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When The Diagnosis is:

DEPRESSION

ATHYMIL

MIANSERIN HCL

...... Prescribe it with Confidence
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A STUDY OF THE ROLE OF UNOR-
THODOX TREATMENTS OF PSYCHIAT-
RIC ILNESSES
Faraj M. Hussien
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ABSTRACT
This study was done on a random sample of the outpatient popula-
tion of Riyadh Hospital for Mental Health in Saudi Arabia. (No. 150).
The results showed that approximately 79% of the sample have con-
sulted a popular therapist before or after they came to the psychiatric
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clinic. In fact about 53% have consulted the popular therapists at first.

The types of treatments given by those therapists and their nosology
of mental illnesses are discussed in detail. The motivation of people seek-
ing unorthodox treatments for mental illness is yet to be determined.

Résumé
Une étude sur le Réle des traitements populaires
dans les maladies psychiatriques

Cette étude effectuée sur un échantillon de 150 malades en soin
externe dans un Hbpital psychiatrique a Ryad. Arabie Saoudite.

Les Résultats ont demontré qu'approximativement 79% des malades
ont consulté les ‘‘gquérisseurs” avant ou aprés 8tre venus a la clinique
psychiatrique.

En réalité 53% ont consulté les "quérisseurs” an début Les différents
lypes de ces traitements et la nosologie des maladies mentales ont été
étudiés en détail. La motivation des malades recherchant les “‘quéris-
seurs” reste a déterminer.
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sion'” which eventually this patient
developed. The author tends to favour
the diagnosis of recurrent depression
but in the presence of psychosocial stres-
sors, recovery following removal of the
stress, symptoms not lasting more than
six months, then working at a satisfac-
tory level, a differential diagnosis of
adjustment disorder(!? may be consi-
dered. However during the second
episode of depression, the residual
symptoms persisted despite the resolu-
tion of intrafamilial discord and treat-
ment with antidepressant drugs which
suggested the diagnosis of depression
rather than adjustment
Moreover, multiple psychosocial events

disorder.

have been reported frequently to pre-
cede the onset of depression. It is gener-
ally agreed that patients with recurrent
depression are at a greater risk to
develop bipolar depression. The
antidepressant medication, in this case,
has unequivocally accelerated the
switch mechanism of manic induction,
caused rapid cycling and deteriorating
course, thus supporting the belief of
other researchers®?. The underlying
mechanism of precipitation of mania in
affective illness, according to some
workers, is mediated by enhanced
noradrenergic and serotonergic neurot-
ransmission in the brain®7%1%. While
others have reported lithium!'? and oxi-
dation deficit® augmenting some
effects of antidepressant drugs to induce

mania. However it is expected that with
the introduction of newer antidepres-
sants, the other mechanisms of manic
induction will appear in the literature.

The dilemma of rapid cycling and
deteriorating course whether it is
because of antidepressant medications
or spontaneous recurrences remained
unresolved. As demonstrated in this
case by clinical trials and auto-medica-
tion with antidepressants, the use of
later drugs either alone or in conjunc-
tion with lithium is associated with
severe mania refractory to lithium but
responsive to haloperidol which leads to
depression. Therefore the use of these
drugs ie antidepressants should be con-
sidered as a relative contraindication in
such patients. It is, however, author’s
clinical impression that such patients
respond better to relatively higher doses
of lithium alone with a serum lithium
level somewhere between 1.5-2.0mEq/1
without toxic manifestations.

Finally as regards the treatment of
rapid cyclers or lithium nonresponders.
a large number of somatic therapies
including carbamazepine. valproic acid.
repeated ECT, sleep deprivation, ben-
zodiazepines, 1-tryptophan, 1-hyd-
roxytryptophan, rubidium. B-blockers
1-thyroxine, haldol decanoate, MAOI-
A with lithium, verapimil. and loth-
yronine have been advocated. Among
them carbamazepine and valproic acid

-164 -



TCA - Induced Mania

and showed very good clinical improve-
ment over a period of 2 months.

Subsequently the patient has been
admitted five more times. The 3rd, 5th,
6th and 7th admissions were related to
non-compliance with drugs. The 4th
admission was related to imipramine,
75mg/day treatment which brought
about hypomanic symptoms within 7
days. The imipramine was administered
in combination with lithium (1325mg/d)
when the patient developed depressive
symptoms. As regards other hospitaliza-
tions, the patients ingeniously auto-
medicated. The patient came to know
that lithium would control his euphoric
symptoms whereas amitriptyline will
improve his depression. So he used
lithium either irregularly or not at all
when he was just euphoric or going to
develop depression. But in later case he
took amitriptyline in different dosages.
In case of mixed state of euphoria and
depression, the patient would use amit-
riptyline but lithium in low dosages or
sometimes not. This strategy was iden-
tified when patient himself reported so
and confirmed by serum lithium level
done randomly and it was very low
(0.46mEq/1). At this time the patient
was advised to take 1600mg lithium per
day and, therefore, the serum lithium
was expected to be high.

The patient was told the adverse con-
sequences of such maneuvers. At dis-

charge the patient was given 1600mg
lithium and 600mg thioridazine. The
serum lithium was 1.52mEqg/litre. At
regular follow-up the patient was clini-
cally improved and maintained. During
his last visit, a month before he com-
plained of sexual dysfunctions which
necessitated the  substitution of
thioridazine by CPZ.

There were other noteworthy fea-
tures about this patient who was having
premorbid personality of passive
aggressive type. The mean duration of
stay during multiple admissions was
15.86 in days (range=7-31 days). Dur-
ing depressive manifestations or mixed
state of depression and euphoria he took
treatment on OPD basis while in manic
or hypomanic phase he required admis-
sion. The attitude of family members
contributed partly to his early discharge
on many times. On one occasion the
patient was advised to take car-
bamazepine, 600mg/day, to which he
developed adverse abdominal
symptoms and discontinued it by him-
self. Following manic induction by
antidepressant therapy, the patient dur-
ing a period of 16 month never achieved
full remission lasting for 6 months.
Finally he got voluntary retirement from
his job as he showed inability to work.

Discussion:
Passive-aggressive
described to suffer from major depres-

persons  are
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for S5 years as a policeman. About 2
years ago, he was married and repor-
tedly marital relations were good with
his wife. However he reported family
conflict involving his wife and mother.
As a result of it, the patient again came
to psychiatric clinic about 16 months
ago. He complained of mixed features
of depression and anxiety of 2 months
duration. The depressive symptoms
were more prominent during this
episode. The patient was treated with
50mg Amitriptyline nocte initially which
was increased to 100mg/day over a
period of 4 weeks. Meanwhile the family
problem was resolved. However, inspite
of it, the patient continued to show the
residual features of depression and on
38th day of antidepressant therapy, the
patient was brought to the clinic in
severe 5 days manic excitement. The
patient was admitted to the hospital.
Antidepressant treatment was stopped.
He was treated with parenteral 30mg
haloperidol and was switched over to
oral haloperidol equivalent to 1200 CPZ
‘within the next 2 days. He showed sub-
stantial improvement and within 7 days
manic symptoms were completely disap-
peared and in the next 2 days the patient
manifested depressive features. On 9th
day, he was discharged as requested by
the relatives. The patient was inadver-

tently prescribed amitriptyline S0mg

nocte and 300mg thioridazine at dis-

charge. With this treatment, he showed

good response but developed
hypomanic symptoms after 7 days. He
was brought again to the clinic in
hypomania. Amitriptyline was stopped
and lithium carbonate 900mg/day and
thioridazine 300mg were prescribed to
him. It was noted that prelithium inves-
tigations were all negative. Over the
next 3 weeks the lithium was increased
to 1325mg/day with a serum lithium
level of 0.75mEq/litre and the patient
showed considerable improvement but
within the next few days he showed
again depressive symptoms. In combi-
nation with lithium ie 1325mg/24hr a
challenge dose of amitriptyline 50mg
nocte was given along with 100mg of
thioridazine. Within 10 days the
hypomanic symptoms reemerged.
Amitriptyline was stopped immediately
and patient was advised to continue
lithium 1325mg/ day and thioridazine
100mg nocte. Interestingly this time he
did not show improvement but his con-
dition worsened and admitted in full
manic syndrome after 3 days of discon-
tinuation of amitriptyline. In hospital he
was treated with parenteral 40mg
haloperidol, 20mg thioridazine and
1325mg  lithium.  Within  24hrs
haloperidol was discontinued and
patient was given only lithium and 7th
day he was discharged. He took lithium
1800mg/day with serum lithium level of
1.56mEqg/litre. The patient did not man-
ifest any toxic effects of lithium therapy
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mania, and recurrent nature of the sam-
ple. However these figures of manic pre-
cipitation rates are higher than expected
without antidepressant drugs. In
another review authors® concluded that
TCA can induce mania, rapid cycling
with worsening course in bipolar and, to
a lesser extent, in unipolar depressed
patients.

On the other hand, in two larger
retrospective studies the author(? infer-
red that majority of switches seemed to
occur as a spontaneous course of bipolar
illness and were not significantly influ-
enced by introduction of antidepressant
drug treatment. In a recent study resear-
chers(® suggested that clinicians should
be prepared for depressed bipolar
patients to'switch to mania regardless of
treatment status. Furthermore, in one
study® it was found that 20% of depre-
ssed adolescents developed manic
episodes within the next 4 years. In a
very interesting development, the
author(® reported the successful treat-
ment of mania on three occasions rather
than inducement with doxepin. Though
most of the studies are anecdotal,
evaluating the evidence for and against
the manic precipitation by antidepres-
sant drugs, it is viewed that larger
placebo-controlled studies are needed
to clarify this issue. The objective of this
case report is to demonstrate. 1). TCA
can induce mania, hypomania, rapid

cycling, and worsening course. 2). rapid
cyclers pose treatment dilemma. 3). the
use of antidepressants in conjunction
with lithium involves risks.

Case history

Mr. A,a 23-year-old man came for
psychiatric treatment about 6 years ago.
He came from a large family comprising
of 17 siblings. He is 3rd among them. He
was unmarried and employed as a
guard. He never liked this job and
always felt a need to change it. He was
distressed and related his symptoms to
job problem. He reported overlapping
symptoms of somatization, anxiety, and
depression of 5 months duration. The
symptoms were not severe and so he
continued to work. At the same time he
was looking for another job. At physical
examination no medical illness was
found. The patient did not report any
abuse of drugs and alcohol. Similarly
there was no family history of affective
disorders or other psychiatric diseases.
The patient visited religious faith healer
earlier but without any benefit. He was
prescribed lorazepam 6mg/day for 20
days and advised to return for
psychotherapy.

The patient did not maintain any con-
tact with the hospital for S years. How-
ever he informed that he got a better job
within one month following his earlier
visit to the clinic. His symptoms were
improved and he worked satisfactorily
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Résumé
Manie provoqueé par des Antidépressifs
tricycliques cycle rapide et aggravation

L’anteur décrit le cas d'un patient souffrant de dépession unipolaire
récurrente, qui a développé une manie induite par les anti dépressifs,
cycle rapide et aggravation, ce qui a posé un probléme de conduite

thérapeutique.

A la lumiére de ce cas, les différents possibilités ont été discutées
compris le modeéls thérapeutiques concernant les malades souffrant de

desorde affectif a cycle rapide.

