOTOR DISORDERS.

   Motor disorders include paralysis of voluntary muscles, tremors, tics, and abnormalities of gait. Reflexes are not altered (in particular, the plantar response is flexor) and there is no wasting except for disuse atrophy which has been reported in rare chronic cases. With rare exceptions, contractions do not occur. Dissociative disorders of gait are usually striking and unlike any gait disorder of neurological origin; also, they worsen when the patient is observed.   Psychogenic tremor is coarse and involves the whole limb. It worsens when attention is drawn to it, but so do many tremors with neurological causes.  Psychogenic tics also occur. Disease of the nervous system should be considered carefully for all tremors or tics.

   Dissociative disorders with aphonia and mutism are not accompanied by any disorder of the lips, tongue, palate, or vocal cords, and the patient is able to cough normally.

   Dissociative convulsions (a "hysterical fit") differ from epilepsy in three ways. First, the patient does not become unconscious, although he may appear inaccessible; second, the pattern of movements is not regular and stereotyped as in a seizure; third, there is no incontinence, cyanosis, or injury, and the tongue is not bitten.  EEG findings are normal.  Occasionally complex partial seizures (temporal lobe epilepsy) are difficult to distinguish from psychogenic convulsions, but continuous EEG monitoring will often reveal whether there are changes when the behaviour is abnormal.

   SENSORY DISORDERS.

   Sensory symptoms of dissociative (or conversion) disorder include anaesthesia, paraesthesiae, hyperaesthesiae, pain, deafness, and blindness. In general, the sensory changes are distinguished from those in organic disease by their distribution, which does not conform to the known innervation of the part, their varying intensity, and their responsiveness to suggestion. Anaesthesia does not follow anatomical patterns (anesthesia of the "glove" or "sock" type). Chronic pain should be regarded as a dissociative (or conversion) symptom only after a most thorough search for organic causes.

   Dissociative tunnel vision may occur.  Psychogenic blindness presents as reported inability to see.  The condition is not accompanied by changes in pupillary reflexes, whilst visual evolved responses are normal.  There may be indirect evidence that the person can see more than he reports; for example, he may avoid bumping into furniture.  Similar considerations apply to psychogenic deafness.

    DIFFERENTIAL DIAGNOSIS OF DISSOCIATIVE AND CONVERSION DISORDERS.

   It is most important to exclude organic disease of the central nervous system, but often difficult to do so;from the demonstrative presentation of physical symptoms by some people w ith a histrionic personality (so-called "hysterical overlay" or "functional overlay").

    Dissociative or conversion disorders (which develop unconsciously) have to be distinguished from malingering, i.e. feigning illness deliberately to avoid something unpleasant or to gain compensation.  

   PROGNOSIS. Most patients with dissociative and conversion disorders of recent onset seen in general practice or hospital emergency departments recover quickly.  Those cases that persist for longer than a year are likely to continue for many more years.  As mentioned above, organic disease may be present but undetectable when patients are first seen, becoming obvious later.  For this reason patients should be followed-up very carefully.

   TREATMENT.

   When acute dissociative or conversion disorders present in general practice or hospital casualty departments, they usually respond to efforts to resolve any provoking stressful circumstances combined with strong suggestion that the symptoms will recover. When the disorders persist, the general approach is similar though the results are loss satisfactory.  It should be explained to the patient that the disability is caused not by a physical disease but by an interference with conscious control over action, perception, or memory.  The patient should be advised that repeated and determined efforts to produce the action, perception, or memory will succeed in restoring control. Practice can be encouraged by some form of physiotherapy.  Otherwise attention is directed away from the symptoms and towards the problems that have provoked the disorder.

   The staff should show concern for the patient, but also encourage self-help; for example, a patient with a dissociative disorder of gait should be encouraged to walk unaided and should not be offered a wheelchair.  To achieve these ends, there must be a clear plan and a consistent approach by all staff.

   MEDICATION

   Drug treatment has no part to play in the treatment of these conditions, except when conversion symptoms are secondary to a depressive disorder that requires treatment.

  DEPERSONALIZATION DISORDER.

   Depersonalization disorder is characterized by an unpleasant state in which external objects or parts of the body are experienced as changed in quality, unreal, remote, or automatized.  The patient is aware of the subjective nature of this experience.

   CLINICAL PRESENTATION

   As well as describing feelings of being unreal and experiencing an unreal quality to perceptions, patients report that their emotions are dulled and their actions feel mechanical.  They no longer experience strong emotions such as love, hatred, anger, or pleasure; paradoxically, they complain that this lack of feeling is extremely unpleasant.  They retain insight into the subjective nature of the experiences.  These symptoms may be accompanied by anxiety, depression, deja vu, and changes in the experience of passage of time.  Some patients complain of sensory distortions affecting parts of the body, such as the head, the nose, or limbs, which may be described as feeling as if made of cotton wool.  Two-thirds of the patients are women.  The symptoms usually begin suddenly, often in adolescence or early adult life.

   TREATMENT

   If depersonalization symptoms are secondary to another condition, treatment should be directed to that primary cause.  Treatment of primary depersonalization is difficult.  An anxiolytic drug may give temporary relief at times when symptoms have increased, but the drug should not be continued for long because of the risk of dependency.  Other drugs are not usually effective.  Behaviour therapy and psychotherapy have no specific value, although patients may be helped by supportive interviews, and by reducing stressful events in their lives.

” Mental disorders in congenital and acquired defects 

of oral cavity and maxillofacial region.”

1. THE TOPICALITY OF THE THEME.

  Mental disorders in congenital and acquired defects of oral cavity and maxillofacial region have multidimensional concept, which encompasses perception of both negative and positive aspects of at least four dimensions of physical, emotional, social and cognitive function.

2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· classification of congenital and acquired defects of oral cavity and maxillofacial region that lead to mental disorders;

· psychopathological symptoms and syndromes that are associated with congenital and acquired defects of oral cavity and maxillofacial region;

· methods of diagnostics of mental disorders in congenital and acquired defects of oral cavity and maxillofacial region;

· approaches to treatment of mental disorders in congenital and acquired defects of oral cavity and maxillofacial region.

2.2 The student ought to master practical skills of:

· investigating mental state in patients with mental disorders;

· diagnosing mental disorders in congenital and acquired defects of oral cavity and maxillofacial region. 

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

Many acquired conditions as well as congenital and developmental deformities of the craniofacial skeleton are now treated using the principles and techniques of craniofacial surgery. The congenital and developmental conditions described in this chapter require a team of maxillofacial surgeons, neurosurgeons, plastic surgeons, psychologists, ophthalmologists, speech and language therapists, orthodontists, audiologists and geneticists to assess and treat affected children. A nurse coordinator is also an important member of the team.

Although the diagnosis of facial deformity may be obvious, categorizing the deformity can be extremely difficult, as the deformity rarely fits neatly into one pigeon-hole. It is possible to create a broad classification.

It is important to understand some important features of facial deformity.

• The face is attached to the skull base. Thus deformity of the cranium may also be seen as a facial deformity; indeed, this may be more obvious than the skull deformity.

• The skin drapes over the bony skeleton, and so most (but not all!) facial deformities are caused by bone abnormalities. Soft tissue anomalies rarely occur alone. When soft tissue anomalies do occur, there are commonly secondary skeletal abnormalities.

• Most facial deformities are caused by errors in the growth process, often beginning in utero.

• The pubertal growth spurt usually exaggerates any deformity.
SORE TONGUE

There are usually no abnormal appearances, and once haematological abnormalities have been excluded, the cause is usually ascribed to psychogenic disorders. It occurs principally in postmenopausal females, and hormonal changes are known to induce mucosal atrophy.
DISLOCATION OF THE JAW

Dislocation of the mandible can be acute or chronic. The mandibular condyle can be displaced superiorly, posteriorly or anteriorly; the last of these is the most common when associated with a fracture. The condyle can also be displaced laterally or, more commonly, medially, as this is the direction of muscle pull. Acute dislocation is relatively common and may be the result of trauma or excessive mouth opening. It can also occur in patients with psychiatric disorders. In chronic disease, lax ligaments predispose to recurrent dislocation. Long-standing dislocation is often overlooked, especially in a withdrawn psychiatric or

geriatric patient.
TEMPOROMANDIBULAR JOINT DYSFUNCTION

This troublesome condition is characterized by one or more of the symptoms of pain, clicking, and limited jaw opening. The cause of this disorder is still poorly understood, but it appears to be caused by abnormalities of the tripartite joint structure. There is a strong psychological component in many patients, who often exhibit neuroticism, anxiety and depression. It is usually a self-limiting condition, and the vast majority of patients spontaneously improve within a few months. The underlying mechanism is probably related to overloading of the joint or abnormal joint use. Surgery should be limited to arthroscopy and lavage unless identified pathology is present.
CANCER OF ORAL CAVITY AND MAXILLOFACIAL REGION

 In the last two decades treatment for head and neck cancers has evolved with multiple modality treatments, including radiation and chemotherapy in an effort to enhance local and regional disease control, reduce distant metastasis, preserve anatomic structures, and improve overall survival and quality of life (QOL). Surgery is first choice for early cancers and for cancers that do not respond to radiation and chemotherapy in the form of salvage.

Surgery can result in cosmetic, functional and psychological impairment greatly affecting the patient’s quality of life. Presently the thrust in cancer care is not simply on survival but on rehabilitation, which aims to improve multiple impairments and QOL. Health related QOL refers to a multidimensional concept, which encompasses perception of both negative and positive aspects of at least four dimensions of physical, emotional, social and cognitive function.

Rehabilitation of such patients is quiet challenging and requires multidisciplinary team for comprehensive care and optimal post treatment functional outcomes. 

The team usually comprises of otorhinolaryngologist, radiation oncologist, medical oncologist, maxillofacial prosthodontist, speech therapist, psychologist, social workers, and nursing staff amongst the other disciplines for specific problems of the cancer patient. As a critical member of the team the maxillofacial prosthodontist co-ordinates the effort in many facets of patient care.

Treatment is patient centered and patient directed, individualized to meet each patient’s unique and specific needs. Rehabilitation goals are focused on the restorative, supportive, palliative and preventive aspects of treatment. Advanced cancers or trauma destroying structures, which may include soft and hard tissues of jaws, facial skeleton, oral tissues, lips, checks, nose and eyes, can affect the maxillofacial region. The defect may result in oroantral, oronasal, oronasal-orbital communication. The primary objective of rehabilitation is to preserve and restore the function of speech and swallow, preludes to the image restoration and boosts confidence of the patients so they can return to society; who have suffered the

ravages of disfigurement.

The psychosocial effects of head and neck cancer are profound. Head and neck cancer strikes at some of the most basic human functions such as speech, taste, breathing, diet changes including facial disfigurement .This traumatic experiences poses great emotional threat to the patient and hinders their capacity to lead a normal life. The combination of exacerbated psychological distress and maladaptive coping strategies leads to impaired functioning and decreased rating of overall QOL.

In specific reference to cancer, distress is defined as an unpleasant emotional experience of a psychological (cognitive, behavioral, emotional), social and / or spiritual nature that interferes with the ability to cope effectively with cancer, its physical symptoms and its treatment. Distress extend along a continuum, ranging from normal feelings of vulnerability, sadness and fears to problems that can become disabling, such as depression, anxiety, panic, social isolation and essential spiritual.

An oncology social worker may help patients by providing access to valuable community resources and psychological assessment and intervention like head and neck support groups, which include other patients with similar cancers. Issues concerning treatment expectations, adjustment to diagnosis and coping strategies, during pretreatment counseling can reduce patient’s uncertainty and help to restore their sense of control. The understanding of the psychological implications plays an important role in the management of patients with jaw defects. The primary goal should be to treat the person rather than just the defect. 

Rehabilitation is to help to readapt a disabled person to society, but ultimately it is the society that must be rehabilitated to reduce its prejudice, foster inclusiveness and increase acceptance of difference.
”Psychopathies and pathocharacterological development of the personality.”

1. THE TOPICALITY OF THE THEME.

The term "personality" refers to the enduring characteristics of an individual that are shown in ways of behaving in a wide variety of circumstances. Personality can be thought of as made up of more circumscribed characteristics known as traits. The balance between these traits determines the personality; for example, a person may be cautious, careful, and reliable (obsessional trait), gregarious and friendly (social trait), but also easily provoked to anger (aggressive trait). Most personalities have such a mixture of contradictory traits. Sometimes one trait dominates the personality.  For example, the obsessional trait may predominate, so that the personality is characterized by caution, meticulousness, and orderliness.  The personality is then named after the dominant trait, in this case an obsessional personality. In a few people, dominant traits are strong enough to cause difficulties to the person or to other people. The person is then said to have a personality disorder.  A person with an obsessional personality disorder, for example, may have difficulties in work and social relationships because he is indecisive, cautious, and inflexible.

   The borderline between normal personality and personality disorder is hard to define. It would be valuable if personality could be measured in such a way that a cutoff could be used to distinguish between normality and disorder. Unfortunately there is no reliable and valid measure of aspects of personality that are important to clinical practice. Instead a simple criterion is used: a personality is said to be disordered when it causes suffering to the person or to other people.

 2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· definition of psychopathies and pathocharacterological development of the personality;

· aethiology and pathogenesis of psychopathies and pathocharacterological development of the personality;

· clinical forms of psychopathies and pathocharacterological development of the personality;

· principles of diagnostics and differential diagnostics of psychopathies and pathocharacterological development of the personality;

· principles of expertise of patients with psychopathies and pathocharacterological development of the personality.

2.2 The student ought to master practical skills of:

· investigating mental state of mentally ill patients;

· performing diagnostics and differential diagnostics of different clinical forms of psychopathies and pathocharacterological development of the personality;

· planning the treatment and rehabilitation program of patients with different forms of psychopathies and pathocharacterological development of the personality.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

              Personality and its disorders

   In their professional work doctors meet people who react in unusual ways to illness or its treatment. Doctors also see people whose temperament, maladaptive habits, or ways of living contribute to problems for which they seek help. Doctors need to be able to assess personality in order to predict how patients will respond to illness and to treatment. Also, doctors need to be able to manage the few people with personalities that cause serious problems to themselves or other people, whether at times of illness or at other times. When a patient has a psychiatric disorder the doctor needs to understand how personality can modify the clinical picture; for example, histrionic behaviour during a manic disorder may be related to previous personality.

