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Preface

Psychiatry is a discipline that crosses many frontiers, involving a know-
ledge of the anatomy, physiology and biochemistry of the nervous system,
of general medicine, of sociology, of psychology, of the law and of all those
subjects which comprise the behavioural sciences. Moreover, in the field
of psychiatry the explosion of knowledge has led to an increase in special-
ization in sub-disciplines.

To all those interested in psychiatry this diversity causes real problems.
They may have to consult a wide variety of sources before finding the
answer to what may be in fact a relatively simple question.

This encyclopaedia aims at providing straightforward answers to the
many questions that may arise. The editors wish to stress that this is
not intended to be an advanced treatise on the minutiae of the subject.
There will be entries with the contents of which some experts may
disagree; others which may seem to err on the side of simplicity or of dog-
matism. For whatever imperfections there may be, the editors take full
responsibility. They hope that no major topics have been omitted and
that the coverage is sufficiently comprehensive as to provide the reader,
whether he be directly involved in psychiatry or not, with a useful and
practical guide to the subject.



Abortion

The law relating to abortion differs from
one country to another. In some countries
to induce any abortion is illegal, while in
others abortions are freely permitted. A
typical compromise position defining
therapetic grounds for abortion is that a
pregnancy may be terminated if two
registered medical practitioners are of the
opinion that (a) continuance of the preg-
nancy would endanger the life of the preg-
nant woman or constitute a serious threat
to the physical or mental health of that
woman or any existing children of her family
or (b) that there was a substantial risk that
the child, if born, would suffer from a ser-
ious mental or physical handicap. Differ-
ing views exist on whether one of the doc-
tors should be a psychiatrist. The indica-
tions for abortion on psychiatric grounds
are as wide or as narrow as the prejudices of
the psychiatrist concerned. Schizophrenia,
paranoid psychoses, affective psychoses,
severe psychopathy or gross immaturity;
all these diagnostic categories may consti-
tute adequate grounds for termination.
The more difficult and common problem
is the woman whose distress is a direct
reaction to the pregnancy, commonly the
young single girl and the elderly multipara.
In the young girl the psychiatrist has to
assess her ability to cope with the preg-
nancy, with or without support from her
family, and the effect of continuation of
the pregnancy on her future mental health.
In the elderly married multipara the prob-
lem is not so much the pregnancy as her
ability to bear the burden of another child.
Mild symptoms of tension or depression
increasing in severity and duration as the
family increases, and adverse social and
marital conditions are all factors which
may together justify termination of preg-
nancy and sterilization.

Methods of termination have changed
considerably in recent years: (a) up to
twelve weeks vacuum curettage is the
optimal method; (b) from twelve to sixteen
weeks the alternatives are hysterotomy or
hysterectomy; (c) after sixteen weeks the
options are hysterectomy or extraction of
amniotic fluid through the abdominal

wall and its replacement with 209, saline;
the last method, though efficacious, carries
the risk of introducing hypertonic saline
into the mother’s circulation.
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Follow-up studies have shown that term-
ination of pregnancy rarely results in
psychiatric symptoms of more than tem-
porary duration, provided that the woman
really wants the operation. On the other
hand refusal of termination may result in
long-term mental ill-health involving
hospitalization. A considerable proportion
of mothers who continue the pregnancy
and remain medically well still regret that
termination was not carried out and show
evidence of rejecting the child. Scandin-
avian studies suggest that children of
pregnancies for which termination was
requested show a much higher incidence
of delinquency and other psychiatric
disturbances than do controls.

Eugenic grounds for abortion apply (a)

if the mother has already given birth to a
mongol or phenylketonuric child, or (b)
the mother has been irfected with rubella
in the first three months of pregnancy, or
(c) the mother carries or is suspected of
carrying a dominant pathogenic gene, e.g.
Huntington’s chorea.

Habitual abortion has been related to the
woman’s unconscious rejection of preg-
nancy, or of the unborn foetus. It is more
likely to be due to somatic factors —
anatomical disorder or endocrine im-
balance.

Abreaction
(Synonym: Catharsis)

This is the process of bringing to con-
sciousness material which has been made
unconscious, usually by the mental mech-
anism of repression (q.v.). Abreaction
includes not only the intellectual aspect of
recollection of forgotten memories and
experiences, but also their reliving and
re-enacting with appropriate emotional
expression and discharge. The method
used to achieve the end result of abreaction
is termed catharsis.