Introduction:

The disturbance in the dynamic
equilibrium of various neurotransmit-
ters in the central nervous system due to
mutiple biopsychosocial factors is the
basic underlying etiological hypothesis
of major mood disorders. The psychop-
hrmacology of major depressions
primarily involves the reorganization of
those neurochemicals in the brain. The
antidepressant drugs bring about this
disequilibrium back to normal by either
blocking the reuptake of neurotransmit-
ters in the synaptic clefts or stopping
their degradation in the presynaptic ter-
minal of neurons. The whole
mechanism is extremely complex
because it also involves many other
structural neurosynaptic changes. How-
ever, the most important clinical coun-
terpart of disturbed neurotransmitters’
homeostasis sometimes engendered by

both old and new generations of
antidepressants(-9 is the induced mania
or hypomania, rapid cycling and worse-
ning course not only in predisposed
bipolar but also in unipolar depressed
patients(-19. Some researchers are con-
vinced about manic precipitation by
antidepressant medication while others
are skeptical (1113 | In an extensive
review on switch mechanisms in affec-
tive illness the author® reported 6.8%
manic induction rate by TCA drugs; the
time from institution of drug therapy to
the onset of mania ranges from few days
to 8 weeks; and discontinuation of
offending drugs results in clearing the
manic symptoms within few days to
weeks. In other studies®!¥ the resear-
chers reported 3.4% and 6.5% manic
induction rate. The low incidence was
attributed to stringent diagnostic

criteria, systematic assessment of
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CASE REPORT
TCA-Induced Mania, Rapid Cycling,
and Worsening Course
N.A. Qureshi, M.D.
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Abstract
The author describes a case of recurrent unipolar depression who
developed antidepressant-induced mania, rapid cycling, worsening
course, and posed a management dilemma. In view of this case, relevant
issues including the treatment modalities for rapid cyclers are discussed.
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C+D 03.55 15.38 3.162*
A+B+D 13.02 e e

* Significant, ** Not significant.

A mainly included Thioridazine, Chlorpromazine, Butyrophenones, Trifluperazine, Fluphenazine.
B mainly Trihexyphenidyl HCI.

C mainly Amitriptyline and Imipramine.

D mainly Diazepam, Chlordiazepoxide.
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TABLE3
PATTERN OF DOSAGES AMONG STUDIED CASES.
DIAGNOSIS

DRUGS

Major psychoses Neuroticdisorders Total=195

N=169 N=26
CpPZ
<400mg 36 21.30 22 84.62 58 29.74
>400mg 127 75.15 - - 127 65.13
ANTIDEPS
<50mg 23 13.61 14 53.85 37 18.97
>50mg 19 11.24 01 03.85 20 10.26
BDZ
<10mg 12 07.10 01 03.85 13 06.678
>10mg 16 09.47 03 11.54 19 09.74
ANTIPARK
<6mg 139 82.25 15 57.69 154 78.97
>6mg 015 08.88 01 03.85 016 08.21
TABLE 4

PSYCHOTROPICS AND THEIR COMBINATIONS USED IN THE TREATMENT OF
PSYCHOTIC AND NEUROTIC PATIENTS

DRUGS MAJORPSYCHOSES  NEUROTICILLINESSES 2
N=169% N=26% VALUES

Neuroleptic(A) 96.45 84.62 2.547*
Antiparkinson(B) 91.12 61.54 4.201*
Antidep(C) 24.85 57.69 3.427*
Anxiolytics(D) 16.57 15.38 0.152**
A+B 62.13 42.31 1.917**
A+B+C 15.98 19.23 0.417**
A+C 05.33 23.08 3.162*
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TABLE 2
DISTRIBUTION OF THE CASES IN RELATION TO DEMOGRAPHIC PARAMETERS
DEMOGRAPHIC
Affective  Schizophrenic  other* Neurotic**
psychoses psychoses psychoses disorders P
N=33 N=111 N=25 N=26 values
Male 26(78.79)  61(54.95) 12(48.00) 16(61.54)
>0.05%#
Female 07(21.21)  50(45.05) 13(52.00) 10(38.46)
Nuclear 04(12.12) 16(14.41) 10(40.00) 08(30.77)
>0.01%
Joint 29(87.88) 95(85.59) 15(60.00) 18(69.23)
Illiterate 20(60.61) 68(61.62) 18(72.00) 15(57.69) 4
>0.05
Literate 13(39.39) 43(38.74) 07(28.00) 11(42.31)
Rural 12(36.36) 46 (41.44) 10(40.00) 08(69.23)
>0.05%#
Urban 21(63.64)  65(58.56) 15(60.00)  18(30.77)
Married 19(57.58) 64(57.66) 19(76.00) 17(65.38)
>0.05%#
Unmarried 14(42.42)  47(42.34) 06(24.00)  09(34.62)
Unemployed 27(81.82) 87(78.38) 22(88.00) 12(46.15)
>0.01%

Employed 06(18.18)  24(21.62) 03(12.00) 14(53.85)

# significant, ## nonsignificant.

a, Depression = 25, manic = 8,

*  Organic conditions-OBS=10, MR with psychosis=4, Epileptic psychosis=2 Unspecified psychosis (postpar-
tum)=9.

** Drug dependence=8, Conversion state=6, Neurotic depression=5, Adjustment reaction=4, Anxiety
neurosis=3.
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in Clinical Psychiatry, No-5. Chur- 33. Baldwin RC, Jolley DJ. The prog-
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TABLE 1

BASIC CHARACTERISTICS OF THE STUDIED CASES

N =195 %

AGE (in years) 30.49+10.85
Sex

Male 115 58.97

Female 80 41.23
FAMILY CONSTELLATION

Nuclear 38 19.49

Joint 157 80.51
EDUCATION

Illiterate 121 62.05

Elementary 038 19.49

Intermediate 017 08.72

Seconday 013 06.67

College © 006 03.08
RESIDENTIAL STATUS

Rural 76 38.97

Urban 119 61.03
MARITAL STATUS

Single 76 38.97

Married 92 47.18

Divorced 24 12.31

Widow 03 01.54
OCCUPATION

Unemployed 148 75.90

Unskilled 004 22.56

Skilled 003 01.54
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use of antiparkinson drugs has been
criticized by researchers(22-26), Similarly
the regular use of benzodiazepines
which has a potential for abuse@”) was
discouraged, though BDZ as an adjunc-
tive to antipsychotics, as found in our
study, could be used to control the initial
excitement of psychotics(28). The limited
role of other modalities?%-31) and other
clinical variables like high rates of
polyadmissions and relapses, family his-
tory of mental disorders, poor drug
compliance and stressors as found in our
study, need future research work.
Finally the occurrence of physical dis-
eases among our mental patients cor-
roborated the results of other work-
ers®23) | could be attributed to long
stay, poor personal care, oversmoking,
nutritional deficiencies, infections and
unsocialized habits.
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ture-bound syndromes. In Gran-
ville-Grossman K, ed. Recent
Advances in Clinical Psychiatry.
Churchill Livingstone, 1985; 105-
142.
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In conclusion, we found, 1). female
subjects underutilized the indoor ser-
vices, 2). joint families and unemply-
ment were significantly associated with
mental diseases, 3). Schizophrenic
psychosis was the commonest diagnosis,
4). Polypsychopharmacy was the com-
monest mode of treatment, 5). antipar-
kinsons agents were used routinely,
6). physical diseases were common in
admitted patients. Keeping in view the
limitations of retrospective evaluation,
we felt that larger prospective investiga-
tions were warranted to study further
the different aspects of hospitalized
mental patients.
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ric diseases. Considering the signifi-
cance of other psychosociocultural fac-
tors(1® we felt that mental disorders
might be the end results of complex
between many
socioenvironmental  variables and
biological unseen vulnerabilities of

faulty interaction

patients.

With few exceptions like unsocialized
behavioral disorders, the female gender
has shown increased susceptibility to
develop mental illnesses due to multiple
reasons(16), However, we, like others®
found that female patients underutilized
the indoor services. Which could be
attributed to cultural constraints, exces-
sive somatization, religous beliefs in
mental illnesses, social stigma, and
finally fear of rejection by spouse. The
same factors might also explain the low
diagnostic rating, in general, of all men-
tal disorders but especially of affective
diseases (16.92%) as contrast to UK
hospital diagnosis (31.00%)(1) and
others (27%)®). Notably the US hospi-
tal diagnosis of affective psychoses was
comparatively very low (05.25%). As
contrast to diagnostic rating of schizop-
hrenia (22%) by previous researchers(®),
our diagnosis of schizophrenia (56.92%)
was midway between US (61.50%) and
UK (33.90%, 46.60%) hospital diag-
nosis of this disorder (17-18). However,
the overrating of schizophrenia in US
hospital has been confirmed by IPSS(19).

According to Odegaard®” each
schizophrenic patient would need
admission once and, as in our study, in
addition to characteristics of sample and
catchment area, the nonavailability of
alternative custodial and community
services as contrast to others (0) might
explain
schizophrenic patients.

the overrepresentation by

The relative lack of personality disor-
ders and low drug related diagnoses in
our study, unlike others(17-18) could be
due to cultural factors and restricted
availability of abusive drugs. However
the distribution of hysteria (03.08%) in
our sample as compared to other resear-
chers(18) was higher, which could be due
to poor concept of the illness, “forced
admission phenomenon’ reflected both
in the behavior of patients and relatives.
At variance with other workers® the
diagnosis of organic conditions was high
(08.21%) in our sample which might be
attributed to lack of alternative geriatric
indoor services and generous hospital
policies. The diagnosis of other
unspecified psychoses especially post-
partum (04.62% ) psychosis according to
these authors, need prospective
exploratory study for clarifying this syn-
drome.

The polypsychopharmacy, which
could be due to multiple factors@!), as
contrast to monopharmacy or judicious
use of polypharmacy(!), and the routine
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(no=81.03% vs yes=18.97%), relaps-
ing rates (n0=63.59% vs yes= 36.41%),
reasons for relapses (poor drug com-
pliance= 94.37% vs others= 05.63%),
precipitating factors (no=71.30% vs
yes= 28.70%), and follow-up visits
(n0=35.90% vs yes=64.10%) were
analysed in relation to various diseases,
it was found that statistically significant
number of patients maintained follow-
up treatment (p<<0.02), poor drug com-
pliance was the single important factor
(p<0.0002) responsible for relapses,
and precipitating factors were signific-
antly associated with most mental disor-
ders (p<0.0001).

Table-3&4 demonstrated those com-
mon drugs used in the management of
psychotic and, to a lesser proportion, in
neurotic patients. The drugs mainly
were psychotropics and their various
combinations in different dosages. In
addition, 12 patients (06.15%) recieved
modified ECT, lithium was adminis-
tered in 5 patients (02.56%), car-
bamazepine was used in 4 patients
(02.05%), fluphenazine decanoate was
administered in 14 patients (07.18%)
and rehabilitation efforts were attemp-
ted in 15 patients (07.69%) and finally
psychotherapy in the form of counsel-
ling, education, suggestion and support
was used mainly in neurotic patients
(23.08%) as compared to psychotic
patients (13.02%). Despite almost

prophylactic use of antiparkinson drugs,
21 patients (12 schizophrenics, 5 affec-
tive and 4 neurotics 10.80%) developed
extrapyramidal manifestations.

In an attempt to find out the physical
morbidity among psychiatric patients,
the extensive review of records showed
that 16 patients (08.21%) developed
mild physical symptoms treated in the
hospital, and 74 patients (37.95%) were
referred to specialists’ clinics due to a
variety of diseases which were medical
(45.95%), dental (35.14%), ophthalmic
(32.43%), skin (16.22%), ENT
(12.16%) and others (12.16%).

Discussion:

Our study explored demographic and
various clinical parameters of patients
who were admitted to a mental hospital.
There was an accumulating evidence
from different studies (11-12) that a
large number of psychosocial variables
were significantly associated with
psychiatric illnesses. However our study
found that only joint family constella-
tion(13 and unemployment(!¥) were the
two important variables associated with
mental diseases among adults. This
strong relationship however did not
reflect any cause and effect phenome-
non.

Further relatively predominance of
extended family systems in Saudi cul-
ture might cast doubt about the deter-
minant role of joint families in psychiat-
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Patients and Methods:

The Buraidah Mental Health Hospital
comprises of 100 in-patient beds, 50
each for male and female. It provides
the admission facilities for the entire Al-
Qassim region and, therefore, receives
referrals from different sources. As
regards the OPD services, this hospital
is assisted by 3 other OPD clinics
attached to Ar-Rass, Uniaza General
and King Fahad Specialist Hospitals.

The record files of patients admitted
during a period of 5 year through 1986 to
1990 were randomly selected and this
process 202 files were retrieved. These
files were extensively reviewed and 7
files were dropped for different reasons
which were incomplete data and diag-
nostic issues. Therefore only 195
patients were considered for final
analysis. The OPD files of the same 195
patients were also retrieved. Following
detailed examination of each OPD and
indoor case notes, the data regarding
demography, clinical, and treatment
parameters were recorded on a semis-
tructured proforma. In addition, the
psychiatric referrals to other depart-
ments were also recorded. For diagnos-
tic purpose ICD-1X® definitions were
applied in each case. The dosages of dif-
ferent neuroleptics dispensed at the
time of discharge were noted and con-
verted to equivalent doses of chlor-
promazine(!0 ), The dosages of other

psychotropic drugs and antiparkison
agents were also noted. The data were
analysed by computer and various tests
including chi square, Z, and F were used
for statistical purpose.