   The term "personality" refers to the enduring characteristics of an individual that are shown in ways of behaving in a wide variety of circumstances. Personality can be thought of as made up of more circumscribed characteristics known as traits. The balance between these traits determines the personality; for example, a person may be cautious, careful, and reliable (obsessional trait), gregarious and friendly (social trait), but also easily provoked to anger (aggressive trait). Most personalities have such a mixture of contradictory traits. Sometimes one trait dominates the personality.  For example, the obsessional trait may predominate, so that the personality is characterized by caution, meticulousness, and orderliness.  The personality is then named after the dominant trait, in this case an obsessional personality. In a few people, dominant traits are strong enough to cause difficulties to the person or to other people. The person is then said to have a personality disorder.  A person with an obsessional personality disorder, for example, may have difficulties in work and social relationships because he is indecisive, cautious, and inflexible.

   The borderline between normal personality and personality disorder is hard to define. It would be valuable if personality could be measured in such a way that a cutoff could be used to distinguish between normality and disorder. Unfortunately there is no reliable and valid measure of aspects of personality that are important to clinical practice. Instead a simple criterion is used: a personality is said to be disordered when it causes suffering to the person or to other people.

   According to the Russian psychiatrists P.B. Gannushkin and O.V.Kerbikov there are three criteria of personality disorder: 1) totality; 2) stability; and 3) social maladjustment. Totality means that the patient's pathological character features are "total", his behaviour tends to be the same everywhere and under different conditions: at work, at home, or in social circumstances, in everyday life and in stressful situations. Stability of pathological character features means absence of their progredience; after they develop and become manifest (the age when this happens depends on the kind of personality disorder) they remain stable and do not change. Social maladjustment is caused by the pathological personality features, and not by negative social circumstances.

   ASSESSING PERSONALITY.

   INFORMATION REQUIRED. There are two requirements: a systematic scheme of enquiry about the important aspects of personality, that is about lifelong patterns of behaviour, and an effective way of collecting information.

   The main headings of a systematic scheme of enquiry are shown in Table 1; each requires further explanation.

 Table 1.        A SCHEME FOR ASSESSING PERSONALITY

   Use of leisure

   Social relationships

   Habitual mood

   Character

   Attitudes and standards

   Habits

   USE OF LEISURE. The item comes first because it is not threatening and it provides a good lead into further enquiries. A suitable opening is: "I would like to find out what kind of person you are.  What do you like doing when you have time for leisure pursuits?". The answers usually lead easily into the next question, which is about social relationships. For example, one person may say that he spends his leisure alone, reading, listening to music, and working on a stamp collection; another may report spending his spare time at a sports club and going out with friends.

   SOCIAL RELATIONSHIPS. This section is concerned with relationships at work (with colleagues, people in authority, and junior staff, friendships with persons of the same and the opposite sex, and intimate relationships. The interviewer asks whether the patient makes friends easily, has few friends or many, has close friends in whom he can confide, and has lasting friendships.  The interviewer also asks whether, in company, the person is sociable and confident or shy and reserved.

   HABITUAL MOOD. The aim here is to discover the person's habitual mood, not his recent or present mood.  The interviewer asks the person whether his mood is generally cheerful or gloomy, and whether it is stable or changeable.  If the mood is changeable, how long do the changes last, and do they occur spontaneously or in relation to changing circumstances?  Finally, the interviewer asks whether the person shows his feelings or hides them.

   CHARACTER. This part of assessment deals with the traits shown in Table 2. The enquiry can start with a general request such as: "Tell me what kind of person you are".  Many people find it hard to describe themselves, and need to be helped by specific questions such as: "Are you prone to worry excessively about problems?"; "Are you strict or lenient, easygoing or fussy, rigid or adaptable?"; "Do you feel likeable, secure, land competent?"; "Are you unduly concerned about the opinions of other people, or wounded by perceived rebuffs?". The last two questions give indications of self-confidence and sensitivity respectively.  Traits of suspicion, jealousy, and lack of trust may not be recognized by the patient, but may be reported by other people.

  Table2.              FEATURES OF CHARACTER.

     Prone to worry

     Strict, fussy, rigid

     Lacking self-confidence

     Sensitive

     Suspicious, jealous

     Resentful, untrusting

     Irritable, quarrelsome

     Impulsive

     Dependent

     Attention-seeking

     Lacking concern for others

   * For brevity only negative attributes are used. Correspondingly 

   positive features should also be noticed.

   Next the interviewer asks whether the person has a strong temper and whether angry feelings are generally expressed or contained. Not all answers should be accepted without further enquiry; for example, if a person says he is never angry, the interviewer can respond that everyone feels angry at times and can then persist tactfully with the original questions. The next enquiry is about impulsivity, that is the tendency to act precipitately without taking account of the probable consequences. Irritability is often described more accurately by other people than by the person; the same holds for dependency, attention- seeking, and lack of concern for other people.

   ATTITUDES AND STANDARDS. The interviewer enquiries about religious beliefs, membership of organized religious groups, and moral standards.  He also asks about attitudes to health and illness. Usually there will have been some indication of these attitudes during the taking of the personal history, and so extensive questioning may not be necessary.

   HABITS. Although not strictly part of personality assessment, it is usual to end the interview by asking about the use of tobacco, alcohol, and drugs.

   SOURCES OF INFORMATION.

   An interview with the patient is not the only means of obtaining information about personality, nor is it the most reliable.  Two other sources are available.  First, after obtaining the patient's agreement, other informants can be interviewed.  Second, the interviewer can enquire about the patient's behaviour at times of life change, such as leaving school, marrying, losing a job, or becoming ill. Reports of behaviour at such times may support or contradict the patient's account of his personality.  For example, the person may say that he is self-confident and self-reliant, but may report difficulty in coping with the responsibilities of parenthood.  Conversely, a patient may describe himself as ineffectual and unreliable, when his record shows that he has coped well with problems. Such self- devaluation is common among depressed patients. General practitioners can acquire a good understanding of their patients' personalities over years of consultation.  This special knowledge can be of great help to a hospital doctor seeing the patient for the first time; therefore it is helpful to include relevant points in a referral letter. For example, the general practitioner may best be able to predict how a patient will respond to a diagnosis of cancer.

   TYPES OF PERSONALITY.

   The kinds of personality most relevant to medical practice are described in this section. An account is then given of the main kinds of personality disorder. Two general points are important.
   1. In clinical work it is generally more useful to give a brief description of the personality than to assign it to a category. This is because categories are stereo- types which fit few patients exactly.  Hence a short description is generally more informative.  Instead of recording that the patient has an antisocial personality, it is more informative to describe him as aggressive, unfeeling, and impulsive.

   2. The brief description should not be confined to negative statements; it should also include relevant positive features.  For example, a person might be described as inflexible and indecisive, but also dependable and caring.

   OBSESSIVE-COMPULSIVE (ANANKASTIC) personality

   The obsessive personality has positive as well as negative features. On the positive side, obsessional people are dependable, have high standards, observe social rules, and are determined, persistent, and reliable.  On the negative side, they may be obstinate, inflexible, easily lost in unimportant detail, and rigid in their opinions.

  Table 3.    FEATURES OF THE OBSESSIONAL PERSONALITY.

    LESS INTENSE                             MORE INTENSE

   Dependable                                Obstinate

   Persistent                                Inflexible

   Cautious                                  Indecisive

   Careful                                   Lost in detail

   Stable mood                               Lacking emotion or humour

   High standards                            Bigoted

   Law-abiding                               Judgmental

  When ill, such people are upset by changes caused by the illness and its treatment. They set high standards for themselves as patients.  They also have high expectations of doctors. They seek precise consistent information, and are irritated when appointments are delayed or when there are setbacks. They follow advice carefully and take drugs in the prescribed way.

   HISTRIONIC PERSONALITY.

   People with this kind of personality are lively, sociable, and outgoing.  They show their emotions readily but do not harbour grudges.  They are entertaining companions, good party guests, and engaging public speakers. The less favorable side of this personality is a tendency to be self-centered and to have short-lived enthusiasms for tasks (which are often left to others to complete). Histrionic people dramatize their lives and play to the audience.  When they are unwell, their negative features may be more evident; such people describe their symptoms dramatically, and in hospital they may be demanding of attention and inconsiderate of other people's feelings.

 Table 4.       FEATURES OF THE HISTRIONIC PERSONALITY
   LESS INTENSE                       MORE INTENSE

   Outwardly confident              Vain, self-centered

   Lively                             
Short-lived enthusiasms

   Sociable                           
Acts a part, self-deceiving

   Emotionally responsive          Unrestrained emotional display

   CYCLOTHYMIC AND DEPRESSIVE PERSONALITIES.

   People with cyclothymic personalities change from periods of high spirits, self-confidence, and abundant energy to periods of low spirits, self-doubt, and lack of energy. These periods may last for days or weeks, with a characteristic frequency for each person.  Cyclothymic people are more likely to visit their doctors when in low spirits, sometimes seeking help for problems with which they could cope unaided at other times.

  People with depressive personalities have a persistently low mood.  They take a gloomy view of life, anticipating the worst and showing little capacity for enjoyment. With these attitudes they may be difficult to help when physically ill.

   DEPENDANT PERSONALITY.

   People with dependent personalities are compliant, falling in passively with the wishes of other people.  They show little initiative, and often persuade others to help them.  As patients they may be extremely compliant with medication and any treatment that requires no effort on their part; when required to help themselves, for example in a programme of rehabilitation, they are likely to be unsuccessful.

   SCHIZOID PERSONALITY.

   Schizoid people are introspective, self-sufficient, and emotionally cold.  They ngage in fantasy and seem detached from ordinary social relationships.  As atients, they may be hard to relate to, seeming distant, unfeeling, and difficult, to get to know well.

   HELPING PEOPLE WITH UNUSUAL PERSONALITIES.

   Personality cannot be altered in major ways.  However, personality changes a little as people grow older, mainly towards a reduction of aggressive traits.  If the doctor understands the patient's personality, he is less likely to become too closely involved and is more able to predict how the patient will react to illness (as in the examples given above) and comply with treatment.

   PERSONALITY DISORDER

   TYPES OF PERSONALITY DISORDER.

   It is important to recognize personality disorders because they can cause considerable problems to the patient and the family, and also to the general practitioner. The frequency of most personality disorders is not known, but it is certainly less than that of the minor variations described above. It has been estimated that the lifetime prevalence of antisocial personality disorder is between 20 and 30 per thousand.

   The two main schemes of classification are shown in Table 5 (ICD 10 and DSM IV). They classify personality disorders in broadly the same ways, with some differences of detail. The few differences are explained below. Although the categories specified are of some value for statistical purposes and research, it is generally more useful in clinical work to give a brief description of the personality disorder than to assign it to a category.

   Table 5.       CLASSIFICATION OF PERSONALITY DISORDERS.

    ICD 10                                DSM IV *

    Anankastic (obsessive-compulsive)    Obsessive-compulsive

    Histrionic                           Histrionic

    Paranoid                             Paranoid

    Dissocial                            Antisocial

    Schizoid                             Schizoid

                                               Schizotypal

    Impulsive                           Borderline

    Narcissistic

    Anxious (avoidant)            Avoidant

    Dependent                          Dependant

                                               Passive-aggressive

   * The order of listing has been altered to facilitate comparison between the schemes and the text.

   OBSESSIVE PERSONALITY DISORDER

   The features of obsessive personality described above are present but to a much greater degree. There is inhibiting perfectionism and immersion in detail that makes ordinary work a burden, together with guilty preoccupations over minor wrongdoings which stifle enjoyment.  People with this disorder seem humorless, ill at case when others are enjoying themselves, moralistic in their opinions, judgmental in their attitudes, and ungenerous.  They are indecisive, delaying decisions, seeking more and more advice, and then worrying that their decision was wrong.  They are sensitive to criticism and unduly concerned about the opinions of others.  Outwardly they may show little emotion, but inwardly they may have smouldering feelings of anger and resentment, often provoked by other people who have interfered with their routine of life.

   HISTRIONIC PERSONALITY DISORDER.

   People with this disorder always seem to be playing a part and incapable of being themselves. Often they seem unaware that other people can see through their pretences. They enjoy novelty, search restlessly for new experiences, take up short-lived enthusiasms, and readily become bored and discontented. They show a striking lack of consideration for others and a selfish preoccupation.

   Such people are often vain, inconsiderate, and demanding. They may use emotional "blackmail", angry scenes, and demonstrative suicide attempts to force other people to comply with their wishes. Extreme displays of emotion leave others exhausted, while the histrionic person recovers quickly and is surprised that the others are not prepared to forget the scenes as quickly. Sexually provocative behaviour is often combined with a lack of deep feelings, and sometimes with inability to achieve orgasm.

    These qualities may be combined with a remarkable capacity for self-deception. Histrionic people go on believing themselves to be right when all the facts are against it. They also maintain elaborate untruths long after other people have seen through them.

   PARANOID PERSONALITY DISORDER.

   People with this disorder are suspicious and sensitive, and therefore are difficult to help. They mistrust others and suspect their motives. They are touchy, irritable, argumentative, and stubborn. They do not make friendships easily, and are prone to jealousy in sexual relationships. They often appear secretive, devious, and humorless.

 Table 6.  FEATURES OF A PARANOID PERSONALITY DISORDER

    Suspicious    

    Sensitive     

    Mistrustful   

    Argumentative 

    Stubborn      

    Self-important

   They readily feel shame and humiliation, and perceive rebuffs when none are intended. When faced with a deeply humiliating experience, they may develop suspicious ideas that border on delusions (sensitive ideas of reference). They often have a strong sense of self-importance and a powerful conviction of being unusually talented, though unable to fulfil their potential because they have been let down or deceived by other people.

   AFFECTIVE PERSONALITY DISORDERS

   People with these disorders have lifelong abnormalities of mood regulation. Some are persistently depressed (depressive personality disorder), some are persistently elated (hyperthymic personality disorder), and some alternate between depression and elation (cyclothymic or cycloid personality disorder). These personality  disorders are difficult to distinguish from recurrent depressive disorders, inanic disorders, and manic-depressive disorders, and may be aetiologically related to them. (In DSM IV they are classified as mood disorders).

   People with depressive personality disorder are persistently gloomy and pessimistic, and have little capacity for enjoyment.  They worry unduly, brood on misfortunes, and may be irritable.   People with hyperthymic personality disorder are persistently cheerful and optimistic with a striking zest for living.  Some show poor judgement and make rash decisions.