Catharsis, from the Greek, meaning to
purge, describes the process, and was a
term first introduced by Breuer to
describe the emotional discharge occur-
ring during a course of hypnotic treat-
ment. The cathartic method was used in

the first case treated by Breuer and Freud.
Firstly, the revival of forgotten memories
without the expression and discharge of
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the appropriate affect is not likely to be
therapeutically beneficial.

Secondly, attempts to obtain abreaction
are in general more successful if a special
traumatic event has been recent and severe.
Catharsis has been used with success in
many subjects of ‘shell-shock’ in war time.
Hypnosis (q.v.) may be used, during
which the subject is given suggestions to-
relive the traumatic event. The success of
this technique depends on the experience
of the therapist and the full co-operation
of the subject. The use of intravenous
short-acting barbiturates in subhypnotic
doses, which may be combined with
methedrine, is more reliable. Catharsis by
ether inhalation in subanaesthetic doses
is still held by many to be the most suc-
cessful in the production of an excitatory
abreaction. Abreaction by hallucinogenic
drugs, e.g. 1.sD is now less frequently
used.

Abstinence syndrome
(withdrawal symptoms)

This term is applied to the syndrome
which occurs in a drug-dependent person
when the drug is withheld. Such syn-
dromes have specific clinical features
related to states of physical dependence
such as occur in opiate type dependence
and severe varieties of barbiturate (q.v.)
and alcohol (q.v.) dependence. Psychic
symptoms relating to psychological de-
pendence occur in all varieties of drug
dependence and generally are character-
ized by subjective distress and craving.
Treatment includes eithe: continuation of
the drug or replacement by an acceptable
substitute and the use of tranquillizers.
SEE ALsO Addiction and Withdrawal
symptoms.

Abulia

Abulia is the absence of will power. It is
usually seen in the less pronounced form —
hypobulia. There is an inability to reach
and act on decistons. It i1s a common
complaint in depressive illness and has to
be differentiated from the indecisiveness
which may be observed in the obses-
sional patient.

Acalculia

Calculation is a complex process involv-
ing memory, attention, concentration and
the capacity to abstract and think in
symbolic terms. Number manipulation is
impaired in general disturbances of brain
function, e.g. delirium, senile dementia.
A specific inability to calculate may be
associated with finger agnosia, right-left
disorientation, and dysgraphia. This is
known as Gerstmann’s syndrome (g.v.).

Accident proneness

The majority of accidents (work and
motor) affect only a small percentage of
the labour force and this same group tends
to be involved in multiple accidents.
While the emotional state of the individual
at the time is important and many vehicle
accidents are thought to result from the
driver being in a mood of angry frustra-
tion, yet the personality is probably the
important predisposing factor. The typical
accident-prone subject is young, male,
impulsive, concentrating on short-term
goals and satisfactions. He likes danger,
dislikes planning, is a guilty rebel who is
perhaps unconsciously provoking accidents
to express rebellion and atone for guilt.
Fatigue, hunger and anoxia are physio-
logical factors tending to impair judgement
and motor co-ordination. In women



accidents tend to occur in the pre-
menstrual phase, probably correlated

with the tension and irritability experienced
at this time. Management in industry
consists in identifying predisposed subjects
and appropriately altering the job require-
ments.

Acetylcholine

Acetylcholine (ach) is the chemical trans-
mitter of the parasympathetic nervous
system, of sympathetic ganglia and the
neuro-muscular junction. It is also widely
distributed in the brain where there is
good evidence that it is the transmitter

of the reticular activating (arousal) system,
in the basal ganglia, in the cerebral
cortex and is probably concerned in pain
sensibility. It appears to act in all sites as
an excitatory transmitter.

There are two different modes of action
(involving different receptors) — muscarinic
(blocked by atropine) and nicotinic
(blocked by curare). Interference with the
brain Ach system (atropine, hallucinogenic
glycol esters) leads to a psychotic state
which is different from the state produced
by LsD with features of delirium (q.v.),
with disorientation (q.v.) and clouding of
consciousness (q.v.).