Results:

The table-1 summarized the demog-
raphic parameters of 195 Saudi admiitted
mental patients who were referred from
different sources; 81 (41.54%) brought
by the relatives, 58 (29.74%) from diffe-
rent hospitals and primary health
centres, 37(18.97%) by police, and 12
patients came by other ways (06.15%).
When demographic parameters were
analysed in relation to diagnostic
groups, as shown in table-2, only family
type and occupation achieved statistical
significance (p<0.01).

As regards other clinical variables,
the duration of mental illnesses and
patients’ stay in the hospital did not
reveal significant results when analysed
against different diagnoses by F test.
(p>0.05). It was further observed that
151 patients (77.44%) were admitted
once while 44 patients (22.56%) were
admitted repeatedly, again without
achieving any statistical significance in
relation to various diagnoses. However
it was noticed that schizophrenic
(n=28,25.23%) and affective (n=
9,27.27%) patients were commonly
having multiple admissions. When the
family history of psychiatric disorders
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11 a été trouvé que I'4ge moyer des patients était 30+ 10.85 et les sujets
méles 58.97%, préférent les services de soins internes comparé a
41.23% femelles.

Le milieu familial et le travail préentaient un lien direct avec les difffents
maladies psychiatrioqes parmi les quelles le diagnostic le plus commun
était la schizophrénie 56.92%.

L’Admission a répétition, le taux élévé des récurences, maladies
psychiatriques familiales, l'irrégularité, des prises médicamenteuses et la
présence des facteurs favorisants.

En plus les anteurs ont trouvé que 74 malades souffrant des madadies
organiques (37.95%) ont été transférés dans d’autres specialités ils ont
réléve d’autre part la multitude des médicaments psychotropes et I'utili-
sation des medicaments anti-parkinsoniens d’une fagon prédominante,
dans le traitement.

Différents aspects de cette étude ont été discutés et des recommanda-
tions ont été suggerées en conséquence.

Introduction:

It is generally agreed that psychiatric
illnesses are found in all cultures(l-3).
The hospital and community-based
studies, though both have their advan-
tages and disadvantages, carried out
across cultures have, however, revealed
the variable mental morbidity attributa-
ble to a variety of psychosociocultural
factors(+8). Notably tremendous signifi-
cance has been given to such researches
because they provide possible etiologi-
cal associations between biopsychoso-
cial variables and development of men-
talillnesses and also help in planning the
comprehensive mental health services.
Relatively there is a limited research
work on the mental morbidity in Saudi

Arabia. In one study(® authors reported
interesting dissimilarities regarding age,
gender, referrals and diagnostic
categories when they compared their
results with western literature. Keeping
in view the relative dearth of literature
and reported striking inconsistencies by
previous researchers, this study was car-
ried out with the aims of, 1). to find out
any significant associations between
demographic parameters and mental
disorders, 2). to study the patterns of
mental disorders, 3). to study, besides
diagnostic categories, other clinical
parameters of these patients, 4). to
explore the treatment modalities used,
5). and finally to study the physical dis-
eases among these patients.
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ABSTRACT

We retrospectively reviewed the randomly selected case files of 195
Saudi patients who were admitted to a mental health hospital and rele-
vent data were recorded on a semistructured proforma and ICD-1X defin-
itions were applied for diagnostic purpose. It was found that mean age of
patients was 30+10.85 and male. subjects (58.97%) as compared to
female gender (41.23% ) utilized more indoor services. Both family con-
stellation and employment were significantly associated with a variety of
mental diseases among which the commonest diagnosis was of schizop-
hrenia (56.92). Multiple admissions, high rates of relapse family history of
mental illnesses, poor drug compliance and presence of precipitating fac-
tors were other features of these patients. In addition, physical diseases
were found in 74 patients (37.95%) who were referred to different
specialists’ clinics. The polypharmacy of psychotropic drugs and
prophylactic use of antiparkinsonian agents were the mainstay of treat-
ment. The different aspects of this study were discussed and relevent
recommendations were suggested.

Résumé
Quelques caractéristiques des malades mentaux
admis dans un Hépital psychiatrique

Les auteurs ont choisi au hasard et d’'une fagon rétrospective les dos-
siérs-de 195 malades Soudiens admis dans un hépital psychiatrique. Les
informations recueillies ont été inscrites sur un proforma modeéle et les
définitions de la neuviéme classification mondiale des maladies ont été
appliqueés a des fins de diagnostic.
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the cause of hospital admission.

Schizophrenia constituted 22.8% of
the total admissions, while depression
alone was 35%. Among the primary
care group, the commonest diagnosis
was neurotic disorder (54%), while
neurotic disorders formed only 6.8% of
the studied in-patient group. In a similar
recent study of psychiatric in-patients to
a Saudi military hospital, affective disor-
ders were also the commonest diag-
nosis, 27% .6 This is different, for exam-
ple from the United Kingdom, where
the commonest diagnosis among in-
patients was schizophrenia, 46.6.7

Why depressive -disorders (35%),
rather than schizophrenic disorders
(22.8), constituted the majority of in-
patients needs further investigation.
However, this could perhaps be
explained by the fact that religious and
cultural background of Saudi society
make it a moral obligation for people to
tolerate and care for their chronically ill
relatives, e.g. chronic schizophrenics, at
home rather than in public institutions.
This is substantiated by the fact that the
policy of almost all in-patients facilities
all over the country is to accept patients
only for short stay. The majority of our
patients with depressive disorders pre-
sented to hospital, mostly to the
Emergency Department, with acute
presentation needing immediate admis-
sion.

Hysteria constituted 3.9% of our in-
patient group, compared to 1% of the
primary care clinic group. The differ-
ence is not statistically significant
(P=0.0578). In the Saudi military hospi-
tal group, hysteria was diagnosed in 5%
of their patients, again, the difference is
not statistically significant (P=0.459).
This indicates that our ratio of hysteria is
consistent with the findings of other
workers in this country. However, the
ratio of hysteria in Saudi Arabia are less
than the figures from Egypt (10.9%)8
and Sudan (10%).°

Acute psychosis, or acute psychotic
attack or acute schizophrenic episode
was recorded as the final diagnosis in
8.2% of the total admissions. This short-
lived clinical phenomena was previously
reported in this geographic area.!0 It
was suggested to be a culture-related
syndrome. The symptoms and course of
this syndrome are more or less consis-
tent with Acute Schizophrenic Episode,
as described by 1.C.D.? (WHO 1981).
According to DSMIII, it is roughly con-
sistent with Schizophreniform Disorder
(295-40), when the illness lasts for more
than 2 weeks but less than 6 months; or
Brief Reactive Psychosis (298-80), when
the psychotic symptoms lasted more
than a few hours but less than 2 weeks. !
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MARITAL STATUS:
Married 46 65 111 54%
Single 51 40 91 44%
Divorced 2 1 3 1.5%
Widowed 1 0 1 0.5%
TOTAL 100 106 206
Discussion: the reverse of the situation in Western

The male: female ratio of the studied
group was 1:1,06 i.e. In a recent study of
patients attending a psychiatric clinic in
a primary care health centre, the male:
female ratio was 2.3:1.2 A similar pre-
ponderance of males in out-patient
clinics had been reported by other work-
ers in this country.> The remarkably
high ratio of females in the in-patient
unit, compared to the out-patient facil-
ity may suggest that females in this cul-
ture, perhaps refrain from seeking
psychiatric help for minor needs. Many
studies in the Western world
demonstrated that female psychiatric
morbidity exceeds that of males.4 How-
ever, some studies in Africa, done in
out-patient clinics, showed no differ-
ence between sexes.>

The vast majority (75.3%) of our in-
patient group were young people, in the
age group 15-34 years; almost equally
distributed between the age groups 15-
24 and 25-34 years. A similar finding was
obtained from the previously mentioned
primary care psychiatry clinic, where
this age group constituted 73%. This is

world where the peak psychiatric mor-
bidity is in the middle life. This may be
attributed to a variety of reasons. One
possibility is that, in this area young
people constitute a high proportion of
the total population. Another possibil-
ity is that young people were more
enlightened and educated and so tended
to seek psychiatric help more that older
people who also have reservations
towards the role of University-trained
physicians in treating mental disorder.
Alternatively, with the recent develop-
ments and change of life style within
Saudi society, young people are sub-
jected to more stresses, such as working
responsibilities and competition, in
addition to other marital, family and
social problems.

Affective disorders were the com-
monest diagnosis encountered, 43.8%.
This group consisted of depressive dis-
orders 35%, mania or hypomania 4.9%
and those whose diagnosis was recorded
as manic-depressive illness were 3.9%.
This shows that affective disorders
exceeded other psychoses (35.8%) as
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2. AFFECTIVE DISORDERS:

a) Depression 72 35%
b) Mania/Hypomania 10 49 %
c) Manic- Depressive Disorder 8 39 %
TOTAL 90 43.8 %
3. NEUROTIC DISORDERS:
a) Anxiety States 6 29 %
b) Hysteria 8 39 %
TOTAL 14 6.8 %
4. OTHERS:
a) Attempted Suicide 19 9.2 %
b) Grief Reaction 2 0.97%
c) Epilepsy 2 0.97%
d) Mental retardation 1 0.49%
e) AnorexiaNervosa 1 0.49%
f) Personality disorder 3 1.5 %
TOTAL 28 13.6 %

Table 2
Demographic Characteristics of 206 Patients admitted to the University In-Patient
Psychiatric Unit during the one year period

AGE:

Less than 15 0 2 2 1%
15-24 38 40 78 37.9%
25-34 36 41 77 37.4%
35-44 17 20 37 18%
45-54 4 3 7 3.4%
55-64 1 0 1 0.5%
65+ 4 0 4 2%

TOTAL 100 106 206
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All other diagnoses were put under
the heading: Others, This grouping is
somewhat arbitrary and is made to
facilitate the process of comparisons, in
spite of all pitfalls of psychiatric classifi-
cation.

Results:

A total of 206 patients (100 males and
106 females) were admitted to the unit
during the period under review. This
gives a male-female ratio of 1:1.06. Of
these patients, 185 were admitted once.
15 twice, 4 were admitted 3 times and 2
four times during the same years. There-
fore, the initial total figure which
appreared in our record was 235 admis-
sions. The 6 patients who were admitted
3 or 4 times included a young male
patient with recurrent manic attacks, a

young single female usually presenting
with an overdose and was diagnosed as
personality disorder, all others were
diagnosed as depressive disorders and
their re-admissions usually followed
stressful situations at home.

Saudi patients were 169 (82%) and
non-Saudis were 37 (18%). Most non-
Saudis were from Arab and Asian coun-
tries.

Out of all patients 43.8% were diag-
nosed as affective disorders, 35.8% as
psychoses, 6.8% as neurotic disorders
and 13.6 had “other” diagnoses. Details
of diagnostic categories are shown in
Table 1, while Table 2 shows charac-
teristics in relation to age, sex and mari-
tal status.

Table 1
Diagnostic Categories of 206 Patients admitted to University In-Patient Psychiatric
Unit within one year.

DIAGNOSTIC CATEGORY NO. OF PERCENTAGE
PATIENTS
1. PSYCHOSES:
a) Schizophrenia 47 22.8 %
b) Late Paraphrenia 2 0.97%
¢) Schizo - Affective Psychosis 2 0.97%
d) Acute Psychosis/
Acute Psychotic Episode 17 82 %
e) Peurperal Psychosis 6 29 %
TOTAL 74 35.8 %
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Introduction:

The psychiatric in-patient unit of King
Fahd Hospital of the University, Al-
Khobar, Eastern Province, Saudi
Arabia, was opened to receive patients
on 19.3.1988. It comprises 18 beds, 10
for males and 8 for females. The policy
of the unit states that only short stay
admissions were allowed. Patients who
need long term care were referred to
appropriate facilities in the area. Drug
abuse patients needing admission were
also sent to a specialised hospital.