   People with cycloid personality disorder alternate between the depressive and hyperthymic states described above. This instability of mood can be very disadvantageous to the person; for example, in the elated phase he may make commitments that cannot be fulfilled in the depressed phase.

   ANTISOCIAL (DISSOCIAL) PERSONALITY DISORDER.

   This kind of personality is sometimes referred to as psychopathic, (a term that is generally avoided as being depreciatory). The essential features are listed in Table 7. Most people with this disorder cause suffering to other people.

  Table 7. FEATURES OF ANTISOCIAL PERSONALITY DISORDER.

   Failure to sustain relationships

   Disregard of the feelings of others

   Impulsive behaviour

   Low tolerance of frustration

   Tendency to violence

   Lack of guilt

   Failure to learn from experience

   Failure to sustain loving relationships and disregard of the feelings of others can lead to callousness, as in the infliction of painful, cruel, or degrading acts on other people.  There may also be superficial charm enabling the person to make shallow and passing relationships.  Sexual activity is without evidence of tender feelings.  Marriage is marked by lack of concern or by violence towards the partner, and sometimes by neglect or violence to the children.  Many marriages end in separation or divorce. Impulsive behaviour may be reflected in an unstable work record and a lack of consistent striving towards a goal.  This impulsive behaviour, coupled with lack of guilt, low tolerance of frustration, and tendency to violence, is often associated with repeated offences against the law.  Such offences usually start in adolescence with petty acts of delinquency, and may go on to callous and violent crime (which may be made worse by abuse of alcohol or drugs).

   Lack of guilt and failure to learn from experience lead to behaviour that remains intractable despite serious consequences and legal penalties.

   SCHIZOID PERSONALITY DISORDER.

   People with this disorder are emotionally cold, self-sufficient, and detached.  They are introspective and may have a complex fantasy life. (The term schizoid was originally used because of supposed resemblances between the personality and schizophrenia, but there is no evidence for an aetiological link.) Schizoid people are detached; they do not make intimate friendships or have sexual relationships, and usually remain unmarried.  They show little concern for the opinions of others and pursue a lonely course through life. When this personality disorder is extreme, the person is cold, callous, and insensitive.

Table 9.  FEATURES OF SCHIZOID PERSONALITY DISORDER

               Emotionally cold

               Introspective

               Prone to fantasy

               Detached

               Ill at ease in company

   SCHIZOTYPAL PERSONALITY DISORDER.

   These people are eccentric, suspicious, and sometimes have odd ideas (for example about telepathy and clairvoyance), or ideas of reference.  Their speech may be abstract and vague.  Their affect may be inappropriate to the circumstances. It has been suggested that this kind of personality is related to schizophrenia, but such a link is uncertain.

    IMPULSIVE PERSONALITY DISORDER

   This term is used in ICD 10 for people who cannot control their emotions adequately and are subject to sudden unrestrained outbursts of violence or threatening behaviour, particularly in response to criticism by others.  Unlike antisocial personalities, who also exhibit explosions of anger, these people do not lack guilt or have problems in relationships.

   ANXIOUS (OR AVOIDANT) PERSONALITY DISORDER

   This term is used for people who are persistently anxious, ill at ease in company, and fearful of disapproval or criticism. Such people are timid, and cautious about new experiences. They avoid social demands such as taking new responsibilities at work.

   DEPENDANT PERSONALITY DISORDER

   These people have a more extreme form of the characteristics described under dependent personality.  They are weak-willed and passively compliant with the wishes of others.  They lack vigour and self-reliance, and they avoid responsibility.  Some achieve their aims by persuading other people to assist them, whilst protesting their own helplessness. If married, such people may be supported by a more self-reliant spouse; left to themselves, they may drift down the social scale and join the long-term unemployed.

   NARCISSISTIC PERSONALITY DISORDER.

   Narcissism is morbid self-admiration. Narcissistic people have a grandiose sense of self-importance and are preoccupied with fantasies of success, power, and intellectual brilliance.  They crave attention, exploit others, and seek favours but do not return them.  This category overlaps with histrionic personality disorder and antisocial personality disorder.

   BORDERLINE PERSONALITY DISORDER

   This term refers to a personality that is abnormal in several ways, including inability to make stable relationships, persistent feelings of boredom, damaging behaviour such as reckless spending, uncontrolled gambling, or stealing, variable moods, unwarranted outbursts of anger, uncertainty about personal identity, and recurrent suicidal threats or behaviour.  The category overlaps with histrionic, narcissistic, and antisocial personality disorders.

   PASSIVE-AGGRESSIVE PERSONALITY DISORDER

   This term is applied to people who respond to demands made on them with procrastination, dawdling, stubbornness, deliberate inefficiency, simulated forgetfulness, and unreasonable criticism of people in authority.

   TERMS TO AVOID.

   Two commonly used terms should be avoided.  The first is "inadequate personality", a term that is imprecise and often pejorative.  It is better to specify precisely the ways in which the person is unable to meet the demands of life, for example in coping with stress or forming relationships.  Such a specification leads to more constructive ideas about helping the person to cope better.

   The second term to be avoided is "immature personality", which implies a non-specific discrepancy between the patient's behaviour and his chronological age. It is better to specify the exact nature of the behavioural deficit, for example whether it is in social relationships, or the control of emotions, or willingness to take responsibility.

   AETIOLOGY

   Most aetiological research has been concerned with antisocial personality disorder; therefore only this condition will be considered here. The cause of the other personality disorders has been assumed to be a combination of genetic and early environmental factors, but evidence is lacking.

   Genetic factors seem to play a part in causing antisocial personality disorder.  Thus children of parents with this disorder have greater rates of antisocial behaviour than children of parents with other kinds of personality, and this excess has been reported among adopted children of biological parents with antisocial personality.  Identical twins have a concordance rate of about 60 per cent for criminal behaviour compared with about 15 per cent for dizygotic twins; although criminal behaviour has many causes, this finding could reflect concordance of antisocial personality.

   Since brain injury at birth is sometimes followed by impulsive and aggressive behaviour, such injury has been suggested as a cause of antisocial personality disorder.  No convincing evidence has yet been demonstrated.

   A disorder of brain physiology in some antisocial personalities is suggested by reports that non-specific abnormalities in the EEG are more frequent in people with severe antisocial personality disorder than in controls.  These findings could reflect delay in brain development (whether inherited or resulting from minor injury) since similar non-specific EEG abnormalities may be seen in normal adolescents.

   The importance of childhood experience is suggested by reports that separation from parents in early childhood is more frequent among people with antisocial personality disorder than among controls.  This association could be due to parental disharmony preceding the separation rather than to the separation itself, although the latter could be important when it leads to upbringing in an institution.

   THE PROGNOSIS OF PERSONALITY DISORDERS.

   Clinical experience suggests that abnormal personalities tend to become less abnormal as the person grows older, but there is no reliable follow-up information. Aggressive traits are among those that improve with age.  In old age abnormal features of personality may become more intense, causing difficulties for patients and care-givers.

   THE MANAGEMENT OF PERSONALITY DISORDER

   Doctors need to know how to take account of personality when seeing their patients, and how to manage the small number of patients with personality disorders.  Little can be done to change personality, but with understanding it is usually possible to form a better professional relationship with the patient, reduce angry confrontations, improve compliance with treatment, and help with problems at work or in the family.  Such help depends on a thorough assessment of the personality.

   ASSESSMENT

   A scheme for assessing personality has been described above. To obtain a reliable picture it is usually necessary to interview an informant as well as the patient. It is important to elicit positive as well as negative features of the personality. Another important step is to identify any factors that regularly provoke abnormal behaviour.  For example, an aggressive person may not be aggressive in all circumstances but only in response to particular events - often quite minor events that would provoke a mild response in another person.  These events may be of an indirect kind; for example, aggression is sometimes provoked by rejection rather than by challenging behaviour, and rejection may result from the person's poor social skills.  The person may then be helped by counselling and by social skills training to reduce social clumsiness. To understand such patterns of response, the doctor can ask the patient to make a simple daily record of the behaviour in question and the situations in which it occurs.  Most patients cooperate with this practical approach.    Use of alcohol or drugs is an important cause of abnormal behaviour in people with abnormal personalities.  Alcohol may be used for its immediate effect of reducing feelings of tension or unhappiness, but its disinhibiting effects can release histrionic behaviour, or anger directed to other people, or self-harm.  Ideally the person should be persuaded to give up the abuse of alcohol and drugs, and care should be taken in prescribing anxiolytic or hypnotic drugs that may have disinhibiting effects.

   In assessing disorders of personality, the family doctor should enquire into the effects on the family, particularly on any children living with the parent.  These considerations are most important when the person is aggressive, but obsessional histrionic, anxious, and paranoid features can all affect family life.  The effect on other people may first become evident in complaints, of physical rather than emotional symptoms.  Sometimes the general practitioner's time is spent more usefully in supporting other family members than in frequent interviews with the patient.

   GENERAL ASPECTS OF MANAGEMENT

   The relationship with the doctor is important.  The patient should feel that he is valued as a person, and that he can trust and confide in the doctor.  It is important not to allow the relationship to become too intense or dependent.  The general approach should be to help the person to learn from problems and mistakes.  Setbacks should be seen as opportunities to find out more about the problem, not as signs of failure.  The aim is to help the patient to make a series of small steps over a long time, not to bring about a rapid change.   Special care is needed in setting limits for patients with personality disorders. In particular, patients with histrionic personalities may make unreasonable demands; thus they may ask for unnecessary medication, seek help at inappropriate times, attempt to impose impractical conditions on treatment, behave in a seductive way, or threaten overdoses if their demands are not met.  These patterns of behaviour can be very difficult to control, and so it is important to be alert for the first signs and to explain clearly and firmly that such behaviour cannot be accepted because it is bad for the patient as well as disruptive to the doctor's work with other patients.  If, as may happen in general practice, more than one doctor is involved, all should agree the same consistent plan of management.

   DRUG TREATMENT

   Drug treatment has tittle value in treating personality disorder.  An antipsychotic drug may be calming at a time of increased stress.  Although anxiolytic drugs may improve the person's feeling of well-being, they are generally better avoided because, as noted above, they may produce disinhibition (and also dependency). Sometimes problems increase because the patient has developed a depressive disorder which exacerbates the abnormal features of personality.  In these cases antidepressants are prescribed in the usual way. Lithium carbonate has been recommended for people with cyclothymic personality because of the similarity to manic depressive disorder.  It is valuable to obtain the opinion of a specialist in these cases.   Management should not focus exclusively on defects in the personality. Whenever possible the person should be encouraged to develop his assets by obtaining further training, by changing to a job better suited to his skill or interests, or by developing a hobby.  Such actions can improve low self-esteem, which is a frequent problem among people with all kinds of personality disorder.

   PSYCHOTHERAPY.

   Psychotherapy is of value in only a small number of personality disorders.  The choice of suitable patients is difficult and requires a specialist opinion. In general, low self-esteem and difficulties in social relationships may respond to psychotherapy, but antisocial, aggressive, histrionic, schizoid, and paranoid personalities do not.

   THERAPEUTIC COMMUNITY METHODS

   Therapeutic community methods have been tried in the hope that people with antisocial personality will learn from experiences within the daily life of the community and from frequent and intensive discussion of problems. Such treatment is prolonged, and therefore costly, and is suitable for only a small minority of patients who are strongly motivated to change.

”Schizophrenia. Basic clinical symptoms, forms and types of course.”
1. THE TOPICALITY OF THE THEME.

 Of all the mental disorders, schizophrenia can have the most serious effects. It occurs at some time in the life of about one person in a hundred and often runs a chronic course. Hence the care of patients with schizophrenia utilizes many of the resources of the psychiatric services. Although a general practitioner will have only a few patients with chronic schizophrenia, the severity of their problems and the needs of their families will make these patients important in his work.

 2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· modern views on aethiology and pathogenesis of schizophrenia;

· classification of schizophrenia;

· premorbid manifestations of schizophrenia;

· clinical manifestations of schizophrenia;

· classification of clinical forms of schizophrenia;

· types of onset of schizophrenia;

· types of course of schizophrenia;

· approaches to treatment of schizophrenia.

2.2 The student ought to master practical skills of:

· investigating mental state of mentally ill patients;

· diagnosing of schizophrenia;

· planning the treatment of patients with schizophrenia.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

    SCHIZOPHRENIA AND SCHIZOPHRENIA-LIKE DISORDERS.  

       Newcomers to psychiatry often have difficulty in learning about schizophrenia because the clinical presentations and the outcome are so varied. The best starting point is to study simplified descriptions of two variants - the acute syndrome and the chronic syndrome.  When these two syndromes are understood, it is easier to understand the many intermediate forms and to appreciate the common features as well as the diversity of schizophrenia.

CLINICAL FEATURES

THE ACUTE SYNDROME

   Some of the main clinical features of the acute syndrome can be illustrated by a short description of a patient.  A previously healthy 20-year-old male student had been behaving in an increasingly odd way.  At times he appeared angry and told his friends that he was being persecuted; at other times he was seen to be laughing to himself for no apparent reason.  For several months he had seemed increasingly preoccupied with his own thoughts, and his academic work had deteriorated.  When seen by the family doctor he was restless and appeared frightened.  He said that he had heard voices commenting on his actions and abusing him.  He also said that the police had conspired with his university teachers to harm his brain with poisonous gases and take away his thoughts, and that the police had arranged for items referring to him to be inserted into television programs.  This history illustrates the following common features of acute schizophrenia: social withdrawal and impaired performance at work, hallucinations and persecutory ideas, and the false idea of being referred to (a delusion of reference).

   This description provides a basis for a systematic account of the features of the acute syndrome (Table 1). In appearance and behaviour many patients with acute schizophrenia are entirely normal. Some appear awkward in their social behaviour, being preoccupied and withdrawn or otherwise odd.  Others smile or laugh without obvious reason, or appear perplexed by what is happening to them. Some are restless and noisy, and a few show sudden and unexpected changes in behaviour.  Others retire from company, spending much time alone in their rooms and sometimes lying immobile on the bed apparently deep in thought.