Much less is known of the relevance of
brain acetylcholine to psychiatry than in
the case of the monoamines (q.v.). How-
ever, the addictive action of nicotine sug-
gests that nicotinic receptors are im-
portant in the brain. Many psychotropic
drugs (e.g. the tricyclic anti-depressants)
have atropine-like properties, which lead
to annoying side effects, such as blurred
vision and a dry mouth. Abnormal balance
between the opposing actions of dopa-
mine and acetylcholine in the basal
ganglia probably account for the clinical
manifestations of Parkinson’s (q.v.) and
Huntington’s chorea (g.v.). ach is in-
activated at the synapse by hydrolysis by
the enzyme — acetylcholine esterase.
Blockers of this enzyme — e.g. the nerve
gas DFP — also cause a delirious psychosis.
SEE ALSO Synapse — transmission in.
For brief account of importance SEE
Biochemical and neurophysiological back-
ground to mental disease.
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Acetylcholinesterase

The enzyme which inactivates acetyl-
choline in the synaptic cleft.

SEE ALSO Acetylcholine, and for a general
description SEE ALSO Biochemical and
neurophysiological background to

mental disease.

Acridan derivatives

One of the groups of tricyclic antidepres-
sant compounds. The only representative
of the group in current clinical use is
dimethacrine (q.v.).

Acrocephaly

A skeletal deformity caused by a dominant
gene in which there is an abnormally high
or pointed head. This is usually associated
with mental defect. Also known as oxy-
cephaly, hypsicephaly, turricephaly,
steeplehead, and towerhead.

Acromegaly

Excessive secretion of growth hormone,
usually due to a tumour of the acidophil
cells of the anterior pituitary. Amenor-
rhoea and loss of libido are very common
symptoms and many patients are mildly
or moderately depressed. The psycho-
logical changes can be regarded as a
reaction to a troublesome chronic disease,
but in some patients affective disturbance
occurs early in the illness.

Acrophobia

Fear of heights. The request for psychiatric
treatment for this fear is sometimes occa-
sioned by social changes, such as removal
to a high block of flats rather than by
increased fear. Visual perceptual factors
influence the intensity of fear; it is usually
harder to walk downstairs towards a
receding spatial edge than upstairs.

SEE ALSO Phobia.
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Acting out

Acting out is a term often applied to the
unreasonable use of the motor aspects of
emotion, although technically it is the
evocation of inappropriate behaviour
patterns during the course of psycho-
therapy. Acting out in the transference
involves the projection of the patient’s
attitudes toward his therapist on to other
persons in his environment; instead of
expressing hostility to the therapist, the
patient might, for example, act out to-
wards his wife or his boss.

Action potential

The electrical charge which is associated
with the transmission of impulses along a
nerve fibre. It depends upon ionic inter-
changes across the membrane on the
surface of the nerve.

SEE ALSO Nerve fibre transmission.

Acute confusional state
(Synonyms: Acute brain syndrome; acute
delirium)

Literally a state of disorder. In psychiatry
it is limited to the syndrome secondary to
clouding of consciousness from organic
disorders of the brain. It is characterized
by impairment of comprehension, orienta-
tion and memory and these intellectual
defects are associated with emotional
instability.

The patient’s impaired comprehension of
incoming perceptions leads to disorienta-
tion in time and place, his memory for
events during his illness is profoundly
impaired and these with his impaired
comprehension of events going on around
him may lead to illusions and delusional
misinterpretations. These symptoms are
associated with marked affective changes,
usually of fear but sometimes of depres-
sion or even euphoria. Characteristically
there are marked fluctuations in the
mental state, symptoms usually being
worse in the evening when tiredness and
failing daylight decrease the impact of
incoming perceptions. In contrast the
patient may be temporarily improved by
vigorously arousing his attention. Rest-
lessness and insomnia are prominent,

making management difficult and leading
to exhaustion.

In distinguishing these states from
dementia the acute onset and the fluctua-
tions in the mental state are the most im-
portant features. When lucid the patient’s
intellect may be found to be intact and his
memory, except for the period of his ill-
ness, good. The EEG shows prominent
bilaterally synchronous slow wave
activity. The prognosis depends on the
underlying condition of which febrile ill-
ness, cardiac failure and intoxication with
alcohol or drugs are the commonest.

In acute psychoses, the patient’s per-
plexity and inattention may simulate an
acute confusional state. Sudden removal
of visual cues, as in the ‘patch delirium’
of ophthalmic patients or after transfer to
unfamiliar surroundings, may precipitate
confusion but in such cases an underlying
arteriosclerotic or senile dementia should
be suspected.

Treatment should be directed to the
underlying disorder. Restlessness may be
controlled with phenothiazine drugs such
as chlorpromazine. In delirium tremens the
benzodiazepines or chlormethiazole are
preferred.