This work aims at studying the
sociodemographic characteristics and
the diagnostic categories of all patients
admitted to this unit within its first year.
Comparison will be made between the
in-patient group and a group of patients
attending a primary care psychiatric
clinic situated in a Health Centre. In
addition, broad comparisons will be
made with other relevant studies from
inside and outside Saudi Arabia.

-Method:

All admissions during the period
1.4.1988 to 1989 were assessed ret-
rospectively by examining their case
notes. Diagnostic categories and
sociodemographic characteristics were
documented. The latter included sex,
age, marital status, nationality and re-
admissions.

Only the final diagnosis as recorded
by the consultants in charge of the

patients were used. All consultants
received similar British training; and the
diagnoses were made in line with
nomenclature of the I.C.D.9!.

Diagnostic categories were grouped
under 4 main headings: Psychoses,
Affective Disorders, Neurotic Disor-
ders and Others. Due to the known
problems of the classification of mental
disorders, it would be difficult to put
clear lines of demarcation between the
different groups. There is an overlap
between Psychoses, Affective Disor-
ders, at the same time reactive depres-
sion may be put under Affective Disor-
ders or Neurotic Disorders. Therefore,
inclusion criteria was put for this group-
ing. Affective disorders group included
all cases diagnosed as depression, irres-
pective of whether the final diagnosis
put by the responsible consultant was
endogenous depression, reactive depre-
ssion or just depression. However, cases
who suffered from depressive symptoms
as part of peurperal mental disorders
were put under the heading peurperal
psychoses, with the group of psychoses.
The group of psychoses included all
schizophrenias, irrelevant of the type;
late  paraphrenia;  schizo-affective
psychosis; acute psychoses and peur-
peral psychoses.
disorders included all
neuroses except reactive depression
which is grouped with the affective dis-
orders.

Neurotic
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1989 were retrospectively assessed by examining their case notes. The
assessment included diagnostic categories and sociodemographic

characteristics.

The male: female ratio was 1:1,06. The majority of patients (75.3%)
were young, aged 15 - 34 years. The commonest diagnosis was affective
disorder (43.8% ). Depressions accounted for 35% while schizophrenias
accounted to 22.8%. Acute psychosis was recorded as a final diagnosis
in 8.2% and hysteria in 3.9%. The possible sociocultural and medical
implications of the findings were discussed.

Keywords:
Psychiatric In-patients, Psychiatric Morbidity, affective Discorders, Acute
Psychosis, Cultural Factors, Saudi Arabia.

Résumé
Les malades psychiatriques hospitalisés dans
un Hoépital universitaire Une Expérience
d’Arabie Saoudite

Une étude rétrospective a été effectuée sur tous les malades hos-
pitalisés a I'hépital King Fahd de I'université de Al-Khobar pendant une
période d’'un an (Avril 1988 - Mars 1989.)

L’étude comporte le diagnostic par catégories et par carestéristiques
socio démographiques des différents malades.

Le rapport Méle: femelle 1:1.06 La majorité des malades était Jeune
(75.3%) de (15-34a ns).

Le diagnostic le plus fréquent était les désordres affectifs 43.8%, Les
dépressions représentaient 35% tandis que les schizophrénies atteig-
naient 22.8%. La psychose était le diagnostic final dans 8.2% et I'Hys-
térie dans 3.9%. Les implications médicales et sociocultureles possibles
des différents données ont été discutées.
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recommends creamy and sweet food
and prohibits lentils, preserved meat
and Bagila. Sanitation also includes
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and the excessive use of perfumes and
creams for grooming.
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Aloe is an anthraquinones laxative
which is believed to cure or alleviate a
host of unrelated conditions including
depression. (Hecht. 1981) and hys-
teria®.

Shabath (Anethum graveolens L.):
Often called dill or garden dill, this
plant is widely known as a condiment.
Per 100g dill seed contains 303 calories,
7.7g H20, 16.0g protein, 14.5g fat, 55.2¢g
total carbohydrate, 21,1g fiber, 0.7g ash
1.516mg Ca, 277mg P, 16.3mg Fe,
256mg Mg, 20 Mg Na, 1.186 K, 5.2 Zn,
53 1.U. vit A equivalent, 0.42mg
thiamine and 0.28 riboflavin®. Fatty
acids contents of dill include 0.73g satu-
rated, 9.4g monounsaturated and 1.0g
polyunsaturated plus 124mg phytos-
-terol.

Additionally there are 575mg
Threonine, 767mg isoleucine, 925mg
deleucine, 1.038mg lysine, 143mg
methionine, 1.120mg valine and sig-
nificantly 670mg phenylalanine. The
central action of this plant is highlighted
by this rich phenylalanine content. It has
been shown that in vivo amination of dill
oil can produce a series of three potent
amphetamines®). The paradoxical folk
use of dill sometimes as a narcotic some-
times as a stimulant (Duke 1981) is pre-
sumably explicable in terms of the
paradoxical dose - related effects of
amphetamine(!9),

Analysis of Avicenna’s Anti Melan-
cholia Medication

The herbal medication of Melan-
cholia indicated by Avicenna may,
therefore, be said to constitute a com-
prehensive delivery program. This is
obviously emphasized by four important
facts.

Firstly: Avicenna takes care of both
acute and chronic conditions of the dis-
ease.

Secondly: The anti melancholia her-
bal treatment in ‘the Canon’ is carefully
assigned into two categories: the one
manages the disorder as a primary ail-
ment and the other manages the disor-
der as a seconday reaction.

Thirdly: There is reason to suggest
that Avicenna was aware of the neces-
sity of using both narcotic and stimulant
and hypnotic drugs, presumably to man-
age the (now well documented) antihet-
ical symptoms of psychosis which may
range from indolence to violence.
Chronic mild depression is also com-
monly held to be a common associated
feature of schizophrenia’(1).

Fourthly: Avicenna uses herbal
medication as one single component in a
tripartite  delivery program which
involves the sanitary and
psychotherapeutic modalities. His sani-
tation for Melancholia is associated with
specific dieting prescriptions in which he

-133-



El Zubeir B. Taha et al

fiber, 7.1g ash, 530mg Ca, 240mg P per
100g, together with  pyrrolidine
alkaloids®). The Chrysanthmum parth-
enium flowers contain parthenolide,
Cosmosiin (apigenin - 7 glucoside) and
Santamarin (see Duke 1988); while dry
seeds are rich in both protein 22.2% and
fat 31.2%©).

Khirbig Aswad (Helleborous niger
L.):

With chronic patient of Melancholia
Avicenna prefers to use Khirbig (see
Avicenna 1987 P. 895). Here Avicenna
must have counted on the wisdom of his
predecessors as the plant (folklorically
named Christmas rose) has been used as
a purgative in mania since 1400 B C,
Presumably because of its narcotic prop-
erties(?). In homeopathy Helleborous
niger is recommended for, among other
things, psychosis, dementia Praecox and
Melancholia (7:10),

Afsanthin (Artemisia absinthium):
This drug was well recognized by
Etantaki, Ibn El-Bitar and Avicenna(!®.
Avicenna recommended it for chronic
Melacholia to be given as a boiling water
extract with the dose of 3 ounces 0 gerat/
3 uwag of water which is equivalent to
76.5¢(28). It was shown in preliminary
phytochemical examination of the diffe-
rent organs of this plant that contains
alkaloids, flavonoids in combined state,
pyrogallol tannins, carbohydrates and
glycoside absinthin, sterols and/or

triterpenes. In addition the leaves, stem
and flowers contain volatile oil and ses-
quiterpene(!®). Pharmachologically a
graded, dose-dependent relaxant effect
of the drug was demonstrated which was
shown to be more marked than that of
comparable adrenaline concentra-
tion(12), Like Adrenaline, the action of
Artemisia absinthium may be mediated
by central mechanisms. In this respect it
has been found that Thujone was the
active principle of this plant. It was post-
ulated that Thujone interacted with
CNS receptors in much the same sites as
did tetrahydrocannabinol (obtained
from cannabis sativa)(®.

Avicenna may have used thisdrugas a
sedative to ameliorate the anxiety often
associated with chronicity of mental dis-
ease. Avicenna was particularly keen on
the drug, when the Melancholia disor-
der is associated with or caused by gas-
trointestinal infections. The use of this
drug against typhoid and paratyphoid
infections is now well documented (Her-
mann, 1956; Bohnn 1959). Avicenna
was also obviously judicious about the
dosage of his Artemisia absinthium
medication. It has been shown that an
overdose of this drug causes restless-
ness, vomiting, vertigo, tremors and
convulsions(20),

Sabar (Aloe vera)
In ‘the Canon’ tablets of Aloe vera
were recommended for Melancholia..
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In a way it is reminiscent the dose of
dependent action of amphetamine. At
low doses amphetamine is a perfect
stimulant while at high dose it produces
catalepsy(19).

Many studies seem to highlight the anti
manic  potentials of Matricaria
chamomilla. In that it has been shown
that it helps depotentiate a number of
active behavioral symptoms associated
with mania. In South Africa it is used for
insomnia and hysteria, whereas in Costa
Rica it is used for the management of
insomnia and overeating(>). Needless to
say that insomnia, overeating and explo-
sive hysterical responses might accom-
pany or be mistaken for manic reac-
tions. Since Avicenna classifies mala as
asubtype of Melancholia, he might have
found baboonij particularly helpful.

The hypnotic effect of matricaria was
further substantiated by an experiment
in which 12 myocardiac patients Mat-
ricaria Chamomilla were monitored
after taking Matricaria Chamomilla tea.
Approximately 10 minutes later, they all
fell in deep sleep for a duration of 10
minutes(!D. It would be of interest to
extend this experimental treatment to
normal subjects with view of verifying
whether Matricaria Chamomilla per se
was critically responsible for this hypno-
tic effect.

As such the folkloric antimanic uses
of Matricaria chamomilla is born out by

evidence from a number of psychiatric
and experimental paradigms.

Ughuwan (Chrysanthmum cinera-
riifolium “Trevir”)

Ughuwan is closely related to the pre-
vious medicine Baboonij (Matricaria
chamomilla) these two arabic terms are
sometimes used interchangeably (see
The Canon P. 389): Duke 1988 puts it
“Homeopathy may use it like true
camomile” P. 118 contents Avicenna
uses both herbal medicines to induce a
state of sleep in his melancholic
patients. He puts it “the most approp-
riate treatment for melancholics is to put
them to sleep” (Avicenna P. 894). This
presumably is consistent with the
neuroleptic induced Tranquilization
very popular at the present time for the
management of psychosis.

The Chrysanthmum genus includes
Chrysanthmum cinerariifolium an over-
dose of which might cause unconscious-
ness(”) and Chrysanthmum partherium.)

Both are used in prophylactic treat-
ment of migraine presumably because
the plant contains sesquiterpene lac-
tones, particularly parthenolide(13.20),

More specifically, Chrysanthmum
parthenium is known to be utilized by
Europeans as a sedative particularly in
hysterical reaction(®. On a zero-mois-
ture condition, Chrysanthmum cine-
rariifolium shoots contain 13.0g protein,
0.5g fat, 79.4g total carbohydrate 23.6g
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bal management includes mainly,
Mufarihat, A. (Borago officinalis, L.)
(Baboonij, A.) (Matricaria chamomilla
L.) Ughuwan A. (Chrysanthmum
parthemium) Khirbig Aswad A. (Hel-
leborous niger, L.) Afsenteen, A. (Ar-
timisia absinthium L.;) Sabar A. (Aloe
vera L.) Sowsan al-Samangooni A., or
Irsa (Iris germancia L.) Shahm al-Hand-
hal, A., (Hordeum distichon, L.;) Sak-
binj. A.; (Ferula assa-foetida, L.:)
Shabath A., (Anethum graveo lens L.;)
and Khashkhash Agran, A. (Glaucium
flavum).

Mufarihat (Borago officinalis, L.)