 Table 1.     THE ACUTE SYNDROME (POSITIVE SYMPTOMS)

   Appearance and behaviour

      Preoccupied, withdrawn, inactive

      Restless, noisy, inconsistent

   Mood

      Mood change

      Blunting

      Incongruity

   Disorders of thinking g

      Vagueness

      Formal thought disorder

      Disorders of the stream of tought

   Hallucinations

      Auditory

      Visual

      Tactile, olfactory, gustatory

   Delusions

      Primary

      Secondary (particularly persecute

      First-rank (see Table 3)

   Orientation

      Normal

   Attention

      Impaired

   Memory

      Normal (see text)

   Insight

      Impaired

  ABNORMALITIES OF MOOD are common. There are three main kinds.

I. Mood change such as depression, anxiety, irritability, or euphoria.

2. A reduction in the normal variations of mood, which is called    blunting (or flattening) of affect. A patient with this disorder may seem indifferent to others because of unchanging mood.             

3. Emotion not in keeping with the situation, a condition known as incongruity of affect. For example, a patient may laugh when told about the death of his mother.

   SPEECH may reflect an underlying thought disorder. In the early stages, the patient's talk may be vague so that it is difficult to grasp the meaning. Later there may be more definite abnormalities (formal thought disorder). These abnormalities are of several kinds.  Some patients have difficulty in dealing with abstract ideas (a phenomenon called concrete thinking), while others become preoccupied with vague pseudoscientific or mystical ideas. The term loosening of associations denotes a lack of connection between ideas. The links between ideas may be illogical or the content may wander from the theme. In its most extreme form, loosening of associations leads to incoherent thinking. There may be disorders of the stream of thought, such as pressure of thought, poverty of thought, and thought blocking.

    Auditory hallucinations are among the most frequent symptoms of schizophrenia. They may be experienced as simple noises or complex sounds of voices or music.  Voices may utter single words, brief phrases, or whole conversations. The voices may seem to give commands to the patient. A voice may speak the patient's thoughts aloud, either as he thinks them or immediately afterwards. Sometimes two or more voices may seem to discuss the patient in the third person. Other voices may comment on his actions. As explained later, these last three symptoms have particular diagnostic value.

   In schizophrenia visual hallucinations are less frequent than auditory hallucinations, and seldom occur without other kinds of hallucination. A few patients experience tactile, olfactory, gustatory, and somatic hallucinations, which are often interpreted in a delusional way; for example, hallucinatory sensations in the lower abdomen may be attributed to unwanted sexual interference by a persecutor.

   Delusions occur commonly in schizophrenia. Primary delusions  occur occasionally; they are important because they seldom occur in other disorders and are therefore of value in diagnosis. Most delusions are secondary, i.e. they arise from a previous mental change. Some delusions are preceded by so-called delusional mood, which is seldom found in conditions other than schizophrenia; others are preceded by hallucinations. Several kinds of delusion occur.  Persecutory delusions are common but are not specific to schizophrenia.  Less common but of greater diagnostic value are delusions of reference (false beliefs that objects, events, or people have a special personal significance), delusions of control (the feeling of being controlled by an outside agency), and delusions about the possession of thought (the idea that thoughts are being inserted into or withdrawn from the mind, or "broadcast" to other people).

    In acute schizophrenia orientation is normal. Attention and concentration are commonly impaired, and as a result there may be apparent difficulties in remembering, though memory itself is not impaired. Delusional memory, i.e. delusional meaning given to correctly remembered events, occurs in a few patients.

    Insight is usually impaired. Most patients do not accept that their experiences result from illness, often ascribing them instead to the malevolent actions of other people. This lack of insight is often accompanied by unwillingness to accept treatment.
The combination of disturbed behaviour, hallucinations, and delusions is often referred to as positive symptoms. Schizophrenic patients do not necessarily experience all these symptoms. The clinical picture is variable, as explained later in this chapter.

   THE CHRONIC SYNDROME

   In contrast with the "positive" symptoms of the acute syndrome, the chronic syndrome is characterized by "negative" symptoms of hypoactivity, lack of drive, social withdrawal, and emotional apathy, and also by thought disorder. The syndrome can be illustrated by a brief description of a typical patient. A middle-aged man lives in a group home for psychiatric patients and attends a sheltered workshop.  In both places he withdraws from company. He is usually dishevelled and unshaven, and cares for himself only when encouraged to do so by others. His social behaviour is odd and awkward. His speech is slow, and its content is vague and incoherent. When questioned, he says that he is the victim of persecution by extraterrestrial beings who beam rays upon him. He seldom mentions these ideas spontaneously, and he shows few signs of emotion about them or about any other aspects of his life.  For several years this clinical picture has changed little except for brief periods of acute symptoms which are usually related to upsets in the ordered life of the group home.

   This description illustrates several of the features of what is sometimes called a schizophrenic defect state (Table 2). The most striking feature is diminished volition, that is a lack of drive and initiative. Left to himself, the patient may be inactive for long periods or may engage in aimless and repeated activity.

   Social behaviour may deteriorate. Patients may neglect personal hygiene and their appearance. They may withdraw from social encounters. Some behave in ways that embarrass other people by breaking social conventions, for example talking intimately to strangers, shouting obscenities in public, or behaving in a sexually uninhibited manner.  Some patients hoard objects so that their surroundings become cluttered and dirty.

   A variety of uncommon motor disturbances occur which are often called catatonic. They will be described briefly here. Stupor and excitement are the most striking catatonic symptoms. A patient in stupor is immobile, mute, and unresponsive, although fully conscious.  Stupor may change (sometimes quickly) to a state of uncontrolled motor activity and excitement. Chronic schizophrenics make repeated odd and awkward movements. Repeated movements that do not appear to be goal directed are called stereotypies; repeated movements of this kind that do appear to be goal directed are called mannerisms.  Occasionally patients have a disorder of muscle tone which can be detected by placing the patient in an awkward posture; when the sign is present, the patient maintains this posture without apparent distress for much longer than a healthy person could without severe discomfort. This disorder is called waxy flexibility. (The term catatonic schizophrenia is sometimes used when catatonic symptoms are prominent.)

   Table 2.    THE CHRONIC SYNDROME (NEGATIVE SYMPTOMS)

   Lack of drive and activity

   Social withdrawal

   Abnormalities of behaviour

       Stupor or excitement

       Abnormal movements

       Abnormal tonus

   Speech

       Reduced in amount

       Evidence of thought disorder

   Mood disorder

       Blunting

       Incongruity

       Depression

   Hallucinations

       Particularly auditory

   Delusions

       Systematized

       Encapsulated

   Speech is often abnormal, reflecting thought disorder of the same kind as found in the acute syndrome (see above).  Affect is generally blunted, and when emotion is shown it may be incongruous.  Hallucinations are common, and any of the forms occurring in the acute syndrome may occur in the chronic syndrome.

   In chronic schizophrenia delusions are common and often systematized.  They may be held with little emotion.  For example, patients may be convinced that they are being persecuted but show neither fear nor anger.  Delusions may also be 'encapsulated' from the rest of the patient's beliefs.  Thus a patient may be convinced that his private sexual fantasies and practices are widely discussed by strangers, but his remaining beliefs are not influenced by this conviction, nor is his work or social life affected.

   Orientation is normal.  Attention and concentration are often impaired. Memory is not generally abnormal except that some patients have difficulty iii giving their age correctly.  Insight is often impaired; the patient does not recognize that his symptoms are due to illness and is seldom fully convinced in the need for treatment.

     DEPRESSIVE SYMPTOMS IN SCHIZOPHRENIA

    Depressive symptoms occur commonly in both the acute and chronic stages of schizophrenia. There are three reasons for these.

I.  Some depressive symptoms are an integral part of schizophrenia,     that is caused by the process that causes the other symptoms.

2.  Some depressive symptoms are a response to insight into the nature     of the illness and the problems to be faced.  They are a normal reaction to the adverse effects of schizophrenia.

3.  Some depressive symptoms are side-effects of antipsychotic medication.

     FACTORS MODIFYING THE CLINICAL FEATURES

   In schizophrenia several factors can interact with the disease process to modify the clinical picture.

I    Age: the symptoms of adolescents and young adults often include thought disorder, mood disturbance, and disruptive behaviour. With increasing age, paranoid symptomatology is more common and disruptive behaviour is less frequent.

2    Social background may affect the content of delusions and hallucinations, For example, delusions with a religious content are more common among patients from a religious background.

3    The amount of social stimulation has a considerable effect on the type of symptoms.  Understimulation increases "negative" symptoms such as poverty of speech, social withdrawal, apathy, lack of drive, and catatonic symptoms.  Overstimulation induces "positive" symptoms such as hallucinations, delusions, and restlessness. Modern treatment is designed to avoid understimulation; as a result "negative" features including catatonia are less frequent than in the past.  However, this policy can result in a degree of overstimulation leading to more      positive symptoms.

    High emotional expression ("high EE") by people with whom the patient is living is one form of social stimulation that increases symptoms. Overt expressions of criticism seem to be particularly important. The more time that the patient spends in the company of highly critical people, the more likely he is to relapse. This is a reason why some patients are less disturbed when living in a hostel than when living with their family.

     SCHIZOAFFECTIVE DISORDER
     Some patients have at the same time definite schizophrenic symptoms and definite affective symptoms of equal prominence. The affective symptoms may be depressive or manic. These disorders are given a separate place in the classification because it is not certain whether they are a subtype of schizophrenia or of affective disorder.  Schizoaffective disorders usually require both antipsychotic and antidepressant drug treatment. With recovery the affective and schizophrenic symptoms improve together, and most patients lose all their symptoms. Many patients have further episodes, of which some are schizoaffective whilst others are more typically schizophrenic or affective.

   SUBSYNDROMES OF SCHIZOPHRENIA

   Some clinicians recognize four subsyndromes of schizophrenia: (i) a catatonic syndrome in which catatonic symptoms are prominent; (ii) a hebephrenic syndrome in which affective symptoms, hallucinations, and thought disorder are prominent; (iii) a paranoid syndrome in which paranoid delusions are prominent; (iv) simple schizophrenia in which social withdrawal and declining work performance are prominent.  This way of dividing schizophrenia is less useful than the division into acute and chronic syndromes described above because the four subsyndromes do not relate clearly to aetiology, course, or treatment.

   EPIDEMIOLOGY

   The annual incidence of schizophrenia is between 0.1 and 0.5 per 1000 of the population, with the highest rates being among young men and women aged between 35 and 39 years.  The point prevalence of schizophrenia is between 2.5 and 5.3 per thousand (substantially higher than the incidence because some cases become chronic).  The lifetime risk of developing schizophrenia is about I in 100 (7.0-9.0 per thousand).

   DIAGNOSIS

 Table 3.       FIRST-RANK SYMPTOMS OF SCHIZOPHRENIA

    Hearing thoughts spoken aloud

    "Third person" hallucinations

    Hallucinations in the form of commentary

    Somatic hallucinations

    Thought withdrawal or insertion

    Thought broadcasting

    Delusional perception

    Feelings or actions experienced as made or influenced by external 

    agents

   Because the clinical picture is so variable, reliable diagnosis can be difficult. One approach is to base the diagnosis on symptoms that occur in schizophrenia but are rare in other disorders.  In general such symptoms are called discriminating symptoms, but in the case of schizophrenia they are called first-rank symptoms.  These symptoms are listed in Table 3.  The problem with this approach is that the symptoms are not found in all the cases that most people would agree to be schizophrenia. The second approach is to define a specific pattern of symptoms which defines the disorder although each symptom on its own is less discriminating than the first-rank symptoms. The two classification systems, ICD 10 and DSM IV, combine these two approaches in a way that is illustrated by the DSM IV criteria for schizophrenia summarized in Table 4. The first criterion is a list of characteristic symptoms containing some that are first rank (hallucinations in the form of a commentary, third-person hallucinations, and delusions of thought broadcasting) and some that are more frequent but less discriminating (for example prominent hallucinations, loosening of associations, and flat or inappropriate affect). Three other criteria are added: impaired functioning; a minimum duration (6 months in DSM IV but unfortunately a different period (I month) in ICD 10); the exclusion of organic mental disorder, major depression, mania, or the prolongation of autistic disorder (which is a serious mental disorder of childhood.

Table 4.    SUMMARY OF DSM IV CRITERIA FOR SCHIZOPHRENIA

   Characteristic symptoms for at least a week (unless treated early)

      Two symptoms from delusions, prominent hallucinations, loosening of associations, catatonic symptoms, and flat or inappropriate affect
      Bizarre delusions, i.e. totally implausible ideas such as thought       broadcasting
      Auditory hallucinations commentating on the person's behaviour or thoughts, "third person" hallucinations or prominent hallucinations whose content is not congruent with mood

   Impaired functioning below the previous level

   Continuous disturbance for 6 months with an active phase of at least 1 week

   Exclusion  of major depression, mania, or organic mental disorder, and not a prolongation of autistic disorder 

   Both systems provide categories for disorders that fail to meet the diagnostic criteria for schizophrenia in one of the following three ways.

   Too short duration: cases lasting for less than I month are called acute psychotic disorders in both classifications. As mentioned above, DSM IV requires a minimum duration of 6 months for the diagnosis of schizophrenia; therefore an extra category (schizophreniform) is provided for cases lasting less than six months.

   Affective symptoms too prominent: these cases are called schizoaffective in both classifications.

   Delusions without other symptoms of schizophrenia: in both classifications these cases are called delusional disorder (or in ICD 10 persistent delusional disorder). 

    DIFFERENTIAL DIAGNOSIS

   Schizophrenia has to be distinguished from organic syndromes, affective disorder, and personality disorder.

    Among younger patients the most relevant organic diagnoses are drug-induced states, especially the state induced by amphetamine, and temporal lobe epilepsy. The latter has to be considered when the condition is brief and there is evidence of confusion. (In a few patients, chronic temporal lobe epilepsy gives rise to a persistent state resembling schizophrenia more closely.) Among older patients, several organic brain diseases must be excluded.  Delirium can be mistaken for an acute episode of schizophrenia, particularly when there are prominent hallucinations and delusions; the cardinal feature of delirium is clouding of consciousness. Dementia can resemble schizophrenia, particularly when there are prominent persecutory delusions; the finding of memory disorder suggests dementia. Some diffuse brain diseases can present a schizophrenia-like picture without any neurological signs or gross memory impairment; an example is general paralysis of the insane. In seeking to exclude organic disorders, history-taking and mental state examination should focus on clouding of consciousness, memory deficit, and other symptoms and signs which are characteristics of organic disorder but not of schizophrenia, and a thorough physical examination, including a neurological examination, should be carried out.