SEE ALSO Clouding of consciousness,
Delirium.

Adaptation disorders

Pre-school behaviour problems in the
areas of feeding, sleeping and response to
frustration are also termed ‘management
problems’. Although, because there is an
absence of physical aetiology, they are often
regarded as of rather minor importance,
there is nothing trivial in symptoms which
can produce quite severe parental depres-
sion or lay the foundations for long-standing
difficulties in parent-child relationships.
Even before children are born, their
parents have expectations about how they
will behave derived from memories of
their own childhood, their observations of
their friends’ children, and other sources.
Parents are often unprepared for the
individuality their children may show;

yet in the process of mutual parent-child
adaptation that occurs between birth and
school entry the temperament of the child
may be as important a factor as the per-
sonality of the parent. Most important of



all is the capacity of the parents to be
sensitive to the child’s needs and feelings,
and flexible in their handling. Flexibility
does not mean permissiveness. Indeed, an
important aspect of flexible child rearing
involves awareness of situations where
children require firm control. Nor does
flexibility mean the parents should sacrifice
the convenience of their own lives to that
of their children. It does involve ability to
recognize when a child’s biological make-
up does not allow him to fit easily into the
routine his parents require and to alter
the situation accordingly.

Obesity is a more common symptom in
western society than malnutrition, yet
mothers are more frequently concerned
about under than overfeeding. In the
absence of physical illness, mothers can
be reassured that young children differ in
their need for food considerably. Persist-
ence of the problem calls for understanding
why the mother remains dissatisfied
although her child is feeding adequately.
Children vary too in the amount of sleep
they require. If they wake up in the middle
of the night they may cry and demand
attention until they get back to sleep.
Parents, deprived of their own sleep, may
become irritable with the child who may
then develop insecurity, aggravating his
sleep difficulty. There is no magic answer
to this problem. Some children can be
‘broken’ of the habit of waking if they are
left to cry it out, but parents may not wish
to do this, especially if the child is fright-
ened. Hypnotics, such as chloral and
phenergan, often help to break into the
vicious circle of insomnia and irritability,
but if used habitually the child may de-
velop tolerance to them. Reassurance to
the parents that the child will come to no
harm whatsoever through lack of sleep
may be helpful in reducing anxiety. Re-
current waking in the night associated
with nightmares and excessive nocturnal
fear may be associated with a more gen-
eralized emotional disorder requiring
further investigation.

Undue whining, temper-tantrums, and
breath-holding are reactions to frustration
which need to be understood in terms of
the emotional climate of the home, and the
amount of attention the child is deriving
from his negative behaviour. In advising
about treatment it is important to remem-
ber that the child may be receiving a good
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deal of reward from the mother in the
amount of attention she gives to him when
he is ‘naughty’. It is better for her to
ignore him when difficult but reward his
good behaviour with her undivided atten-
tion,

Addiction

There is no general agreement about the
meaning of the word ‘addiction’. Medical
men stress its physical aspects, sociologists
its social aspects and lawyers its legal
aspects. Nevertheless the term is so widely
used that it is unlikely to be discarded.
Because of the difficulties of definition,
there is a growing tendency to use the
word dependence which has been defined
by the World Health Organisation in a
way that qualifies each type of dependence
by the generic name of the drug involved.
These types will be described but their
usefulness is often limited by the fact that
the majority of drug users employ a
multiplicity of drugs to satisfy their per-
sonal needs. Basic World iHealth Organ-
isation definitions include:

Drug: any substance that when taken into
the living organism may modify one or
more of its functions.