This plant is rich in Ca and K. Furth-
ermore their glucose, galactose,
arbinoze pentoses, resin, bornesit,
cyanogenic materials, acetic-, lactic-.,
and malic acids. They also contain
0.003% vitamine C, up to 3%. Tannins,
1.5 to 2.2%. Salicic acid4.7.

It has been indicated that its leaves
and flowers may help alleviate boredom
Melancholy and Sadness(. It is worth
noting here that the Arabic name
Mufarihat stands for euphoric. It is
highly probable that Avicenna used
Borago officinalis for the management
of the depression which shows in his
Melancholia patients. But what pre-
cisely are the neural mechanisms that
may mediate the action of this medicinal
plant?

Personal experiences of some users

indicate that eventhough the weak tea of
Borogo Officinalis’s flowers was sup-
posed to calm the nerves, users feel
hyperactive nonetheless. Such report
compare it to amphetamine-like stimul-
ant effects(’). There is a general agree-
ment that amphetamine induced stimul-
ant effects are mediated by central
catecholamine systems perhaps with
specific emphasis on  dopaminocep-
tive sites. Such amphetamine related
mechanism might be suspected in the
search for the neural substrates of
Borago Officinalis’s psychoactivity.

Baboonij: (Matricaria chamomilla,
L.,)

This herb with numerous flowerheads
and tiny leaves contains azulene
bisabolol, cadinene, farnesene, fur-
fural, paraffin, hydrocarbons, sequiter-
pene alcohols, triacontane methyl-ether
and umbelliferone.

This a widely wused herb, the
flowerheads, leaves and oil extracts of
which have extremely diverse applica-
tions including flavouring antiinflam-
matory and antimicrobal actions(3).
However, Matricaria Chamomilla is
also equally known for its psychoactive
effects. In that the hypnotic properties
of camomile tea are  well
documented!3). Antagonistic sadative
and stimulant properties of Matricaria
chamomilla have both been reported.
This is presumably a dose related effect.
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terized by fugue but perhaps a psychotic
fugue and not the hystrical type.

Secondly: Avicenna appears to sub-
scribe to an organismic approach with
respect to the pathology of Melancholia.
Here he ascribes the disease to ‘al Saw-
daa al-muhtariga’ some kind of
exhausted or depleted ‘rooh’ or trans-
mitter in the brain. Needless to say he
speaks here in general terms, but that is
about as close an explanation as any of
his contemporaries could get. However,
without discounting the contribution of
psychosocial factors to the generation
(Taulid) of Melancholia, his organismic
approach represents rather a safe path
in which the organic/functional con-
troversy is not likely to show up.

Thirdly:

The Canon’s account of Melancholia
and indeed other mental disorders must
have enjoyed an outstanding heuristic
value in that it organises information,
about the disease in a very familiar
form: clinical picture, features, age of
onset  predisposing factors and
epidemiological variables including sex
ratio and seasonal pattern, to be con-
cluded by treatment (al Muaalajat).

Fourthly: Avicenna places undue
emphasis on various infections as causes
and correlates of Melancholia. He also
takes this into account in his manage-
ment of the disease. This a rather
unfamiliar to contemporary thinking.

Deterioration of hygiene is recognized
nowadays not as an essential feature of
certain psychoses so much as a secon-
dary feature.

Fifthly: The highlight of Avicenna’s
account is this bizarre type of Melan-
cholia which he calls al-Qutrub the equi-
valent of which one never encounters in
current psychiatric nosology. Is this an
obsolete disorder that has withered
away in the course of one thousand
years since The-Canon was first pub-
lished? or has it escaped the detection of
contemporary psychologist being essen-
tially a run-away reaction?

The Psychopharmacology of Melan-
cholia:

A cocktail of herbal medicines are
prescribed in the Canon for the manage-
ment of Melancholia. There appear to
be close parallels between such manage-
ment strategies in Arabic classics and
their counterparts in current psychiatric
practice. For one thing, The Canon anti-
Melancholic medicines are almost invar-
iably psychoactives falling mainly in the
category of hypnotics and tranquilizers
but including sometimes sedatives and
narcotics and indeed stimulants. Furth-
ermore some antiinflammatory and also
nutritive medications were also pre-
scribed. Finally judicious care is often
taken to determine the appropriate dose
to guard against adverse effects.

The Canon’s Antimelancholic her-
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directions ‘as though’ he doesn’t know
where to go while being cautioned not to
confront people” (The Canon P.897.)
The word Qutrub literally means a rest-
less water animalcule or alternatively a
randomly wandering wolf.

Ishq (pathological love): ‘This is an
obsessive ailment similar to Melan-
cholia which the affected inflicts on him-
self by focusing his thought on adoring
some features or traits owned by him”
(‘him’ probably refers to the object of
love) (The Canon P. 898).

Here Avicenna emphasizes intensity
and variability of emotions (ranging
from happiness and laughter to distress)
on hearing about romance. In connec-
tion Avicenna stresses another feature
here namely, Irregular pulse. In fact he
uses this as an index which he utilizes to
detect the object of love which the
patient may be reluctant to reveal.
Avicenna might have borrowed this
biofeedback technique from Galen,
thought he developed it in his owm orig-
inal manner.

In this comprehensive account of
Melancholia. the Canon furthermore
spends a few lines on predisposing fac-
tors, sex ratio, age of onset and seasonal
pattern. ‘“‘While it hardly affects the fair
and fat, Melancholia is prevalent among
the dark and thin..... of those predis-
posed to it are the lispers...... it is more
frequent among males but more frank

(promisicuous) among females. It
occurs more frequently in Kuhula (30-50
years of age)® and Sheikhukha (start-
ing at the age of fifty)(?) later stages of
life. It is less frequent in winter but
occurs more frequently in summer and
autumn and probably also in spring”.
(The Cannon P.892). Here the age of
onset is comparable to that specified for
paranoid reactions in DSM III - R (see
P. 200). However other types of
schizophrenia as are known today do
not seem to meet Avicenna’s descrip-
tion in this respect. This particular ano-
maly awaits further investigation as
Avicenna does not appear to be con-
fined to paranoid conditions so much as
he appears to include them among other
psychoses in Melancholia.

The following analytic remarks may
be made about the nosology, etiology
and symptomatology of Melancholia in
the Canon.

Firstly: The treatment of the subject
is remarkably comprehensive Judging
from the account of the Canon Melan-
cholia designates nearly the same condi-
tions that are classified under psychoses
at least according to I C D - 9@). This
includes organic psychotic conditions as
well as schizophrenic, affective and
paranoid psychoses. However, the
Canon’s list of Melancholia comprises
yet another syndrome which is given the
name al Qutrub. al Qutrub is charac-
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of the DSM Il nosology al Rakhway put
it “The term functional has a weak
rationale to prolong its life time”(16).

Melancholia: Symptomatology and
Types

Under the subheading ‘al-aalamat’
which means features, Avicenna dif-
ferentiates between two types of Melan-
cholia of which may correspond to the

present day functional and organic

schizophrenia. He also speaks of a third
type of Melancholia as yet unfamiliar to
present psychiatric nosology which he
calls al Qutrub. He also discusses a
fourth related disease which he calls
Daa al Ishq (pathological love).

The symptoms of endogenous
Sawdaa: According to the Canon “‘this
begins (in the acute stage) by bad beliefs
and fears without reason, quick anger,
love of seclusion (withdrawal)® When
it stabilizes then (we get) panics, suspi-
ciousness, distress, seclusion, incohe-
rent speech, eroticism and types of fears
mostly from things that are not usually
feared. These types of fears are not
limited. Some fear the sky might fall on
them, some fear the earth might swallow
them, some fear Djinn (the devils),
some fear the ruler, some fear thieves,
some make precautions (lest) they be
attacked by beasts. Past experience may
have an effect on all that. “(The Canon,
P. 893). Avicenna did not forget to
include delusions ‘“some of them may

imagine themselves to have become
kings, beasts, devils, birds or industrial
machines”’. Imagining being a king is an
example of what we presently designate
as grandiose, whereas imagining being
such thing as industrial machines might
involve what we presently refer to as loss
of ego boundaries.

Symptoms of exogenous Sawdaa:
Without excluding the previous
symptoms this particular syndrome in
the Canon involves a generalized
impairment of health (bodily weakening
and darkening) (see The Canon P. 893).
Avicenna adds ‘‘diseases that are fol-
lowed by Melancholia are like chronic
and mixed (?) fevers”. This type of
Melancholia according to Avicenna is
associated with strong eroticism.

al Qutrub: “This is a type of Melan-
cholia that occurs mostly in Shabat
(February). The affected person shuns
living humans and loves the neighbour-
hood of the deceased and their graves.
He harbours bad intentions to those
who take them by surprise. He appears
only during the night, and disappears by
day. All this for the sake of seclusion
and withdrawing away from people”.
(see The Canon P.897). Most impor-
tantly however this type of reaction
according to Avicenna involves consid-
erable mobility. The ‘Qutrub patient
“never dwells in one place more than
one hour, rather he moves in different
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brain roohs (P. 890-1). It has been
explained elsewhere?® that Avicenna
uses the term mizage in the sense of the
product of a metabolic process, and the
term roohs in the sense of neurotranmit-
ter. As such Avicenna’s statement may,
perhaps, be interpreted in modern
terms as indicating that the etiology of
Melancholia is due to conditions in
which the chemical formula of certain
brain transmitters are disturbed. In fact
Avicenna speaks of no other cause.
Avicenna admits that precipitating fac-
tors of same forms of Melancholia might
include excessive emotional distress or
fear (The Canon, P. 892)(") Nonetheless
he consistently insists that the direct
cause of Melancholia is always this
chemical imbalance in the brain which
he calls al-Sawdaa or more specifically
al-Sawdaa al-Muhtariga (exhausted or
depleted Sawdaa). This position on his
part is made all the more clear in his
argument against the Djinn (devil)
hypothesis. “Some men of medicine
thought that Melancholia may be caused
by Djinn (devil) . We as students of
medicine do not bother whether or not it
is caused by Djinn as long as we hold
that even if it is caused by Djinn Melan-
cholia does not occur until (and unless)
the Djinn disturbs the mizage (chemical
formula) so that it becomes Sawdaa
‘Melancholia’. Thus the direct cause is
Sawdaa. After that, let the cause of Saw-
daa be Djinn or anything else”(® (The
Canon P.892).

Thus Avicenna speaks on the basis of
etiology of two main types of Melan-
cholia. The Sawdaa which results. from
conditions intrinisic to the brain or
extrinsic to it.

The intrinsic causes in the Canon
either include spontaneous adulteration
in the psychological roohs or some
harmful substance that reaches the brain
via the bloodstream®. It might also
ensue from epilepsy.

The extrinsic causes of Sawdaa
include conditions of inflicted swollen

spleen, liver or intestines. (The Canon
P.891).

One can hardly miss the parallels bet-
ween this classification and the current
endogenous and exogenous nomencla-
ture in DSM I1I, where endogenous fac-
tors include structural brain disease or
metabolic disturbance while exogenous
factors refers to physical factors that
affect the central nervous system such as
infections and trauma).(")

The only difference however is that
Avicenna does not speak, as we do
today, terms of functional and organic
conditions. He assumes that Melan-
cholia is always caused by organic
causes: some may be tangible like infec-
tions others are as yet invisible and can
only be assumed. In this way Avicenna
was fortunate enough not to encounter
the controversial organic/functional
dichotomy which bedevils contempor-
ary psychiatric thinking. In his critique
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What Avicenna precisely meant by
Melancholia proved to be a real stumbl-
ing block. The Lag of one thousand
years between his age and ours is partly
to blame. However there is more to this
problem than just the sheer passage of
time. Culture, needless to say, deter-
mines the nosology of mental disease.
The values, behavioral norms idiomatic
expressions of distress and indeed lan-
guage of Avicenna’s age are not quite
the same as those prevalent among even
his people today. Hence the problem of
disease in the Canon, including Melan-
cholia.