    The distinction between affective disorder and schizophrenia depends on the degree and persistence of mood disorder (greater in affective disorder), the congruence of any hallucinations or delusions to the prevailing mood (close in affective disorder), and the nature of the symptoms in any previous episodes (if previously affective, then current affective disorder is more likely).  Sometimes, affective and schizophrenic symptoms are equally balanced so that it is not possible to decide whether the primary disorder is affective or schizophrenic. As explained above these cases are diagnosed as schizoaffective disorder.

    Differential diagnosis from personality disorder may be difficult, particularly when there have been insidious changes of behaviour in a young person.  Interviewing relatives can provide valuable information.  It may be necessary to make prolonged observations for first-rank symptoms and other features of schizophrenia before a definite diagnosis can be reached.

   AETIOLOGY

   The aetiology of schizophrenia is not understood completely, but the evidence points towards several factors (Table 5). There is strong evidence for genetic causes, and good reason to believe that stressful life events may provoke the disorder.  Structural changes have been found in the brains of some schizophrenic patients, particularly in the temporal lobes, but it is not yet certain how they are caused.  These and some other aetiological factors will be discussed briefly; a longer account can be found in the Oxford textbook of psychiatry.

 Table 5.     SUGGESTED FACTORS IN THE AETIOLOGY OF SCHIZOPHRENIA

   Predisposing

      Genetic

      Social circumstances

      (child-rearing practice)*

   Precipitating

      Acute life stress

   Maintaining

      Chronic life stress

      Family emotional reactions

   * Unsubstantiated

   GENETICS

   EVIDENCE FOR INHERITANCE. Schizophrenia is more common in the families of schizophrenic patients than in the general population (where the lifetime risk is a little less than I per cent).  Thus among the siblings of schizophrenics the risk is about 14 per cent; among the children of one schizophrenic parent it is about 13 per cent, and among the children of two schizophrenic parents it is about 37 per cent.  Twin studies indicate that a major part of this familial loading is likely to be due to genetic rather than to environmental factors.  The striking finding is that among monozygotic twins the concordance rate (the frequency of schizophrenia in the sibling of the affected twin) is consistently higher (about 50 per cent) than among dizygotic twins (about 17 per cent).  Adoption studies confirm the importance of genetic factors: the likelihood of developing schizophrenia in children who have been separated at birth from a schizophrenic parent and brought up by non-schizophrenic adoptive parents is no less than that in children brought up by their own schizophrenic parent.

    Although twin studies point to genetic factors, they indicate that environmental factors are also important, for even among identical twins half the siblings do not develop schizophrenia.  The nature of these environmental factors will be considered later; at this stage the mode and mechanism of inheritance of the enetic factors will be considered briefly.

   THE MODE OF INHERITANCE. The mode could be monogenic (that is caused by a single gene), polygenic (that is caused by the cumulative effect of several genes), or heterogeneous (that is schizophrenia could be not one disorder but several, each caused by a different gene or genes). Despite much research, it is not known which of these modes of inheritance operates in schizophrenia.

   THE MECHANISM OF INHERITANCE. The mechanism has been studied by molecular genetic methods, which seek to identify a gene that is linked to schizophrenia. Two main mechanisms have been suggested: disordered brain biochemistry and abnormal brain development.

   DISORDERED BRAIN BIOCHEMISTRY. Disordered brain biochemistry has been suggested for three reasons; first, many genetic disorders are caused by this mechanism; second, the response of some schizophrenic symptoms to antipsychotic drugs suggests that they have a biochemical basis; third, the abuse of amphetamine, a drug which increases dopamine functions, can induce a disorder like schizophrenia.  A disorder of dopamine transmission has been suggested, mainly because effective antipsychotic drugs reduce dopaminergic function in the brain.  However, it does not follow, from this drug action that dopamine metabolism is increased in schizophrenia.  The point can be illustrated by referring to Parkinson's disease. In this condition, anticholinergic drugs reduce symptoms; however, the biochemical abnormality is not an excess of acetylcholine function but a deficiency of dopaminergic function.  Despite extensive research, there is still no convincing evidence that disordered activity of dopaminergic systems is the cause of schizophrenia.

   ABNORMAL BRAIN DEVELOPMENT. It has recently been suggested that abnormal brain development is a cause of some cases of schizophrenia. Several strands of evidence suggest that some kind of disorder of brain development could be important in the aetiology of schizophrenia, but the ideas are speculative. First, "soft signs" (neurological signs which do not point to a local lesion in the brain) have been reported in adults with schizophrenia, suggesting a neurological abnormality of some kind. Second, schizophrenics are more likely than other people to have a history of obstetric complications, and these could have caused brain damage. There are also some other suppositions. Much of the evidence is tenuous, but there is good evidence that some patients with schizophrenia have temporal lobe abnormalities that seem to have predated the illness.

   It has been suggested that there may be two groups of schizophrenics. In the first group, the disorder begins before the mid-twenties, with mainly negative symptoms, minor neurological abnormalities, evidence of temporal lobe abnormality, and a chronic course. The second group has mainly positive symptoms of schizophrenia, no neurological abnormalities, and a more benign course. These ideas are stimulating new research, but as yet there is not enough evidence to be certain whether there are two such groups.

   ENVIRONMENTAL FACTORS

   Environmental factors can predispose to the development of schizophrenia, precipitate the onset, provoke relapse after initial recovery, and maintain the disorder in persisting cases.

  Predisposing factors: it has been suggested that adverse living conditions contribute to aetiology, since rates of schizophrenia are higher among people living in areas of social deprivation.  However, this association could arise because people who are developing schizophrenia tend to be ineffective socially and therefore move into socially deprived residential areas ("social drift"). Schizophrenia is more frequent among people of low social class and this association could be explained similarly: either life in a lower social class environment is stressful, or people who are developing schizophrenia tend to move into jobs that are of lower social class. The important precipitating factors of schizophrenia are stressful events occurring shortly before the onset of the disorder.  Maintaining factors include chronic family stress, particularly strongly expressed feelings among family members ("high emotional expression", often referred to as "high EE"). Some schizophrenics are highly aroused (as judged by physiological measures). It has been suggested that social withdrawal is a protective mechanism to reduce arousal, and that strongly expressed feelings within the family provoke relapse by increasing arousal.

   Finally it has been suggested that inconsistent forms of child-rearing predispose to schizophrenia, but such ideas are not supported by evidence. Unfortunately they have had the consequence of engendering unjustified guilt in some parents.

· Classification of forms of schizophrenia
1. Paranoid form – before onset – suspiciousness, hypochondriacal symptoms

- Starts with insomnia, anxiety, restlessness, irritation

- Then paranoid delusions – persecution, reference, poisoning, influencing

- Verbal hallucinations, illusions

- Kandinsky-Clerambault syndrome
2. Hebephrenic form – most malignant, starts in adolescence or juvenile age

- Senseless foolish behaviour, inadequate emotions, bizarre jokes that don’t make others happy

- Monkeying, grimaces, teasing, laughing

- Untidy, increased appetite

- Change their voice, swear or use childlish language

- Poor paralogical and sterotypical thinking

- Hallucinations and delusions are senseless and fragmental

- In 1-2 years - dementia
3. Catatonic form – catatonic stupor and catatonic excitement

Oneiroid state of consciousness – fantastic, catastrophic hallucinations

4. Simple form – mostly negative symptoms – apathic-abulic syndrome

Starts in childhood or adolescence

Late diagnosis leads to personality defect

Types of onset of schizophrenia

Gradual development

· Gradual development of affective-volitional poverty of the personality – lazy, inattentive, day-dreaming, irritation in juvenile age

· Gradual changes in personality traits with anti-social tendencies – hostility, irritation, running away from home

· Gradual changes in personality traits with mannerism and curiosity – withdrawal, new interests, mannerism in speech, negativism, inadequate behaviour

- Psychasthenic onset – in age of 20-25, obsessional ideas and phobias, ambivalence, slowing of thinking, autism, loss of social activities

- Neurasthenic (astheno-hypochondriacal) onset – asthenic and hypochondriacal syndrome, analyzing senses in the body, loss of interest towards the outer world.

- Hysteroid onset – changes of mood, unmotivated depression and tears, ambivalence, inactivity 

- hallucinatory-delusional onset – psychosensory disorders, then auditory hallucinations of pseudohallucinations, then delusions of reference, influence and persecution

Types of acute onset of schizophrenia

· mania-like onset – maniacal excitation with irritation that often changes into inert state

· depressive onset – poverty of movements, mutism, refusal to eat, impulsive suicidal attempts, paramimia

· acute delirious onset – elevated body temperature, excitation, confused state of consciousness, at the same time catatonic or hebephrenic symptoms

· epileptiform onset – epileptiform paraxysmal seizures, general avolition and apathy

Types of course of schizophrenia

1. Chronic course with incontinuous progress or incontinuous progredient type

2. Exacerbation type – between the exacerbations – defect of personality that deteriorates after each exacerbation

3. Recurrent type – atypical mania-like or depressive phases, in remission personality defect is less prominent, gradually periods of remission become shorter and exacerbations become longer

ICD-10

· Incontinuous

· Episodic with progredient defect

· Episodic with stable defect

· Episodic remittant
Types of remission

Complete remission (type A) – absence of positive symptoms, negative symptoms are not prominent and don’t influence quality of life

Incomplete remission (type B) – positive symptoms become significantly less prominent, negative symptoms are moderate and deteriorate the level of quality of life (lowered ability to work)

Incomplete remission (type C) – reduction of positive symptoms, defect of personality is prominent, level of life is significantly deteriorated (complete inability to work)

Partial remission (type D) – symptoms become less acute, psychotic symptoms are not actual for the patient (intrahospital improvement)

COURSE AND PROGNOSIS

   The outcome of schizophrenia varies widely. Approximately a fifth of patients have a single acute episode from which they recover completely Another fifth have several acute episodes with recovery between each. The rest have chronic symptoms, which may begin with an acute disorder or develop insidiously. Some have chronic symptoms with recurrent acute episodes, after which they do not recover to the previous level and so become increasingly disturbed.  About 1 in 10 schizophrenic patients commits suicide at some stage of the illness. Among young patients the risk of suicide is high in the early stage of the disorder when there is still insight into its probable effect on hopes and plans for the future.                                                           

PATTERNS OF OUTCOME IN SCHIZOPHRENIA 

     Acute illness with complete recovery 

     Recurrent acute illness              

     Chronic illness starting acutely*    

     Chronic illness starting insidiously 

     Suicide 

   * Chronic illness may have recurrent acute episodes

   The outcome is best in disorders of acute onset following stress.  Although of some general value, these predictors cannot be used to make a definite prediction for an individual patient. For this reason, advice to patients and relatives should be given cautiously, particularly at the first episode of illness. The general practitioner should usually seek specialist advice about outcome.

FACTORS PREDICTING THE OUTCOME OF SCHIZOPHRENIA

    GOOD PROGNOSIS                  POOR PROGNOSIS

Features of the illness:          Features of the illness:

Sudden onset                      Insidious onset

Short episode                     Long episode

No previous psychiatric history   Previous psychiatric history

Prominent affective symptoms      Negative symptoms

Older age at onset                Older age at onset

Features of the patient:          Features of the patient:

Married                           Single, separated, widowed, divorced

Good psychosexual adjustment      Poor psychosexual adjustment

Good previous personality         Abnormal previous personality

Good work record                  Poor work record

Good social relationships         Social isolation

Good compliance                   Poor compliance

   The factors listed in Table 7 are those operating before or at the onset of schizophrenia.  An account will now be given of factors acting after the disorder has become established.

    LIFE EVENTS. As noted above, stressful life events can precipitate relapses, and patients exposed to many life events generally have a less favorable course. In general, as explained above, an overstimulating environment increases positive symptoms, while an understimulating one increases negative symptoms.  Prognosis depends in part on how far a balance can be achieved between these extremes.

   FAMILY LIFE. Schizophrenics returning to their families after discharge from hospital generally have a worse prognosis than those entering hostels. As explained above, relapse is particularly likely in families where relatives make many critical comments, express hostility, and show signs of emotional overinvolvement. in such families the risk of relapse is greater if patients spend much time in contact with their close relatives (35 hours a week has been suggested as a cutoff point). Reducing this contact by arranging day care appears to improve prognosis.

   CULTURAL BACKGROUND. There is some evidence that the outcome of schizophrenia is more benign in less developed countries, where fewer demands are made on schizophrenics and family support is greater as part of a traditional rural way of life.

    EFFECTS OF SCHIZOPHRENIA ON THE FAMILY.

   As well as the effects of the family on the schizophrenic patient (as described above), the patient's illness affects the family. Family members describe two main groups of problems:

I. problems associated with the patient's social withdrawal, such as    lack of interaction with other family members, lack of conversation, and lack of interests, together with slowness and self-neglect;

2. disturbed and socially embarrassing behaviour, such as restlessness, odd or uninhibited social behaviour, and threats of violence.

      Like care-givers for other chronically handicapped people, relatives of schizophrenics may become anxious or depressed and may feel guilty. They are often uncertain how to deal with odd or difficult behaviour, and they may disagree with one another about these issues. A further problem may be lack of understanding and sympathy among neighbors and friends. The effects on the lives of the family may be very serious. Unfortunately, in most countries community services for chronic schizophrenics are insufficiently funded to provide enough help to relatives. Voluntary organizations help to fill the gap, and the general practitioner and his team have an important role.

    TREATMENT.