Drug abuse: persistent or sporadic exces-
sive drug use inconsistent with or un-
related to acceptable medical practice.
Drug dependence: a state, psychic and
sometimes also physical, resulting from
the interaction between a living organism
and a drug, characterized by behavioural
and other responses that always include a
compulsion to take the drug on a contin-
uous or periodicbasis in order to experience
its psychic effects and sometimes to avoid
the discomfort of its absence. Tolerance
may or may not be present. A person may
be dependent on more than one drug.
Clearly the term ‘drug’ as defined by the
World Health Organisation covers a wide
range of substances, but in the field of drug
abuse and dependence the drugs involved
are those which share the common char-
acteristic of producing a change, usually
pleasurable, in the mental state of the
taker. These drugs fall into three classes.
First, drugs which have a depressant effect
on consciousness, these include narcotic
analgesics (e.g. opiates and opiate-like
drugs) and the hypnosedative drugs (e.g.
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barbiturates (q.v.) and non-barbiturate
sedatives). Secondly, drugs whose action is
primarily stimulant (e.g. amphetamines
(q.v.), amphetamine-like drugs and
cocaine (q.v.). Thirdly, drugs whose effect
is hallucinogenic (q.v.) (e.g. LsD, psilo-
cybin and mescalin). Cannabis.(q.v.) is
often included in this group, though
strictly speaking cannabis produces its
own pattern of dependence and abuse.
The World Health Organisation definition
of dependence, though succinct, requires
elaboration. A distinction is made between
physical and psychological dependence, and
though the distinction may appear to be
arbitrary, it has practical uses. Physical
dependence is best understood as being
the end result of presumably neuro-
biochemical change, no doubt transient,
possibly prolonged, which creates in the
taker a real physical need to continue
taking the drug to avoid physically deter-
mined abstinence symptoms. Abstinence
syndromes are often heavily overlaid with
psychologically determined symptoms,
but the consensus of opinion favours
certain abstinence symptoms with a
physical basis; e.g. many opiate with-
drawal symptoms and barbiturate with-
drawal confusion and convulsions are
physically determined. Psychological
dependence covers not only subjective
pleasure from a drug but also the emotional
drives that lead the taker to persist. Also
psychological dependence includes the
relief of feelings of distress within the
taker, e.g. feelings of anxiety, depression
or general discontent. Added to this, psy-
chological dependence extends into those
extreme degrees of personal involvement
in drug use that frequently occur. Such a
situation is found when a drug user radic-
ally alters his life-style in such a way that
his life may come to revolve around drug
taking. He spends all his time in the
company of drug users who reinforce his
dependence and bring about important
social changes in him. He adopts a shared
value system based on drug use and comes
to regard himself as alienated from society
not only because of society’s apparent
rejection of him, but because he comes to
overvalue the state of being totally identi-
fied with drug use. Thus drug use provides
him with a life style and a career, albeit
deviant, and a career that is hard to alter.
The drug user may become a member of a

subculture of drug users whose behaviour
has important consequences for its mem-
bers and society at large, particularly
when they offend against the norms of
society. A heightened sense of alienation
from society tends to be self-perpetuating
and to lead to the rejection of the custom-
ary goals, such as earning a living. Special
modes of dress and speech may become
badges of the subculture — far removed
from the drug effects but important
consequences. Though they are social
consequences they are part of the overall
picture of psychological dependence,
since membership of such a subculture
may meet psychological needs related to
drug use.

Tolerance is the action, specific for some
drugs, in which it is necessary for the
taker to increase dosage in order to
achieve the desired effect.

Descriptions of the actions of cannabis and
opium go back as far as 2000 Bc, but in
Britain the history of drug misuse relates
to the past two centuries. The abuse of
alcohol in the eighteenth and nineteenth
centuries is well documented. It showed a
decline from the mid nineteenth century
following the Temperance Campaign.
These reforms were based on social neces-
sity, since alcoholism had become grotesque
in its extent, constituting a public and
national disgrace.

Drug abuse, of opium and tincture of

Opium smoking in London, 1872, by Doré



opium (laudanum), dates in England from
1700 when the virtues of opium were
described by Dr John Jones. After this,
oral opiate preparations became so com-
mon in England that by the mid nineteenth
century there were very few people who
had not taken them. This was particularly
true for the poor and thousands of deaths
were caused by the use of opiates for ailing
children. Many notable literary and public
figures were opiate takers.

The invention of the hypodermic needle
and syringe provided a more potent
method of administration. Morphinism
became a fashionable upper ~lass disorder
in the nineteenth century. But control of
opiate use was achieved by laws, so that by
the beginning of the twentieth century —
indeed until after World War II - the
number of known opiate addicts in the
United Kingdom was rarely more than
500. Eighty-five per cent of these were
therapeutic addicts using morphine, were
middle aged and scattered all over the
country, 10%, were doctors and nurses and
only 5%, were non-therapeutic addicts —a
special group of deviant people who kept
their drug use to themselves.