To start with what Avicenna meant by
Melancholia is not what is presently
referred to as Melancholy which usually
refers to depressed mood(). This
Avicenna calls Malicholia and attributes
to it pretty nearly the same symptom as
those of depression. Indeed Avicenna
stresses the temporal relationship bet-
ween the onset of Malicholia and the
winter season in a way reminiscent of
the seasonal pattern criteria of depres-
sive episodes according to DSM III -
R (1) (see Avicenna (1987) p. 117) But
if the Cannon’s Melancholia is not
Melancholy what else is it? The closest
rendering of the exact words of
Avicenna is presumably as follows ‘“The
(name) Melancholia is given (for a dis-
ease) when there is a change in belief
and thought from normal processes to

disintegration..... but when Melan-
cholia is left with irritability and restless
jumping from one place to another it is
called Mania” p. 890-1.

When the symptomatology and
pathology of Melancholia is discussed at
length it will probably become all the
more clear that the Canon’s Melan-
cholia stands (arguably with some mod-
ifications) for the generic term psych-
oses. In the Ninth edition of the Interna-
tional Classification of Disease (ICD-9)
‘Psychoses’ is defined as ‘“‘Mental disor-
ders in which impairment of mental
function has developed to a degree that
interferes grossly with insight, ability to
meet some ordinary demands of life or
to maintain adequate contact with real-
ity. It is not an exact or well defined
term. Mental retardation is excluded”
(WHO, 1978, 290-299). Even ICD - 10
and DSM II characterize psychoses
similarly in terms of personality organi-
zation and the mode of relating to real-
ityl7.

Ibn Sina adopts rather an intricate
system of classification in which he uses
etiological (pp. 890-2) as well as
symptomatological (pp.897-8) criteria
in the nosology of Melancholia; much to
the pleasure of the advocates of the mul-
tiaxial DSM III.

Melancholia: etiology and types.
Ibn Sina puts it. ‘Melancholiais due to a
change of mizage which disturbs the
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ABSTRACT

In its comprehensive account of Melancholia, the Canon of Medicine
examines its essential features, epidemiological properties nosology and
etiology in a way that exhibits close parallels between the concept of
Melancholia and that of the psychoses in modern psychiatry. Of special
interest is a type of Melancholia which is given the name al-Qutrub. The
Canon subscribes to an organismic approach regarding the etiology of
Melancholia, and expectedly it leaned heavily on phytochemical prescrip-
tions for the management of the disease, including hypnotic narcotic
sedative and antidepressant medicinal plants. This research examines,
in addition, the psychopharmacological properties of the plants pre-
scribed by Avicenna compared to those currently used in psychiatric
practices.

Résumé
Nosologie Etiologie symptomatologie et
psychopharmacologie de la melancolie dans le
‘“canon de médecine”

Le ‘““canon de Médecine” examine les aspects essentiels, les prop-
rietés épidemiologiques la nosologie de la mélancolie de telle fagcon qu'il
démontre un parallelisme étroit entre le concept de la melancolie et la
psychose dans le psychiatrie moderne, on a accordé, un intéret special
au type de melancolie appelé Al-Qutrub.

Etant donné que le ‘‘canon” adopte une approche organique concer-
nant (I'etiologié) la mélancolie, il na pas été étonnant qu'on insiste sur les
prescriptions phytochimiques compris les hypnotiques, les narcotiques,
les sedatifs et le plantes médicinales antidepressives.

En outre, cette recherche examine les proprietés psychar-
macologiques des plantes prescrites par Avicenne compareés a celles
utilisées couramment dans les pratiques psychiatriques modernes.
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promising younger clinicians or sci-
entists. They may be held within
Australia, or for 2 to 3 years in a
centre of excellence overseas, but
paid from Australia. Such Fellow-
ships have proved to be an excellent
national investment because they
have helped to generate a cohort of
well-trained, able research across

Australia. After advanced training
and experience, these individuals
tend in turn to have a major influence
on the next generation. The result is
that Australia now has a vigorous
research community and a satisfac-
tory output of scientifically sound
research. This is a markedly different
situation to that 20 or 25 years ago.

A.S. Henderson MD, FRACP, FRCP, FRCPsych., FRANZCP
Professor and Director

NHB & MRC Social Psychiatry Research unit

The Australian National University

Canberra Act 2601 - Australia
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der non-medical behavioural or
biological scientists. The Society
meets annually for 3 days, when indi-
viduals present work being planned
or work completed. Their work is
constructively criticized by the other
members. Preference is given to
younger members in allocation of
time. Help is given in how to apply
for a research grant, and how to
behave at the interview. Regional
research meetings are frequently
held in the major cities. The scientific
standing of the Society has gradually
been established over a decade, and
it has become a highly effective
organization in its advocacy to the
Federal Government for increased
funding for research on mental disor-

ders.
The anatomy of success in one set-

ting is likely to need some modifica-
tion to become culturally portable.
On the other hand, this . writer
believes that some general principles
exist that can be widely applied with
a desirable outcome. Psychiatry in
Arab countries already has a consid-
wealth  of intellectual
resources. The opportunities for
truly useful research are abundant.
By expanding its research activities,
achieve major advances in the care of
the mentally ill and in the promotion
of public health Arab psychiatry
could be far-reaching.

erable

In what follows, some features of
psychiatric research as it has been
experienced in  Australia are
described, with the full knowledge
that conditions there and in Arab
countries are appreciably different.
In Australia, psychiatric research has
been greatly helped in recent
decades by initiatives from the
National Health and Medical
Research Council, which is the prin-
cipal source of funding for medical
research. In addition to making
funds available for psychiatric
research projects on a competitive
system, based on national and inter-
national peer review, the Council has
made further contributions. First has
been the setting up of two Research
Units, one in social psychiatry and
psychiatric epidemiology in Can-
berra, the other being the Schizop-
hrenia Research Unit in Melbourne.
These Units each consist of a group
of committed staff, including
psychiatrists, engaged in full-time
research. Such Units provide ideal
conditions for intensive research,
and they have become invaluable
resources for other psychiatrists and
mental health workers throughout
the country and elsewhere. The sec-
ond initiative by the Council has
been to establish Research Fellow-
ships in psychiatry. These are pro-
vided on a competitive basis for
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derives from major centres elsewhere,
imported more or less accurately, and
applied more or less appropriately to the
mentally ill of a host community.
Idiosyncratic beliefs and practices
inevitably emerge, but are likely to go
unchecked or without adequate evalua-
tion, and to be further propagated
within the profession. But a better situa-
tion is not too difficult to achieve. In
what follows, an attempt is made to set
out some of the general principles that
might be applied where it is considered
that they are needed, and where there is
a will to promote scientific advancement
in the practice of psychiatry.

1. Research experience benefits clinical

practice. It should be one component
of postgraduate training.
Although it may be only an optional
component in some settings, the
value of some personal experience of
research is that instils a spirit of heal-
thy enquiry and scepticism. Closely
linked to this is the ability objectively
to criticize any aspect of clinical prac-
tice or the knowledge on which it
purports to be based. The young
clinician comes to recognize that a
questioning outlook, in which the
daily practice of medicine and
psychiatry becomes a continuing
exploration, generates real fulfill-
ment in professional life.

2. Research experience, with publica-
tions in national and international
journals, is a major asset in career
appointments.

When individuals come to seek
appointments in hospitals, health
centres, medical schools and
administrative posts, having publica-
tions is evidence of at least three
attributes: such a candidate has had
the ability and drive to embark on a
study, to see it through to comple-
tion, and to express it more or less
clearly in written word. It has also
been laid before a wider readership
for objective evaluation.

3. The existence of an informal
research community brings scientific
benefits to the speciality.

What is envisaged here is a network
of individuals sharing a common
interest in promoting the scientific
basis of psychiatry and psychological
medicine. Such a network already
exists through the Arab Federation
of Psychiatrists, which provides an
effective means for further develop-
ment.

4. A Forum for Psychiatric Research.

One further developemnt in.
Australia seems to have proved
extremely useful. This is the Austra-
lian Society for Psychiatric Research.
It has over 150 members, about half
being psychiatrists and the remain-

-120 -



The Promotion of Psychiatric Research

General principles were offered to enhance such programmes. The

Australian model was presented for discussion, and possible application

in the Arab world.

Résumé
La Promotion de la recherche psychiatrique
dans le monde Arabe

L’auteur reléve que la psychiatrie reste pauvre dans un pays sauf si elle
est sontenue par la recherche développée localement. Cette recherche
doit prendre en considération les croyances et les coutumes locales.

Les principes généraux ont été offerts pour encourager des tels prog-

rammes.

Le modeéle Australien a été présenté pour duscussion et son applica-

tion possible pour le monde Arabe.

Research deserves to be promoted in
Arab psychiatry. The context in which
this proposition is made requires some
explanation. This writer has been kindly
invited by the Editor to contribute a
paper on social psychiatry. In respond-
ing, he has chosen to focus not on
specific themes, but to examine matters
that are arguably fundamental to the
fabric of Arab psychiatry and what can
be offered to the communities it serves.

In presuming to offer comment on
research development, the writer is fully
aware that he is at some disadvantage in
neither being an Arab himself nor hav-

ing any personal experience of

psychiatry in the Arab world. What is
offered here is predicated on three
assumptions: that a vigorous commit-
ment to research brings major benefits
to the discipline of psychiatry and to the
services it provides within any country;
that there are remarkably simple ways
to have research recognized as a desira-
ble professional activity; and that most
of these simple ways have universal
applicability, albeit with tailoring to fit
local conditions.

Psychiatry that is practiced and taught
without at least some research compo-
nent is in poor shape. It is likely to be
based on information that is largely
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ABSTRACT
The writer makes the point, that psychiatry in any country is poor,
unless it is backed by research developed locally. This research should

take into account the local beliefs and norms.

-118 -



29 -

30 -

31 -

32 -

33 -

34 -

35 -

36 -

37 -

The Biology of O.C.D.

Okasha, A., Raafat Mona (1988):
Brain mapping in psychiatry. Read
at the Second Egyptian Interna-
tional Conference of Psychiatry,
Cairo.

Paunovic, V.R. (1984): Obses-
sional syndrome with organic brain
disease. Ann. Med. Psychol., 142:
379-382.

Penfield, W., Jasper, H. (1954):

epilepsy and the functional

anatomy of the human brain. Lon- -

don: Churcill Livingstone.

Rapoport, J. (1989): The biology
of obsessions and compulsions.
Scientific American March 1989.

Ribot, T. (1904): Les Maladies de
la Volente. Paris, Alcan.

Ritter, W., Sumpson, R., Vau-
ghan, JR.H.G., Friedman, D.
(1979): Brain event related to the
making of a secondary discrimina-
tion. Science, 203: 1358-1361.

Saletu, B., Itil, T.M., Saleth, M.
(1971): auditory evoked responses,
EEG and thought process in

schizophrenics. AM. J. Psychiatry,
121: 970-987.

Schilder, P. (1938): The organic

background and compulsions.
AM. J. Psychiatry, 94: 1397-1414.
Shagass, C., Straumanis,

J.J.JR., Roemer, R.A., Amadeo,
M. (1977): Evoked potentials of

38 -

39 -

40 -

41 -

52 -

AU

*k

- 117 -

schizophrenics in several sensory
modalities. Biol. Psychiatry, 12:
221-235.

Shagass, C., Straumanis, J.J.JR.,
Josiassen, R.C. (1984): Evoked
potentials in obsessive compulsive
disorder. Adv. Biol. Psychiatry,
19: 1693-1701.

Turner, S.M., Biedel, D.C.,
Nathan, R.G.S. (1985): Biological
factors in obsessive compulsive dis-
order. Psychol. Bull., 97: 430-450.

Westphal, K. (1878): Ueber
Zwangsvorstellungen. Arch. fir
Psychiatrie und Nervenkran-
kheiten, 8: 734-750.

Yaryura-Tobias, J.A., Bhagavan,
H. (1977): L-Tryptophan in obses-
sive compulsive disorder. AM. J.
Psychiatry, 134: 1298-1299.

Zohar, J., Insel. T.R. (1988):
Obsessive compulsive disorder:
Psychological approaches to diag-
nosis, treatment and pathophysiol-
ogy. Biol. Psychiatry, 22: 667.

THORS
Ahmed Okasha: Professor and
Chairman of Department of
Psychiatry.

AIN SHAMS UNIVERSITY. CAIRO
-EGYPT
Mona Raafat: Assistant Profes-
sor of Neurology
AIN SHAMS UNIVERSITY. CAIRO
-EGYPT




14 -

15 -

16 -

17 -

18 -

19 -

20 -

A. Okasha et al

of the obsessive compulsive syn-
dromes. Biol. Psychiatry, 14: 119-
130.