   The treatment of schizophrenia can be divided into that for the acute illness and that for chronic disability.  In both, the best results are obtained when drugs and social treatment are combined.  This account first describes the methods and then explains how they are employed in everyday practice.  Therapy of schizophrenia

The therapy of schizophrenia is directed to:

- Regress of psychotic symptoms (3-4 months)

- Stabilizing therapy – curing of residual positive symptoms (3-9 months)

- Renewing of the previous level of psychological and social adaptation and ability to work (6-12 months)

- Prophylactic (supporting) antipsychotic therapy (at least 1-2 years)

Medications, that are used for treatment of schizophrenia

Neuroleptics

1. Derivatives of phenothiazine 

- Aliphatic raw – aminazine, propazine, levomepromazine

- Piperazine raw – zuclopentixol, triftazine, kvetiapine

- Piperidine raw – thioridazine

2. Derivatives of thioxanten – chlorprotixen

3. Derivatives of butyrophenon - haloperidol
- Atypical neroleptics – bind D1-receptors, 5HT2-receptors, have less affinity to D2-receptors

4. Derivatives of dyphenylbutylpiperidine – flushpiren, pimozide

5. Derivatives of dibenzodiazepine – azaleptine, olanzapine

6. Derivatives of indol – carbidine

7. Substituted benzamides – sulpiride, thiapride

8. Derivatives of pirimidine and imidazolidinon – risperidon, sertindol

Neuroleptics of primarily sedative effect – aminazine, tizercine

N. of general antipsychotic effect – aminazine, triftazine, haloperidol

N. of antipsychotic action directed on hallucinatory-paranoid disorders – triftazine, haloperidol, aminazine

N. of antipsychotic effect with stimulative component – sonapax, neuleptil, eglonil, chlorprotixen

    ANTIPSYCHOTIC DRUGS

    TREATMENT OF ACUTE SCHIZOPHRENIA. Antipsychotic drugs have an immediate sedative effect, followed by an effect on symptoms (particularly hallucinations and delusions). The second effect may take up to 3 weeks to develop fully. The various antipsychotic drugs do not differ in therapeutic effectiveness but have different side-effects. Hence it is seldom appropriate to change a drug that has been taken in full dose without undue side-effects because another drug is unlikely to be more effective. However, it is appropriate to change a drug when side-effects prevent full dosage. For an acutely ill patient, treatment usually begins with chlorpromazine 100 mg three times a day or an equivalent dose of another compound; if there is no response the dose can be increased, but seldom exceeds 900 mg of chlorpromazine a day; information should be checked with the manufacturer's literature or a work of reference.  When large doses are given, an anticholinergic drug is often required to prevent the development of acute dystonic reactions, akathisia, or parkinsonian effects.

   TREATMENT AFTER THE ACUTE PHASE.

   Many controlled trials have shown that continued oral or depot medication generally prevents relapse.  However, some patients remain well without drugs, whilst other relapse despite continuing medication.  Unfortunately it is not possible to predict which patients will benefit from continuing drug treatment, and the clinician has to decide by reducing the drugs cautiously when the patient has been free from symptoms for several months, or by increasing them carefully if there has been no response to ordinary doses. 

    Since long-continued antipsychotic medication may lead to irreversible dyskinesias, it is important to avoid unnecessary treatment by reducing dosage cautiously from time to time, increasing it again if symptoms return. Since anticholinergic drugs may increase the likelihood of dyskinesia, they should not be prescribed routinely but only if there are troublesome extrapyramidal side-effects.  Many patients fail to take oral medication regularly over long periods, and therefore depot injections are generally more effective.  

    ANTIDEPRESSANTS AND ELECTROCONVULSIVE THERAPY

    ANTIDEPRESSANTS. As explained already, depressive symptoms are common among patients with schizophrenia.  When the symptoms are severe, antidepressant medication can be given, though with less confidence of success than in depressive disorder.  Antidepressants are indicated also in schizoaffective disorder. Lithium is beneficial for schizoaffective disorder, particularly when there is a mixture of schizophrenic and manic symptoms. (Lithium is not of value for schizophrenia.)

    ELECTROCONVULSIVE THERAPY

   The principal indications for ECT in schizophrenia are (a) when there are severe depressive symptoms accompanying schizophrenia, and (b) in the rare cases of catatonic stupor.  ECT is often rapidly effective in both these conditions, ECT may also be effective in acute episodes of schizophrenia, even without severe depression or stupor, but it is seldom used because drug treatment is simpler and equally beneficial. 

    SOCIAL TREATMENT

   Much of the skill in treating schizophrenia is in arranging an environment that is optimally stimulating. With insufficient stimulation negative symptoms increase; with too much stimulation positive symptoms become more pronounced. To achieve the desired balance, attention has to be given to the patient's accommodation, his work, and his leisure activities. As explained above, strong emotional reactions by relatives are a potent form of stress; therefore an effort should be made to reduce such reactions with family counseling.  If this effort is unsuccessful, the patient may choose to live in a hostel, a group home, or lodgings. A homeless patient may also live in such accommodation.  Similar attention needs to be given to finding suitable work (if necessary in sheltered surroundings) and  suitable leisure activities for the patient.

    As mentioned above, social measures also include support for relatives who may themselves be stressed.

”Affective disorders.”

1. THE TOPICALITY OF THE THEME.

 The word "affect" is a synonym for mood, and affective disorders are so named because their main feature is abnormality of mood. It is part of normal experience to feel unhappy at times of adversity and related at times of good fortune. Depressed mood is also a component of many psychiatric syndromes and occurs commonly with physical illness; elation can occur as part of several psychiatric disorders.  The central features of these syndromes are on the one hand depressed mood, pessimistic thinking, lack of enjoyment, reduced energy, and slowness, and on the other hand elevated mood, hyperactivity, and self important ideas. The first is called depressive disorder; the second is called mania (or, if it is not severe, hypomania).

 2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· classification of affective disorders;

· clinical manifestations of affective disorders;

· types of course of affective disorders;

· somato-vegetative equivalents of affective disorders;

· principles of treatment of affective disorders.

2.2 The student ought to master practical skills of:

· investigating mental state of mentally ill patients;

· diagnosing of affective disorders;

· planning the treatment of patients with affective disorders.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

           Depressive disorder is frequent in general and hospital practice but is often undetected. Unrecognized depressive disorder is a common cause of distress, and also of slow recovery from physical illness.  Therefore it is important that all doctors should be able to recognize the condition, treat the less severe cases, and identify those requiring specialist care because of suicidal risk or for other reasons. Mania is less common than depressive disorder. Nevertheless it is important that the mania is recognized in its early stages because in the later stages the patient becomes increasingly unwilling to accept treatment.

    CLINICAL FEATURES

   DEPRESSIVE SYNDROMES. The clinical presentations of depressive syndromes are so varied that they cannot be described fully in a short space. Depressive disorders are grouped by severity. The account begins with a description of the clinical features of depressive disorders of moderate severity and continues with a description of severe disorders. Certain important variants of these moderate and severe disorders are then described. Finally, the special features of the least severe depressive disorders are outlined.

   In depressive disorders of moderate severity (Table 1) the central features are low mood, lack of enjoyment, pessimistic thinking, and reduced energy, all of which lead to impaired efficiency. The patient's appearance is characteristic. Dress and grooming may be neglected. The facial features are characterized by downturn of the corners of the mouth and vertical furrowing of the centre of the brow.  

The rate of blinking may be reduced. The shoulders are bent, and the head is inclined forwards so that the direction of the gaze is downwards. Gestural movements are reduced. It is important to note that some patients maintain a smiling exterior despite deep feelings of depression.

    Psychomotor retardation is frequent (though as described later some patients are agitated rather than slowed). The retarded patient walks and acts slowly. Slowing of thought is reflected in the patient's speech; there is a long delay before questions are answered, and pauses in conversation may be so long that they would be intolerable to a non-depressed person.

   The mood of the patient is misery. This mood does not improve substantially in circumstances where ordinary feelings of sadness would be alleviated, for example in pleasant company or after hearing good news. The mood may be experienced as different from ordinary sadness; patients sometimes speak of a black cloud pervading all mental activities. Some patients can conceal this mood change from other people, at least for short periods. During clinical interviews some hide their low mood, which is then more difficult for the doctor to detect.

    Anxiety is frequent though not invariable.  Another common symptom is irritability, which is the tendency to respond with undue annoyance to minor demands and frustrations. Agitation is a state of restlessness, experienced by the patient as inability to relax, and seen by an observer as restless activity.  When it is mild the patient plucks at his fingers and makes restless movements of his legs; when it  is severe, he cannot sit for long but paces up and down.

    Lack of interest and enjoyment is frequent, though not always complained of spontaneously. The patient shows no enthusiasm for activities and hobbies that he would normally enjoy.  He feels no zest for living and no pleasure in everyday things.  He often withdraws from social encounters. Reduced energy is characteristic (though sometimes associated with a degree of physical restlessness that can mislead the observer). The patient feels lethargic, finds everything an effort, and leaves tasks unfinished. For example, a normally house-proud woman may leave the beds unmade and the dirty plates on the table. Understandably, many patients attribute this lack of energy to physical illness.

    Biological symptoms are important. They include sleep disturbance, diurnal variation of mood, loss of appetite, loss of weight, constipation, loss of libido, and, in women, amenorrhoea.  These symptoms are frequent but not invariable in depressive disorders of moderate degree. (They are less usual in mild depressive disorders, but particularly common in severe disorders.) Some of these symptoms require further comment.

    In depressive disorders sleep disturbance is of several kinds.  Most characteristic is early-morning waking, but delay in failing asleep and waking during the night also occur. Early-morning waking occurs two or three hours before the patient's usual time; he does not fall asleep again, but lies awake feeling unrefreshed and often restless and agitated. He thinks about the coming day with pessimism, broods about past failures, and ponders gloomily about the future. It is this combination of early waking with depressive thinking that is important in diagnosis. It should be noted that some depressed patients sleep excessively rather than wake early, but they still report waking unrefreshed. Mood is characteristically worse in the morning than in the later part of the day; this pattern of mood change is known as diurnal variation.

    In depressive disorders, weight loss often seems greater than can be explained merely by the patient's lack of appetite.  Some patients have disturbances of eating and weight towards excess - they eat more and gain weight.  Usually it seems that eating brings them temporary relief from their distressing feelings.

     Pessimistic thoughts ("depressive cognitions") are important symptoms which can be divided into three groups.  The first group is concerned with the present. The patient sees the unhappy side of every event, he thinks that he is failing in everything he does and that other people see him as a failure, and he loses confidence and discounts any success as a chance ha happening for which p he can take no credit.

   The second group of thoughts is concerned with the future.  The patient expects the worst. He foresees failure in his work, the ruin of his finances, misfortune for his family, and an inevitable deterioration in his health. These ideas of hopelessness are often accompanied by the thought that life is no longer worth living and that death would come as a welcome release. These gloomy preoccupations may progress to thoughts of, and plans for, suicide. It is important to ask about these ideas in every case. 

    The third group of thoughts is concerned with the past. They often take the form of unreasonable guilt and self-blame about minor matters; for example, a patient may feel guilty about past trivial acts of dishonesty or of letting someone down. Usually these events have not been in the patient's thoughts for years, but with the development of depression they flood back into his memory with intense feelings.  Preoccupations of this kind strongly suggest depressive disorder.  Some patients have similar feelings of guilt but do not attach them to any particular event.  Other memories are focused on unhappy events; the patient remembers occasions when he was sad, when he failed, or when his fortunes were at a low ebb. These gloomy memories become increasingly frequent as the depression deepens.

     Complaints about physical symptoms are common in depressive disorders. They take many forms, but complaints of constipation and of aching discomfort anywhere in the body are particularly common.  Complaints about pre-existing physical disorders usually increase, and hypochondriacal preoccupations are common. Several other psychiatric symptoms may occur as part of a depressive disorder, and occasionally one of them dominates the clinical picture. They include depersonalization, obsessional symptoms, phobias, and hysterical symptoms such as fugue or loss of function of a limb. Complaints of poor memory are also common; they result from poor concentration, and if the patient is encouraged to make a special effort, retention and recall can usually be shown to be normal. Sometimes, however, apparent impairment of memory is so severe that the clinical presentation resembles that of dementia.  This presentation, which is particularly common in the elderly, is sometimes called depressive pseudodementia.

   MASKED DEPRESSION. The term "masked depression" is sometimes used when there are depressive features but depressive mood is not conspicuous. There is no reason to regard this condition as a separate syndrome, but the term is useful in drawing attention to a mode of presentation that is easily missed. Masked depression is discussed in the chapter on general hospital psychiatry. Here it should be noted that diagnosis depends on a careful search for the other features of depressive disorder, particularly sleep disturbance, diurnal mood variation, and depressive cognition. Masking is most likely to occur with mild or moderate disorders, but occasionally it is present with severe disorders.

   SEVERE DEPRESSIVE DISORDER. As depressive disorders become more severe, all the features described above occur with greater intensity.  In addition, there may be delusions and hallucinations ("psychotic" symptoms; the disorder is then sometimes called psychotic depression.                                                                                                           
   The delusions of severe depressive disorders are concerned with the same themes as the non-delusional thinking of moderate depressive disorders. These themes are worthlessness, guilt, ill health, and, more rarely, poverty. A patient with a delusion of guilt may believe that some dishonest act, such as a minor concealment in making a tax return, will be discovered and that he will be punished  severely and humiliated.  He is likely to believe that such punishment  is deserved. A patient with hypochondriacal delusions may be convinced that he has cancer or venereal disease.  A patient with a delusion of impoverishment may wrongly believe that he has lost all his money in a business venture. A patient with nihilistic delusions may believe that he has no future, or that some part of him has ceased to exist or function (for example that his bowels are wholly blocked). A patient with persecutory delusions may believe that other people are discussing him in a derogatory way or are about to take revenge on him. When persecutory delusions are part of a depressive syndrome, the patient typically accepts the supposed persecution as something he deserves.  

    Perceptual disturbances may also be found in severe depressive disorders. Sometimes these fall short of true hallucinations.  A few patients experience definite hallucinations, which are usually auditory in the form of voices addressing repetitive words and phrases to the patient. The voices seem to confirm his ideas of worthlessness (for example, "you are an evil man; you should die"), or make derisive comments, or urge the patient to take his own life. A few patients experience visual hallucinations, sometimes in the form of scenes of death and destruction.

   Suicidal ideas should be enquired about carefully in any patient with a severe depressive disorder.

   OTHER VARIANTS OF MODERATE AND SEVERE DEPRESSIVE DISORDER.

The term agitated depression is applied to depressive disorders in which agitation is prominent. As already mentioned, agitation occurs in many severe depressive disorders, but in agitated depression it is particularly severe.  Agitated depression occurs more commonly among the middle-aged and elderly than among younger patients.  However, there is no reason to assume that agitated depression differs in other important ways from other depressive disorders.

    The term retarded depression is sometimes applied to depressive disorders in which psychomotor retardation is prominent. There is no reason to classify these disorders as a separate syndrome. If the term is used at all, it should be in a purely descriptive sense. In its most severe form, retarded depression shades into depressive stupor.