A dramatic change has occurred in the
United Kingdom since the 1950’s with
the unexpected emergence of a youthful
population of non-therapeutic heroin users.
It is this change that caused public concern
and re-examination of ‘the British System’
— the system by which any doctor could
prescribe narcotics for an addict if he felt
that cure of his addiction was impossible.
The Brain Committee related the spread
of heroin addiction to overprescribing and
recommended, amongst other things, the
limiting of the prescribing of heroin to
specially licensed doctors in the United
Kingdom. Different rules apply in other
countries. Spread of dependence, how-
ever, cannot entirely be explained in
terms of ‘epidemic spread’. Evidence to
date suggests that drug users are likely to
show psychiatric and social pathology
before drug use.

Drug dependence is a complex disorder
related not only to the conditions of mod-
ern urban life, but to the further com-
plexities of psychological disturbance.
Supposed drug effects need to be regarded
cautiously for they are related not only to
known pharmacological action, but also to
the mood of the taker and his expectations.
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PATTERNS OF DRUG DEPENDENCE
1. Drugs with depressant action

(a) Narcotic analgesics: Morphine type.
The type of dependence produced by these
drugs is categorized by the World Health
Organisation as drug dependence, morphine
type. Some drugs included are morphine,
diamorphine, methadone, pethidine and
all analgesic drugs that are opiate deriva-
tives and synthetic opiate-like drugs.
This type of dependence is characterized
by severe physical and psychological
dependence and tolerance. This means the
user may crave the drug, though this is
not inevitable. A characteristic abstinence
syndrome occurs when the drug is stopped
The symptoms include restlessness, rub-
bing the face and body, irritability, ap-
prehension, yawning, salivation, nausea,
vomiting, abdominal cramps, joint pains,
running eyes and nose, diarrhoea, and, in
later stages, elevated blood pressure,
raised blood sugar and spontaneous
ejaculation or orgasm. The dependency-
producing potential of these drugs is high
— probably the highest of all. The pleasure
caused by opiates does not persist and as
tolerance increases euphoria decreases. So
that the ultimate reason for continuing is
the avoidance of withdrawal distress.
Initial subjective pleasure and later ab-
stinence distress produce a strong drive
to continue. Morphine-like drugs render
people passive and inert with the social
consequence of failure to function ade-
quately as a social being. Though the
hazards of these drugs per se are not spec-
tacular (apart from death from overdose),
there are very real hazards from unsterile
self-injection including abscesses, throm-
bophlebitis, septicaemia, jaundice,
pneumonia, endocarditis and, rarely,
tetanus and malaria. Also there are the
major social hazards of drug use as a way
of life, associated with the criminality and
inertia. An impressive catalogue.

(b) Barbiturate type. Properly speaking, al-
cohol is included here since dependence on
alcohol and barbiturates are very similar.
Under barbiturate type dependence are
included dependence on non-barbiturates,
sedatives, hypnotics and tranquillizers.
This type of dependence when mild is
mainly psychological — probably most
commonly seen in the person who has
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been taking doses of say 300 mg of a bar-
biturate nightly for years and who cannot
stop. If a dose of 700 mg of barbiturate
per 24 hours is exceeded for a period of
over six weeks, the taker is likely to become
physically dependent. This leads to chronic
intoxication (ataxia, dysarthria and
nystagmus). Mild symptoms of physical
dependence include nausea, dizziness,
orthostatic hypotension and trembling.
The major hazard of physical dependence
is the appearance of barbiturate with-
drawal fits. These can be fatal if vomit is
inhaled. Also states of confusion and
delirium may occur.

2. Stimulant drugs

(a) Cocaine type. Psychological depend-
ence is often severe. There is no physical
dependence and true tolerance does not
occur. The subjective stimulant effect is
often highly valued and large quantities
may be taken. Psychotic excitement with
hallucinosis and paranoid content can
occur.

(b) Amphetamine type. May be caused by
all amphetamines and amphetamine-like
drugs. It is characterized usually by fairly
severe psychological dependence and the
slow development of tolerance. There is no
physical dependence. Excitement, hilarity,
restless irritability and repetitive over-
activity are often found, as are outbursts
of aggression and depressed mood when
the drug is stopped. A serious hazard is the
amphetamine psychoses which is schizo-
phrenic in form and characterized by
paranoid content, loosely held fleeting
delusions and hallucinations. The euphoria
of amphetamine taking is short lived as
tolerance grows and higher doses are
needed. Self-criticism may be impaired

by amphetamines thus leading to anti-
social acts.