Godwin, D., Guze, S., Robins E.
(1969): Follow up studies in obses-
sional neurosis. Arch. Gen.
Psychiatry, 20: 182-187.

Gray, A.J. (1982): The neurop-
sychology of anxiety. An enquiry
into the functions of the septo-hip-
pocampal Clarendon

Press. Oxford University Press.
New York.

Hassler, R. (1980): Brain
mechanisms of intention and atten-

system.

tion with introductory remarks on
other voluntary processes. Prog.
Brain Res., 54: 585-614.

Hunter, R. MacAlpine 1. (1963):
Three hundred years of psychiatry.
London, Oxford University Press.

Insel, T.R., Donnelly, E.R.,
Lalakea, M.L., Alterman, I.S.,
Murphy, D.L. (1983): Neurop-
sychological studies of patients
with obsessive compulsive disor-
der. Biol. Psychiatry, 18: 741-751.

Insel, T.R., Mueller, E.A., Gillin,
C., Siver, L.T., Murphy, D.L.
(1984): Biological markers in
obsessive and affective disorders.
J. Psychiatr. Res., 18: 407-423.

Insel, T.R. (1990): Phenomenol-
ogy of obsessive compulsive disor-

21

22 -

23

24 -

25

26

27 -

28 -

-116 -

der. J.CLIN. Psychiatry, 51: (2
suppl), 4-8.

Janet, P. (1903): Les obsessions et
la Psychasthenie. Paris, Bailliere.

Jenike, M.A., Brotman, A.W.
(1984): The electroencephalogram

in obsessive compulsive disorder.
J. Clin. Psychiatry, 45: 122-124.

Kittl, P.A., Marks, M. (1986):
Neurological factors in obsessive
compulsive disorder. Two case
reports and a review of the litera-
ture. Brit. J. Psychiatry, 149: 315-
319.

Khanna, S., Mukundan, C.R.,
Channabassavana, S.M. (1978):
Fontal lobe involvements in obses-
sive compulsive disorder. Elec-
trophysiologic evidence. In lerer,
B., Gershon, S. (eds). New direc-
tions in affective disorders. New
York: Springer Verlag (in press).
Luria, A.R. (1966): High cortical
functions in man. New York: basic
Books.

Maudsley, H. (1985): The pathol-

ogy of the mind. London, Macmil-
lan.

O’Callaghan, M. A J., Caroll, D.
(1982): Psychosurgery. A scientific
analysis. Lancaster: MTP.

Okasha, A. (1988): Okasha’s Clin-

ical Psychiatry. The Anglo-Egyp-
tain Bookshop. Cairo.



The Biology of O.C.D.

1-

7 -

Baxter, L.R., Phelps, H.E., Maz-
ziota, J.C., Guze, B.M., Schwartz,
J.M., Selin, C.R. (1987): Local
cerebral metabolic rates in OCD.
Arch. Gen. Psychiatry, 44: 211-
218.

Bear, D.M., Fedio, P. (1977):
Quantitative analysis of interictal
behavior in temporal lobe
epilepsy. Arch. Neurol., 34: 454-
467.

Beech, H.R., Vaughan, C.M.
(1979): The behavioral treatment
of obsessional states. London:
Wiley.

Behar, D., Rapoport, J. (1984):
Computerized tomography and
neuropsychological test measures
in adolescents with OCD. AM. J.
Psychiatry, 141: 363-369.

Berrios G. (1989): Obsessive com-
pulsive disorder: Its conceptual
history in France during the 9th
century. Co,pr. Psychiatry, 30:
283-295.

Bingley, T., Persson, A. (1978):
EEG studies on patients with
chronic obsessive compulsive
neurosis before and  after

psychosurgery. Electroencephal.
Clin. Neurophysiol., 53: 435-438..

Brigdes, P.K., Goktepe, E.O.
(1973): A comparative review of

10 -

11 -

12 -

-115-

patients with obsessional neurosis
and with depression treated with
psychosurgery. Brit. J. Psychiatry,
123: 663-674.

Ciesielski, K.T., Beech, H.R.,
Gordon, P.K. (1981): Some elec-
trophysiological observations in
obsessional states. Brit. J.
Psychiatry, 138: 479-484.

Curtis, G.C., Cameron, O.G.,
Nessa, R.M. (1982): The
dexamethazone suppression test in
panic disorder and agoraphobia.
AM. J. Psychiatry, 139: 1043-1046.

Duffy, F.H. (1986): Topographic
mapping of brain electrical activ-
ity. Butterworths, Boston, MA.

Epstein, A.W., Balline, S.H.
(1971): Sleep and dream studies in
obsessional neurosis with particu-

lar reference to epileptic states.
Biol. Psychiatry, 3: 149-158.

Esquirol. In Berrios G. (1985):
Obsessional disorders during the
19th century: Terminology and
classifactory issues. In Bynum WF.
Porter R. Stepherd M. (eds):
Anatomy of madness. London.
Tavistock, 166-187.

Flor-Henry, P., Yeudall, L.T.,
Koles, Z.J., Howarth, B.G.

(1979): Neuropsychological and
power spectral EEG investigations



A. Okasha et al

these drugs is probably related to the
physiology of serotonin.

The role of serotonin, in human
behavior is not well understood, but
there is evidence that it is important in
suicide, appetite, aggression, depres-
sion among other functions. All these
drugs are characterized by being potent
reuptake inhibitors of serotonin i.e.
increasing its turnover. No one has
shown any abnormality of serotonin
either in the blood or spinal fluid in
OCD patients and the precise mode of
actions of these drugs remains to be
elucidated.

To formulate a hypothesis about the
possible biological basis of OCD, it
seems possible that latent behavioral
patterns stored in the basal ganglia are
somehow triggered by abnormally func-
tioning inferior frontal lobes. The
initiating impulse is conveyed to the
basal ganglia by pathways mediated by
serotonin. Successful drug treatment
might alter the role of serotonin in those
pathways, thereby damping the spark
from the frontal lobes(32).

We have to differentiate between
impulse control disorders e.g. Trichotil-
lomania, Kliptomania, pathological
gambling where the act produces gratifi-
cation as compared with obsessions

where no gratification is established.

But whether these disorders will
respond to those antiobsessional drugs
will be the subject of future trials and

reaserch.
Some authors according to the biolog-

ical substrate of OCD divide it into
many subtypes which will underline the
method of therapy.

We have: 1) OCD and Tourette syn-
drome responding to serotonin drugs
and neuroleptics; 2) Schizo-obsessives
responding to neuroleptics; 3) OCD
and depression, they are hard to treat,
50% may respond to serotonin drugs and
further 20% with the addition of
lithium. Adjuvant therapy with
Fenfluramine, Clonidine, and some-
times psychostimulants; 4) OCD and
anxiety symptoms or panic attacks may
respond to benzodiazepines and seroto-
nin drugs. There is probably a
serotonergic OCD, may be a dopamine
OCD, a peptide OCD and OCD that is
mainly related to environmental factors.

OCD patients have a risk avoidance,
are meticulous, have multuple rituals
and they have high SHIAA in the CSF.
In the impulse suicidal or homicidal
patients, you have the reverse, with very
low SHIAA. It may be that serotonin
system may have something to do with a
dimension that at one end may be impul-
sivity and the other end, harm avoi-
dance, or obsessions and compulsions.
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that they are hard wired into the brain
circuitry. Many of the behaviors shown
by OCD patients seem to resemble the
fixed action patterns described by
Lorenz. It is obvious that cultural and
physical stimuli account to some degree
for a particular patient symptom, but
the ritualized aspect of the behavior and
its starting uniformity along with the fact
that children and adults show identical
symptoms suggest biological program-
ming.

The disease is more prevalent in rela-
tives suggesting a genetic cause. About
20% of OCD patients display motor
tics: involuntary movements that are
usually blinks of the eyes or facial
grimaces. It has been shown repeatedly
that OCD occurs in association with sev-
eral types of neurological disorders:
Sydenham’s chorea, epilepsy, Parkin-
son’s disease, Tourette syndrome and
toxic lesions of the basal ganglia. The
basal ganglia are known to be way sta-
tions between sensory inputs and the
resulting motor and cognitive outputs. It
is possible that in OCD disturbances in
these way stations have somewhat short
circuited the loop that normally con-
nects sensory input and behavioral out-
puts, thereby releasing hard wired
behavioral packages.

A study by Rapoport (1989) showed
with CAT scans of the brain of OCD
smaller caudate volumes. Another

study showed that 20% of rheumatic
fever with chorea displayed OCD which
may suggest dysfunction in the basal
ganglia.

Positron emission tomography (PET)
showed OCD patients had higher level
of glucose metabolism in an area of the
frontal lobe and in the cingulate gyrus
which connects the frontal lobe with the
basal ganglia.

Two different types of treatment of
OCD may be effective: behavior
therapy mainly exposure-prevention
and antiobsessional drugs. Behavior
therapy does not contradict the biologi-
cal basis. Ethnologists have shown that
many fixed action patterns in animals
can be extinguished by repeated train-
ing. Moreover, since the brain is both a
biological organ and the recipient of
sensory and- psychological inputs, it is
only to be expected that strictly
psychological causes can have biological
effects. Behavior therapy seems to be
more effective in treating compulsions
than obsessions.

On the other hand, new drug treat-
ments seem to be effective in reducing
both obsessions and compulsions. Three
drugs have been shown to have anti-OCD
effects: Clomipramine, Fluvoxamine
and Fluoxetine. Their effects are not
mediated through their antidepressive
properties as most antidepressants are
not helpful in OCD, the effectiveness of
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previous study of the brain mapping in
affective disorder(®® we found that most
of the depressed patients had right
hemispheric dysfunction, this finding
could be interpreted as a psychobiologi-
cal link between OCD and affective ill-
ness, even in those obsessionals who do
not manifest depressive symptoms.
However, the nature of a link between
OCD and affective illness is not clear.
Neither DST nor the sleep EEG abnor-
malities predict response to antidepres-
sants in OCD(9). One explanation for
the apparent psychobiological link bet-
ween the two disorders is that patients
with chronic OCD develop episodic
depressioris rather than displaying the
affect common in major depressive dis-
order. These episodes are manifested as
exacerbations of obsessions and rituals.
Many patients with OCD are ill for years
before they seek treatment, some apply
for help when they become overtly
depressed, some when their obsessive
compulsive symptoms are more severe.
In both cases, the acute episodes
superimposed on chronic disorder may
be a form of affective illness.

Two of our patients showed right
hemispheric hyperarousal, a finding
which could not be supported by other
authors, although it may suggest the
presence of high cortical arousal as an
evidence for anxiety associated with
OCD, the septo-hippocampal system

model of Gray (1982) can explain some
physiological basis of OCD. It was
observed that increased emotional
arousal preceeds the onset of OCD.
This may lead to oversensitivity of the
hippocampal system which may mediate
signals labelling previously mental
stimuli as aversive. Similar studies in
other anxiety disorders have generally
found no abnormal results®).

13.3% of our patients (4 cases)
showed non-specific generalized cereb-
ral dysfunction and 6.7% (2 cases) had
borderline records, similar to the find-
ing of Insel et al. (1983).

The data reported here and the
studies cited previously, point to the
prevalence of left hemisphere dysfunc-
tion and abnormal cognitive processing.
It is of interest to note that similar find-
ings were also reported in psychotic dis-
orders(.13,3437,3510.28)  which  may
suggest the existence of a link between
OCD and psychosis.

CONCLUSION

The overall prevalence of OCD
ranged from 1.9-3.3% in five com-
munities in USA, a rate greater than
previous estimates.

The work in ethology by Konrad
Lorenz who described nest building,
grooming, courtship and defensive
behavior patterns that appeared without
learning models led him to hypothesize
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their finding on the basis that in vivo
exposure, cerebral blood flow represent
a hypofunction of some parts of the
brain, predominantly in the posterior
left hemisphere.