    Depressive stupor is a rare condition occurring in severe depressive disorder. Slowing of movement and poverty of speech become so extreme that the patient is motionless and mute.  Afterwards he can recall the events taking place when he was apparently inaccessible. This state sometimes gives way to periods of excitement in which the patient is overactive and noisy.  Depressive stupor is rarely seen now that active treatment is widely available.

    MILD DEPRESSIVE DISORDER. It might be expected that mild depressive disorders would present with symptoms similar to those of the depressive disorders described already, but with less intensity.  Sometimes this is so, with the patient complaining of low mood, lack of energy and enjoyment, and poor sleep. In mild depressive disorder, however, there are frequently other symptoms that occur less often in severe disorders. These symptoms can be broadly characterized  as "neurotic"; they include anxiety, phobias, obsessional symptoms, and, less often, conversion symptoms.  Although anxiety may be a symptom in all degrees of depressive disorder, it can be just as severe in mild as in severe disorders.  This finding has suggested that these mild depressive disorders are a separate syndrome and not just a minor variant of moderate and severe cases.  Because of the nature of the additional symptoms, this syndrome has been called neurotic depression.

   Apart  from the "neurotic" symptoms sometimes found, mild depressive disorders are characterized by the expected symptoms of low mood, lack of energy and interest, and irritability. There is sleep disturbance, but not the early-morning waking that is so characteristic of more severe depressive disorders. Instead there is more often difficulty in falling asleep, together with periods of waking during the night usually followed by sleep at the end of the night. Biological features (poor appetite, weight loss, and low libido) are not usually found.  Mood may vary during the day, but it is usually worse in the evening than in the morning. The patient may not be obviously dejected in appearance or slowed in movement. Delusions and hallucinations do not occur.

        MANIA

    As already mentioned the central features of the syndrome of mania  are elation or irritability, increased activity, and self-important ideas (Table 4). When the mood is elevated, the patient seems cheerful and optimistic, and may have a quality sometimes described as infectious gaiety. However, other patients are irritable rather than euphoric, and can easily become angry.  The mood often varies during the day, though not with the regular rhythm characteristic of many severe depressive disorders.  In patients who are elated, high spirits are sometimes interrupted by brief episodes of depression.

   The patient's appearance often reflects the prevailing mood. Clothing may be brightly coloured and ill-assorted. When the condition is more severe, the appearance is often untidy and dishevelled. There is overacting which is often persistent and can lead to physical exhaustion. Manic patients are distractible, starting many activities but leaving them unfinished as they turn to new ones. Their speech is often rapid and copious as their thoughts occur in quick succession (pressure of speech). When the disorder is more severe, there is flight of ideas in which changes are so rapid that it is difficult to follow the train of thought. Sleep is often reduced. The patient wakes up feeling lively and energetic, often rises early, and engages in noisy activity, to the surprise of other people. Appetite is increased, and food may be eaten greedily with little attention to conventional manners. Sexual desires are increased and sexual behaviour may be uninhibited. Women sometimes neglect precautions against pregnancy, a point requiring particular attention when the woman is of childbearing age. 

    Expansive ideas are common. The patient believes that his ideas are original, his opinions important, and his work of outstanding quality. Many patients become extravagant, spending more than they can afford on expensive cars or jewellery.  Others make reckless decisions to give up good jobs, or embark on plans for harebrained and risky adventures.

  Sometimes these expansive themes are accompanied by grandiose delusions. The patient may believe that he is a religious prophet or an expert destined to advise statesmen about great issues.  At times there are delusions of persecution, with the patient believing that people are conspiring against him because of his special importance.  

Delusions of reference and passivity feelings also occur, and "first-rank" symptoms occur in up to a fifth of manic patients.  Neither the delusions nor the first-rank symptoms last long: most disappear or change in content within days (if they last longer the diagnosis should be reconsidered, since a schizophrenic disorder can start with a state of excitement).

    Hallucinations also occur.  They are usually consistent with the mood, taking the form of voice speaking to the patient about his special powers or, occasionally, visions with a religious content.
   Insight is invariably impaired.  The patient may see no reason why his grandiose plans should be restrained or his extravagant expenditure curtailed, He seldom thinks himself ill or in need of treatment.

    Most manic patients can exert some control over their symptoms for a short time.  Many do so when the interviewer is assessing the indications for treatment, with the result that the severity of the disorder may be underestimated.  For this reason it is important to interview an informant as well as the patient. The following points help in assessing severity.

    When mania is mild, there is increased physical activity and speech, mood is labile and mainly euphoric, but giving way to irritability at times, ideas are expansive, with the patient often spending more money than he can afford, and sexual drive increases.  When mania is moderate, there is marked hyperactivity with pressure and disorganization of speech, the euphoric mood is increasingly interrupted by periods of irritability, hostility, and depression, and grandiose and other preoccupations may become delusional.  When mania is severe, there is frenzied hyperactivity, thinking is incoherent and delusions become increasingly bizarre, and hallucinations are experienced.  Very rarely the patient becomes immobile and mute - a state known as manic stupor.  It should be emphasized that the above account is merely a guide and there is no invariable sequence from mild to severe mania.

    MIXED AND ALTERNATING AFFECTIVE STATES

   In mixed affective states manic and depressive symptoms occur together. Thus an overactive and over-talkative patient may be having profoundly depressive thoughts including suicidal ideas.  In alternating affective states mania and depression follow each other in a sequence of rapid changes.  Thus a manic patient may become intensely depressed for a few hours and then quickly return to a manic state. Occasionally severe states of mania and depression follow one another regularly with intervals of a few weeks or months between them.

    CLASSIFICATION OF DEPRESSIVE DISORDERS

   There is no general agreement about the best method of classifying depressive disorders. Three broad approaches have been tried. The first attempts to base classification on aethiology, the second on symptoms, and the third on the course of the disorder. In this section each of these approaches is described in turn, and an indication of how depressive disorders are classified in ICD 10 and DSM IV is given.  Finally, it is suggested that classifying depressive disorders is less useful for clinical purposes than describing them systematically; a descriptive scheme is then proposed.

   CLASSIFICATION BASED ON AETIOLOGY

   ENDOGENOUS AND REACTIVE DEPRESSION. Although not part of the official systems of classification, the terms endogenous depression and reactive depression are used by some psychiatrists. In endogenous disorders, symptoms are caused by factors within the individual person and are independent of external stressers. In reactive disorders, symptoms are a response to external stressors. In practice the causes of depressive disorders are seldom wholly within or wholly external to the patient; more often they are mixed. Hence this system of classification produces overlapping groups. It may also discourage a search for the whole range of causes in an individual patient when factors of one type have been identified.

   PRIMARY AND SECONDARY DEPRESSIVE DISORDERS. In this scheme a distinction is made between (i) secondary depressive disorders, which are thought to be induced by another disorder such as schizophrenia, anxiety neurosis, alcoholism, medical illness, or the taking of certain drugs (such as steroids), and (ii) primary depressive disorders, in which no such antecedent disorder is found.  No important clinical differences have been identified between depressive disorders separated in this way.  The classification is of little use to the clinician.

    CLASSIFICATION BASED ON SYMPTOMS.

    NEUROTIC AND PSYCHOTIC DEPRESSIONS. As already explained, certain symptoms are often more intense in mild than in severe disorders.  This difference in symptom intensity has led to the suggestion that there are two distinct forms of depressive disorder, neurotic and psychotic.  Statistical studies have been carried out to test this idea but the results have been contradictory.  Certainly psychotic symptoms are an index of the severity of depressive disorders, but they do not appear to indicate any other reason for distinguishing between two categories of patient.

   CLASSIFICATION BY COURSE AND TIME OF LIFE.

   UNIPOLAR AND BIPOLAR DISORDERS. In this classification a separation is made between patients with a depressive disorder who have previously had a manic disorder (bipolar) and patients with a depressive disorder who have never had a manic disorder (unipolar disorder).  All patients with mania are included in the bipolar group, whether or not they have ever had a depressive disorder (a potentially confusing convention because such patients have experienced only one "pole" of the bipolar disorder).  The reason for this convention is that most manic patients eventually develop a depressive disorder.  It is also true that some unipolar depressed patients, eventually develop mania; hence the unipolar group is not "pure". Despite this limitation, the division into unipolar and bipolar disorders is probably the most useful classification so far proposed because it has some implications for prognosis.

    RECURRENT BRIEF DEPRESSION. This term is applied to repeated short episodes of depressive disorder (lasting 2 days to at most 2 weeks) with complete recovery. The term is recent and may or may not denote a distinct entity.

   SEASONAL AFFECTIVE DISORDER. Some people repeatedly develop a depressive disorder at the same time of year.  In some cases this timing reflects extra demands placed on the person either at work or in other aspects of his life. In other cases there is no such extra demand and it has been suggested that the cause is related to changes in the season, for example in the length of daylight.  Although these affective disorders are characterized mainly by the season in which they occur, they are also said to be characterized by some symptoms that are less common in other affective disorders, for example hypersomnia and increased appetite with craving for carbohydrate.  The most common pattern is believed to be onset in the autumn or winter with recovery in the spring or summer.  This pattern has led to the suggestion that shortening of daylight is important.  There have been reports of improvement after exposure to artificial light during hours of darkness, but there is insufficient evidence to be certain whether, and for which patients, this treatment is effective.  
   INVOLUTIONAL AND SENILE DEPRESSION. In the past, depressive disorders starting in middle life were thought to be a separate group, characterized by agitation and hypochondriacal symptoms. It was suggested that they might have a distinct aetiology, such as involution of the sex glands. Elderly patients with   depression were regarded as having a separate condition known as senile depression. Although there is no evidence that classification by age of onset is useful,  these terms are still used by some clinicians.

    CLASSIFICATION IN ICD and DSM.

    The main categories of affective disorders in DSM IV and in the draft version of ICD 10 are shown in Table 5.  

  There are two main similarities. First, both systems distinguish between single and recurrent episodes of disorder. Second, both distinguish between recurrent mild disturbances of mood, which are insufficient to be classed as manic or depressive disorders, and more severe disturbances (disorders). Episodes in the first group - recurrent mild disturbances of mood - are known as cyclothymia if there is an alternation of high and low mood and dysthymia if they are of low mood only.

  THE CLASSIFICATION OF AFFECTIVE DISORDERS.

        ICD 10                         DSM IV

Manic episode                        Manic episode

Depressive episode                   Major depressive episode

   Mild

   Moderate

   Severe without psychotic symptoms

   Severe with psychotic symptoms

Bipolar affective disorder           Bipolar disorders

   Currently manic                      Manic

   Currently depressed                  Depressed

   Currently mixed                      Mixed

   In remission

Recurrent depressive disorders       Depressive disorders

   Mild                                 Major depression, single 

   Moderate                             episode

   Severe without psychotic symptoms    Major depression, recurrent

   Severe with psychotic symptoms

Persistent mood (affective) states

   Cyclothymia                          Cyclothymia 

   Dysthymia                            Dysthymia   

Other mood (affective) disorders     Depressive disorders not 

                                     otherwise specified

   Recurrent brief disorder             Recurrent brief depression

   CLASSIFICATION AND DESCRIPTION IN EVERYDAY PRACTICE.

   Although neither DSM IV nor ICD 10 is entirely satisfactory in its classification of depressive disorders, it seems unlikely that any further rearrangement of descriptive categories will be better.  The solution will come only when we have a better understanding of aethiology.  For most clinical purposes, it is better to describe affective disorders systematically than to classify them.  The systematic description should refer to the severity, the type of episode, and the course of the disorder, together with an evaluation of the relative importance of endogenous and reactive causation.

   This scheme is shown in Table 6. The severity of the episode is described as mild, moderate, or severe. The type of episode is described as depressive, manic, or mixed. Any special features are noted, namely neurotic symptoms, psychotic symptoms, agitation, retardation, or stupor. The course of the disorder is characterized as unipolar or bipolar. If the term bipolar is used descriptively, it is logical to restrict it to patients who have had both manic and depressive episodes. As noted above, however, it has become conventional to record all manic episodes as bipolar even if there has been no depressive disorder.

    Finally, the predominant aethiology is recorded. Almost invariably, there are both endogenous and reactive causes.

    COURSE AND PROGNOSIS

    Bipolar disorders usually begin in the first half of life, with 90 per cent starting before the age of 50. They run a recurring course with recovery between episodes of illness. Each episode generally lasts on average about 3 months. Most patients experience depressive as well as manic episodes, but a few have only manic episodes.

    Unipolar disorders may start at any time from adolescence to late life (it is possible but not certain that some start in childhood. With treatment each episode lasts 2-3 months on average, but a significant minority last for years. Except among the elderly most patients recover eventually from the episode, though there may be recurrences.

     Suicide is substantially more frequent among patients with affective disorder than among the general population.  It is reported that 10-17 per cent of patients with severe depressive disorder eventually commit suicide.

    TREATMENT

   TREATMENT OF DEPRESSIVE DISORDER

   STANDARD ANTIDEPRESSANT DRUGS. A wide range of antidepressant drugs has been tested in clinical trials. The first to be introduced, and still the standards against which others are judged, are the tricyclic drugs imipramine and amitriptyline.  These drugs are effective in both mild and severe depressive disorders; in severe disorders they are as effective as ECT, but they take 2 weeks or more to achieve an effect while ECT has a more rapid action.

   NEWER ANTIDEPRESSANT DRUGS. Many antidepressant drugs have been developed since imipramine and amitriptyline were first introduced, but none has been shown to have a greater or more rapid effect.  If a depressive disorder fails to respond to full doses of imipramine or amitriptyline, there is no evidence that it will respond to another drug.  therefore, the value of alternatives resides in differences in side-effects and toxicity in overdose.
   MONOAMINE OXIDASE INHIBITORS. These drugs are generally less effective than tricyclics for severe depressive disorders and no more effective for the mild disorders. However, some cases fail to respond to tricyclic antidepressants   but do respond to monoamine oxidase inhibitors. These drugs reach their maximum effect slowly and up to 6 weeks may be needed. Because monoamine oxidase inhibitors potentiate the effects of pressor amines including tyramine (found in some common foods) and synthetic amines used as decongestants and vasoconstrictors, these interactions can cause dangerous increases in blood pressure.   