None of our patients showed specific
frontal lobe dysfunction as found in the
work of Flor-Henry et al. (1979) who
described left frontal lobe dysfunction in
11 subjects with OCD showing EEG
abnormalities and neuropsychological
test impairment. Baxter et al. (1987)
studied 14 subjects with OCD by PET
and found an increase in the left orbital
gyrus and bilaterally in caudate.
Paunovic (1984) reported a patient who
developed OCD after anterior domin-
ant cerebral infarction. O’Callaghan et
al. (1982) found that lesions of the cing-
ulate gyrus and lower quadrant of the
frontal lobe have been found useful in
OCD. Changes in some of the early
latency evoked potentials(®®) have been
interrupted differently to implicate left
hemisphere responsiveness, left frontal
dysfunction and increased cerebral
arousal. However, such abnormalities
in the EEG and similar neuropsycholog-
ical tests were not found by Insel et al.
(1984) in 8 cases of OCD.

Two cases of our patients had diffuse
left hemispheric dysfunction, similar to
the finding of Flor-Henry et al. (1979)
who found dominant hemisphere dys-
function by computerized EEG.

Two of our patients had left mid-tem-
poral hyperactive foci (sharp waves).
Insel et al. (1983) found intermittent left
temporal sharp waves in 2 of 18 cases
with OCD. Epstein & Balline (1971)
found temporal lobe spikes and theta
waves in the sleep EEG during stage 1
and REM of three subjects with OCD.

Links between OCD and epilepsy
have been noted in few case reports.
Stereotyped thoughts or forced thinking
have been demonstrated as part of an
epileptic aura®®.23) reported two cases in
which typical OCD developed in teen-
age patients shortly after the onset of
epilepsy, one patient had GME, and the
other TLE. Both patients were free of
obsessive compulsive symptoms before
the onset of epilepsy.

20% of our patients (6 cases) showed
right hemispheric changes. Four cases
had right hemispheric dysfunction. This
finding was not supported by many
authors who studied subjects with OCD.
Although Khanna et al. (1987) found
decreased power in the non-dominant
fronto-medial and temporal regions.
Hassler (1980) reported that right sided
disruption of thalamofrontal pathway
was in some cases sufficient to produce
clinical recovery. Some patients
required subsequent operation in the
dominant hemisphere. We suggest that
since depression is the most common
complication of OCD(4 and that in our
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implications have been more for the
neurotransmitter  involved-serotonin-
than for the site of dysfunction®. Luria
(1966) beleived in the localization of
function of specific areas of the brain. In
contrast with the generalists who
believed that the whole cortex is impli-
cated in all such phenomena. The evi-
dence for localization of dysfunction in
OCD has recently gained support from
cerebral glucose studies() CT scans®),
electrophysiological considerations(Z4)
and psychosurgical evidence(27).7.16,

AN EVIDENCE FROM TOPOG-
RAPHIC EEG

Thirty patients (19 males, 11 females)
diagnosed as primary obsessional disor-
der according to DSM-111 R were
studied. They fall into two major
symptoms: rituals and ruminations and
all have experienced symptoms for at
least one year. Their age ranged bet-
ween 1645 years, with a mean age of
32.1 years. Those with suspected
organic lesions or secondary to another
psychiatric disorders were excluded. All
the patients were subjected to a semi-
structured psychiatric interview (Ain
Shams psychiatric sheet), physical and
neurological examination and topog-
raphic EEG mapping using 16 channels
Dantec-Siegen Machine.

90% of our cases (27 cases) showed
TEEG abnormalities and 10% (3 cases)
had normal records. 70% of our patients

(21 cases) showed evidence of hemis-
pheric lateralization, where 15 cases
(50% ) showed left hemispheric dysfunc-
tion predominantly posterior quadrant
and two had temporal hyperactive foci.
Six cases (20%) showed evidence of
right hemispheric involvement where
two had right hemispheric hyperarousal
and 4 showed hemispheric dysfunction.
No hyperactive foci were detected in the
right hemisphere. Four cases (13.3%)
had generalized cerebral dysfunction
and 2 cases (6.7%) showed borderline
records.

DISCUSSION AND REVIEW OF THE
BIOLOGY OF OCD

In this study we found that 50% (15
cases) of our patients showed left hemis-
pheric changes. 11 out of 15 had focal
hemispheric dysfunction: 4 in the tem-
poral region and 7 in the posterior quad-
rant. Bingley & Persson (1978) found
increased fronto-temporal theta activity
in 5 of 35 subjects with OCD. Jenike &
Brotman (1984) found disturbances pre-
dominantly in the temporal and fronto-
temporal regions. Zohar et al. (1988)
found increased total cerebral blood
flow markedly during imaginal flooding,
but decreased, even below relaxation
levels, during in vivo exposure. These
changes were found mostly in the left
temporal region. The greatest decrease
during in vivo exposure was in the left
parieto-occipital region. They explained
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associated with a religion; by work,
which is a bit reminiscent of Janet’s idea
of moral therapy; and to some extent by
obsessions and compulsions that arise
particularly in the absence of collective
rituals (e.g., religion, the distraction of
work).

Problems develop when obsessions or
compulsions are associated with either
avoidant behavior or an increase rather
than a decrease in anxiety or depression.
Both anxiety and depression may
interact with obsessive compulsive
symptoms, as well as act on the existing
struggle for control, to initiate a positive
feedback loop. Either religion or work
might decrease the intensity of this loop
by providing alternate channels for the
guilt or worry. Implicit in this model is
that the disability resulting from obses-
sions and compulsions (and thus the
diagnosis of OCD) reflects not only the
symptoms per se but also the predispos-
ition to anxiety, avoidance, and depres-
sion on the one hand and the absence of
more adaptive channels for guilt and
worry on the other hand.

The model is clearly oversimplified. It
fails to explain entirely why some indi-
viduals develop successful careers while
others are too disabled to work. It also
does not explain why some individuals
have a heightened sense of responsibil-
ity or predilection to worry in the first
place. It may, however, prove useful as

a first step toward understanding obses-
sive compulsive phenomena within the

broader context of ‘‘normal” mental
life?0),

Obsessional disorders have received
considerable attention from the
psychologists over the last 10-20 years,
although most of the effort has been
directed towards techniques, while
attempts to understand the mechanisms
of the disorder have been less evident®).

Current behavioral theories centre on
the notion that an obsession is a learned
behavior which become established
through its anxiety relieving properties.
However, this simple explanation fails
to deal with many puzzling features of
the disorder, such as why the perfor-
mance of rituals often increase rather
than decrease anxiety, or how altered
mood, rather than environmental
experience, serves to activate pathologi-
cal behavior. An alternative approach
to explaining the phenomena of obses-
sional disorder has involved the search
for signs of physical abnormalities. A
number of workers have suggested the
possibility of neurological basis for
OCDG9),

Recently, OCD has been found to be
associated with various biochemical
markers; this has revived interest in its
biological basis. The evidence for a
biological substrate for OCD has been
gradually mounting®®?. However, the
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psychasthenia®. All of those describe a
collection of obsessive compulsive
phenomena that are often grouped with
other phobias, tics and what are now cal-
led anxiety disorders.

Although the french clinician did not
agree on a single explanation for this
mysterious disorder, the original view of
Esquirol, later embraced mostly by
Ribot (1904), Janet (1903), and others,
stressed the loss of will, or volition, in
patients with obsessions. The inability
to make a decision or to trust a percep-
tion was considered a form of abulia or
lack of will. The treatment, now usually
ascribed to Janet, was ‘“‘moral therapy”’,
which combined the distraction of work
and the pride of being productive to
move people away from a low mental
energy state where they also buffeted
about by instrusive thoughts or ideas®.

German clinicians, in contrast to the
French and English theorists, took a
more intellectual perspective. Westp-
hal, a German psychiatrist and
neurologist, wrote a brilliant paper
(1878) on what he called Vostellungen,
a syndrome that was really the same as
that now defined as obsessive compul-
sive disorder. However, for him, the
central feature of the disorder was not
the anxiety or the affective elements,
but the cognitive aspect.

Westphal was convinced that the
basic pathology was the emergence of

irrational thoughts. He perceived irra-
tional thoughts as mental tics,
neurologic events that had a cognitive
representation. He used the term abor-
tive insanity to describe the phenome-
non and to distinguish these thoughts,
which were associated with recognition
of senselessness, from more psychotic
thoughts, or true insanity. He also noted
that unlike patients with true insanity,
patients with abortive insanity, now cal-
led OCD, would get worse rather than
better when they were put into an
asylum.

All of us have intrusive, senseless
thoughts and urges. All of us engage in
rituals. However, most of us are not dis-
abled by these thoughts or behaviours.

How do these ‘“‘normal” obsessions
and compulsions relate to the symptoms
of OCD? Or, more to the point how can
we understand pathologic obsessions
and compulsions in the context of *““nor-
mal” mental life?

A hypothesized model begins with a
predilection to guilt, which is due to a
heightened sense of responsibility, and a
related predilection to worry, which is a
consequence of uncertainty and the
expectation of negative consequ-
ences.(20)

The distressful feelings of guilt and
worry can be coped with in a number of
ways: by religious endeavors, replete
with all the guilt-reducing rituals
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Résumé
La Biologie de Désordre Compulsif
obssessionel

Les auteurs rappellent I'histoire du désorde compulsif. obssessionel au
cours des six derniers siécles et insistent sur I'aspect biologique. L étude
de 30 malades présentant des désordres obssessionels primaires
démontre un E.E.G anormal chez 90% des malades...

Les résultats de cette étude ont été discutés a la lumiére dautres
études faites sur la biologie de ce désordre.

Les auteurs suggérent que les bases biologiques possibles de D.C.O.
sont le fait que des modeles du comportement latent stockés dans le
ganglion basal, sont d’une fagon quelconque provoqués par le fonctione-

ment anormal des lobes frontaux.

Obsessive compulsive disorder is a
syndrome characterized by recurrent,
intrusive thoughts (obsessions), usually
accompanied by washing or checking.
OCD patients generally recognize their
symptoms as senseless and ego-dys-
tonic, and in most cases, struggle against
performing their compulsive rituals.

Although obsessive compulsive disor-
der has received considerable attention,
recently, it is not in any sense a new dis-
order. Indeed, a syndrome identical to
what we now call obsessive compulsive
disorder (OCD), has been recognized
for nearly 300 years.(!) Early descrip-
tions of the syndrome stressed various
aspects of what we now define as the
core disorder, and a brief historical
review of these different perspectives
provides a useful introduction to the
nature of the syndrome.

The first English descriptions of the
syndrome, or a syndrome similar to
OCD, stressed a relationship to melan-
choly or depression.(26) They also stres-
sed the preoccupation with religious
themes. The terms scruples and religi-
ous melancholy were used to describe
this affliction when guilt was the promi-
nent symptom.

The French nineteenth-century clini-
cal descriptions of obsessions focus less
on guilt and superstition and more on
the uncertainty inherent in the syn-
drome. Esquirol (1837) may have been
the first, although there were many sub-
sequent clinicians, who related the dis-
order to doubt or to what was called
insanity with insight. Several names
have been applied to essentially the
same phenomena: folie du doute, délire
du toucher, folie raisonnante, and later
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THE BIOLOGY OF OBSESSIVE
COMPULSIVE DISORDER
“AN EVIDENCE FROM TOPOGRAPHIC EEG”’
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ABSTRACT

The authors review the history of obsessive compulsive disorder,
over the last 6 centuries with emphasis on the biological aspects. The
study on thirty patients with primary obsessional disorder, showed abnor-
mal E.E.G. in 90% of the cases, the results of this study are discussed in
the light of other studies about the biology of this disorder, the authors
hypothesized that the possible biological basis of OCD, is that latent
behavioural patterns stored in the basal ganglia are somehow triggered

by abnormally Functioning inferior frontal lobes.
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Editorial Letter

Dear colleague

The editorial board is very grateful to those
colleagues who paid lot of efforts to maintain
the production and quality of the Journal. We
feel that it is the joint pan arab work and dedi-
cation to the cause of promoting Arab
psychiatry, that the Journal can flourish and
keep progressing.

We also feel that the Journal is one impor-
tant symbolic feature of unity. So let us unite
and work together for that solomn cause.

Let’s again invite you all to participate in our

joint cause.

Editor
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