Therefore it is better not to use these drugs as the first treatment but to reserve them for patients who have not improved with adequate dosage of a tricyclic drug.    It has been reported that the effect of a tricyclic and a monoamine oxidase inhibitor in combination is greater than that of either drug alone, but this report has not been confirmed by convincing clinical trials.  

   ELECTROCONVULSIVE THERAPY.  Clinical trials have shown that the antidepressant action of ECT is quicker than that of tricyclics - it starts earlier and is significantly greater after 4 weeks of treatment.  After 6 months, however, the results of the two treatments are similar.

    ECT is most effective for severe depressive disorders, particularly those with marked weight loss, early-morning wakening, retardation, and delusions.  It is much less effective when there is evidence of poor premorbid adjustment, hypochondriacal and histrionic features, and a fluctuating course, features that also predict a poor response to imipramine.  Delusions and retardation are the best predictors of improvement with ECT as against improvement during ECT placebo treatment.  Patients with a depressive disorder and delusions also respond better to ECT than to tricyclic antidepressants, and so ECT seems to be the treatment of choice for this group.

   LITHIUM. Lithium is generally used to prevent mood disorder, but it can also be used to treat depressive disorder.  Lithium has a therapeutic effect in the acute stage of depressive disorders, but it is less than that of tricyclic drugs; hence lithium is seldom used for this purpose, either as a first treatment or after failed tricyclic therapy.  However, there is some evidence that combined treatment with lithium and a tricyclic antidepressant, or with lithium and a monoamine oxidase inhibitor, is effective in patients who have not responded to a single antidepressant.  Both forms of combined treatment should be initiated by a specialist and used cautiously, particularly when lithium is given with a monoamine oxidase inhibitor.

    PSYCHOLOGICAL TREATMENT. All depressed patients require supportive treatment to sustain them until improvement takes place. Such treatment has less effect than drug treatment on the biological symptoms of depression; but it can reduce interpersonal problems that are important in maintaining depressive symptoms. 

   TREATMENT FOR MANIA

   ANTIPSYCHOTIC DRUGS. Antipsychotic drugs such as chlorpromazine and haloperidol have proven value in the treatment of acute mania. Lithium carbonate has also been shown to be effective; however, it takes a week or more to produce its effects and is therefore not the first choice for acutely disturbed patients.

    ECT (ELECTROCONVULSIVE THERAPY). ECT has a therapeutic effect in mania as well as in depressive disorder. To produce a sustained effect, this treatment has to be given more frequently ill mania than in depressive disorder (usually three times as against twice a week).  Hence ECT is not a first-line treatment. ECT is occasionally used in the rare cases when antipsychotic drugs are ineffective and the patient is so seriously disturbed that to await natural recovery is not justified.

   PREVENTION OF RELAPSE AND RECURRENCE.

   Strictly speaking, relapse means the return of symptoms after initial improvement during a single episode of illness, and recurrence means the start of a new episode of illness after recovery from the first. In practice the two terms are often interchangeable. Continuation treatment refers to prevention of relapse, whilst prophylactic (or preventative) treatment refers to the prevention of recurrence; however, this distinction is not always maintained.   The relapse rate for unipolar depressive disorders is reduced by antidepressant treatment for 6 months after recovery from the acute illness. Longer treatment prevents longer recurrence.  Lithium carbonate also reduces recurrence, though it may be less effective than tricyclic antidepressants.

   For bipolar depressive disorders, continuation treatment with lithium carbonate is effective in preventing relapse into mania and is as effective as antidepressant drugs in preventing relapse into depressive disorder.  Carbamazepine may be used for patients who do not respond to lithium carbonate, though the evidence for its preventative effects is less strong than for lithium.  Relapse into mania may be induced by the continued use of antidepressant medication.

    Social and psychological factors also contribute to relapse in unipolar and bipolar disorders.  Marital disharmony seems to be important, particularly in the form of repeated criticism of the patient by the spouse.  Although there is no proof that attention to these factors is helpful, it is reasonable to try to reduce social stresses in patients who relapse despite adequate drug treatment.

    It has been proposed that cognitive therapy reduces the relapse and recurrence rate after a depressive disorder. The evidence is not yet strong enough to support the routine use of cognitive therapy, but this treatment may be tried for patients who have repeated episodes of depression related to depressive forms of thinking.

” Classification of psychotropic medications, indications, 
side-effects and methods of their correction.”
1. THE TOPICALITY OF THE THEME.

      Treatment and support for mental disorders in many countries is  based on a recovery model that is meant to support each individual's independence, choice and personal journey to regain a meaningful life, although individuals may be treated against their will in a minority of cases. There is a range of different types of treatment and what is most suitable depends on the disorder and on the individual.

2. GOALS OF THE CLASS.

2.1 The student must know theoretically:

· classification of psychotropic drugs;

· indications for prescription of psychotropic drugs of each group;

· side-effects of psychotropic drugs;

· methods of correction of side-effects of psychotropic drugs.

 2.2 The student ought to master practical skills of:

· planning and prescribing treatment to patients with mental disorders;

· revealing side-effects of psychotropic medications in mentally ill patients,

· planning and prescribing methods of correction of side-effects of psychotropic medications. 

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

 
Classification of psychotropic drugs:

1. Neuroleptics (antipsychotics)

2. Antidepressants

3. Anxiolytics (tranquilizers)

4. Mood stabilizings drugs 
5. Nootropic drugs

6. Sedative drugs
Antipsychotic medications belong to several different chemical groups but are similar in their therapeutic effects. These medications have a calming effect that is valuable in the relief of agitation, excitement, and violent behaviour in persons with psychoses. The drugs are quite successful in reducing the symptoms of schizophrenia, mania, and delirium, and they are used in combination with antidepressants to treat psychotic depression. The drugs suppress hallucinations and delusions, alleviate disordered or disorganized thinking, improve the patient’s lucidity, and generally make an individual more receptive to psychotherapy. Patients who have previously been agitated, intractable, or grossly delusional become noticeably calmer, quieter, and more rational when maintained on these drugs. The medications have enabled many patients with episodic psychoses to have shorter stays in hospitals and have allowed many other patients who would have been permanently confined to institutions to live in the outside world. The antipsychotics differ in their unwanted effects: some are more likely to make the patient drowsy; some to alter blood pressure or heart rate; and some to cause tremor or slowness of movement.
In the treatment of schizophrenia, antipsychotic drugs partially or completely control such symptoms as delusions and hallucinations. They also protect the patient who has recovered from an acute episode of the mental illness from suffering a relapse. The newer antipsychotic medications also treat social withdrawal, apathy, blunted emotional capacity, and the other psychological deficits characteristic of the chronic stage of the illness.

No single drug seems to be outstanding in the treatment of schizophrenia. In an individual patient, one drug may be preferred to another because it produces less-severe unwanted effects, and the dose of any one drug needed to produce a therapeutic effect varies widely from patient to patient. Because of these individual differences, it is common for psychiatrists to substitute a drug of a different chemical group when one drug has been shown to be ineffective despite its use in adequate dosage for several weeks.

In an acute psychotic episode, a drug such as chlorpromazine, olanzepine, or haloperidol usually has a calming effect within a day or two. The control of psychotic symptoms such as hallucinations or disordered thinking may take weeks. The appropriate dosage has to be determined for each patient by cautiously increasing the dose until a therapeutic effect is achieved without unacceptable side effects.

Dopamine-receptor blockade is responsible for the main side effects of first-generation antipsychotic medications. These symptoms, which are termed extrapyramidal symptoms (EPS), resemble those of Parkinson disease and include tremor of the limbs; bradykinesia (slowness of movement with loss of facial expression, absence of arm-swinging during walking, and a general muscular rigidity); dystonia (sudden, sustained contraction of muscle groups causing abnormal postures); akathisia (a subjective feeling of restlessness leading to an inability to keep still); and tardive dyskinesia (involuntary movements, particularly involving the lips and tongue). Most extrapyramidal symptoms disappear when the drug is withdrawn. Tardive dyskinesia occurs late in the drug treatment and in about half of the cases persists even after the drug is no longer used. There is no satisfactory treatment for severe tardive dyskinesia.

Anxiolytics 

The drugs most commonly used in the treatment of anxiety are the benzodiazepines, which have replaced the barbiturates because of their vastly greater safety. Benzodiazepines differ from each other in duration of action rather than effectiveness. Smaller doses have a calming effect and alleviate both the physical and psychological symptoms of anxiety. Larger doses induce sleep, and some benzodiazepines are marketed as hypnotics. The benzodiazepines have become among the most widely prescribed drugs in the developed world, and controversy has arisen over their excessive use by the public.

The side effects of these medications are usually few—most often drowsiness and unsteadiness. Benzodiazepines are not lethal even in very large overdoses, but they increase the sedative effects of alcohol and other drugs. The benzodiazepines are basically intended for short- or medium-term use, since the body develops a tolerance to them that reduces their effectiveness and necessitates the use of progressively larger doses. Dependence on them may also occur, even in moderate dosages, and withdrawal symptoms have been observed in those who have used the drugs for only four to six weeks. In patients who have taken a benzodiazepine for many months or longer, withdrawal symptoms occur in 15 to 40 percent of the cases and may take weeks or months to subside.

Withdrawal symptoms from benzodiazepines are of three kinds. Such severe symptoms as delirium or convulsions are rare. Frequently the symptoms involve a renewal or increase of the anxiety itself. Many patients also experience other symptoms such as hypersensitivity to noise and light as well as muscle twitching. As a result, many long-term users continue to take the drug not because of persistent anxiety but because the withdrawal symptoms are too unpleasant.

Because of the danger of dependence, benzodiazepines should be taken in the lowest possible dose for no more than a few weeks. For longer periods they should be taken intermittently, and only when the anxiety is severe.

Benzodiazepines act on specialized receptors in the brain that are adjacent to receptors for a neurotransmitter called gamma-aminobutyric acid (GABA), which inhibits anxiety. It is possible that the interaction of benzodiazepines with these receptors facilitates the inhibitory (anxiety-suppressing) action of GABA within the brain.

Antidepressant agents
There are several classes of antidepressant drugs, which vary in their mechanism of action and side effects. Successful treatment with such drugs relieves all the symptoms of depression, including disturbances of sleep and appetite, loss of sexual desire, and decreased energy, interest, and concentration. It usually takes two to three weeks for an antidepressant to improve a person’s depressed mood significantly. Once a good response has been achieved, the drug should be continued for a further six months to reduce the risk of relapse. Antidepressants are also effective in treating other mental disorders such as panic disorder, agoraphobia, obsessive-compulsive disorder, and bulimia nervosa.

It is found that depression is partly caused by reduced quantities or reduced activity of one or more neurotransmitters in the brain. Selective serotonin reuptake inhibitors (SSRIs), which include fluoxetine (Prozac) and sertraline (Zoloft), are thought to act by inhibiting the reabsorption of the neurotransmitter serotonin. As a result, there is an accumulation of serotonin in the brain, a change that may be important in elevating mood. Because SSRIs interfere with only one neurotransmitter system, they have fewer, and less-severe, side effects than other classes of antidepressants, which inhibit the action of several neurotransmitters. Common side effects of SSRIs include decreased sexual drive or ability, diarrhea, insomnia, headache, and nausea.

Tricyclic antidepressants interfere with the reuptake of norepinephrine, serotonin, and dopamine. The side effects of these drugs are mostly due to their interference with the function of the autonomic nervous system and may include dryness of the mouth, blurred vision, constipation, and difficulty urinating. Weight gain can be a distressing side effect in persons taking a tricyclic for a long period of time. In elderly persons these drugs can cause delirium. Certain tricyclics interfere with conduction in heart muscle, and so they are best avoided in individuals with cardiovascular diseases. Drug interactions occur with tricyclics, the most important being their interference with the action of certain drugs used in the treatment of hypertension.

Monoamine oxidase inhibitors (MAOIs) interfere with the action of monoamine oxidase, an enzyme involved in the breakdown of norepinephrine and serotonin. As a result, these neurotransmitters accumulate within nerve cells and presumably leak out onto receptors. The side effects of these drugs include daytime drowsiness, insomnia, and a fall in blood pressure when changing position. The MAOIs interact dangerously with various other drugs, including narcotics and some over-the-counter drugs used in treating colds. Persons taking an MAOI must avoid certain foods containing tyramine or other naturally occurring amines, which can cause a severe rise in blood pressure leading to headaches and even to stroke. Tyramine occurs in cheese, Chianti and other red wines, well-cured meats, and foods that contain monosodium glutamate (MSG).

Newer antidepressants, such as buproprion (Wellbutrin), have been recently introduced. These drugs are chemically unrelated to the other classes of antidepressants.

Mood stabilizing drugs

Lithium, usually administered as its carbonate in several small doses per day, is effective in the treatment of an episode of mania. It can drastically reduce the elation, overexcitement, grandiosity, paranoia, irritability, and flights of ideas typical of people in the manic state. It has little or no effect for several days, however, and a therapeutic dose is rather close to a toxic dose. In severe episodes antipsychotic drugs may also be used. Lithium also has an antidepressant action in some patients with melancholia.

The most important use of lithium is in the maintenance treatment of patients with bipolar disorder or with recurrent depression. When given while the patient is well, lithium may prevent further mood swings, or it may reduce either their frequency or their severity. Its mode of action is unknown. Treatment begins with a small dose that is gradually increased until a specified concentration of lithium in the blood is reached. Blood tests to determine this are carried out weekly in the early stages of treatment and later every two to three months. It may take as long as a year for lithium to become fully effective.

The toxic effects of lithium, which usually occur when there are high concentrations of it in the blood, include drowsiness, coarse tremors, vomiting, diarrhea, incoordination of movement, and, with still higher blood concentrations, convulsions, coma, and death. At therapeutic blood concentrations, lithium’s side effects include fine tremors (which can be alleviated by propranolol), weight gain, passing increased amounts of urine with consequent increased thirst, and reduced thyroid function.

Carbamazepine, an anticonvulsant drug, has been shown to be effective in the treatment of mania and in the maintenance treatment of bipolar disorder. It may be combined with lithium in patients with bipolar disorder who fail to respond to either drug alone. Divalproex, another anticonvulsant, is also used in the treatment of mania.

Nootropic drugs (pyracetame, pantogam, noophen) are effective in treatment of cognitive deficiency and are used in variety of states, including asthenic syndrome, retardation of mental development, dementia.

Sedative drugs (valeriana, passiflora) are used in neurotic mental disorders.
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