3. Hallucinogenic drugs

The most commonly used hallucinogen is
lysergic acid diethylamiamide (LsD) (q.v.).
Other commonly used preparations in-
clude psilocybin (q.v.), mescalin (q.v.),
dimethyl tryptamine (pMT) (q.v.) and
Ditran.

Dependence on hallucinogens is entirely
psychological, physical dependence does
not occur. Psychological dependence often

leads to radical alteration of life style.
Tolerance to LSD and psilocybin occurs
but develops only slowly with mescalin.
Hallucinogenic activity is stressed but in
fact is not the main action of this group.
Emotional changes are far more marked
and include feelings of ecstasy, anxiety,
terror, nameless dread, even depression.
These are often followed by perceptual
changes including not only true hallucin-
ations, but also distorted perceptions in the
visual, auditory and tactile spheres. A
feeling of cosmic revelation is often des-
cribed, of a sense of awareness of meta-
physical union with the universe etc. —
these effects are often found and highly
valued by the user. It is likely that a con-
sequence of such experiences is that the
user overvalues the effects, sometimes with
disastrous social consequences to himself
and family. Adverse reactions to hallucin-
ogens are well described, particularly
following LsD. These include periods of
intense psychotic excitement — often
schizophrenic in form — also depressed
mood, prolonged anxiety reactions and
persistent feelings of unreality (deperson-
alization).

4. Cannabis dependence (q.v.)

No physical dependence occurs, there is
no tolerance, but severe degrees of psycho-
logical dependence may be found. In
these latter there is a strong drive to con-
tinue taking the drug. There is no un-
equivocal evidence of permanent damage
following long-term cannabis usage, but
states of chronic cannabis intoxication are
associated with deteriorated social be-
haviour, apathy, indolence and inertia.
The heavy user becomes preoccupied

with cannabis effects to the exclusion of

all else. Short-lived psychotic states with
paranoid content have been described
though there is disagreement as to whether
or not they are cannabis related or re-
leased by cannabis. The effects of cannabis
in mild concentration are those of hilarity,
jocularity, a carefree attitude and flippancy.
On these grounds some regard it as a
harmless intoxicant. But this ignores the
real states of psychological dependence
that can occur. There is no pharma-
cological reason linking cannabis to pro-
gression to other drugs, but social links
may be present by association.



There is much evidence linking drug
dependence with pre-existing severe per-
sonality disorders. Also many American
studies link drug dependence with social
pathology — social and material deprivation
blocked opportunity and membership of
low status racial minority groups. This
combination of social and personal path-
ology provides fertile soil for development
of dependence. In the United Kingdom
recent research shows a high incidence of
personality disorders in opiate users but
no clear pattern of social pathology is
noted. It is found in all social classes and a
wide range of family backgrounds, though
the presence of parental alcoholism, psychi-
atric disorders, delinquency and separation
is noted in a minority. A minority of drug
users appear to develop their dependence
against a background of pre-existing
anxiety or depression relieved by the drug.
Men outnumber women in the ratio 5:1.
The links of drug dependence with crim-
inality, though demonstrable, are not
easily defined.

The diagnosis of drug dependence is based
on history and examination. Supportive
evidence of drug dependence includes the
finding of injection marks, needle tracks,
thrombophlebitis, abscesses, ulcers from
self-injection and sometimes abstinence
symptoms.

Final proof that the drug is being taken is
achieved by thin layer or gas chromato-
graphic examination of the urine. Urine
should be collected whenever the patient
is seen.

Consequences of non-sterile injection

Addiction 9

The ultimate goal of treatment is total
abstention from drugs based on total social
and psychological rehabilitation. This is

so often a near impossibility to achieve

that many regard total abstention as a
primary treatment goal as unrealistic whilst
acknowledging it as an ultimate goal.
Relapse rates are very high in the first six
months (90%,), but follow-up studies in the
United States of America suggest that
heroin users may show a remission rate of
up to 309, at five years.

With this in mind initial treatment is often
directed at the medical and psychiatric
complications of drug dependence. Long-
term support is then aimed at gradual
re-education to more stable habits of living,
and ultimately to total abstention. The
most difficult task is to get the user to
realize the real dangers of drug depend-
ence and to accept a drug-free life as worth-
while. Withdrawal from drugs and abstin-
encesyndromes areeasily treated inhospital.
With opiate dependence, methadone is
the most useful substitution drug because
of its slow excretion and prolonged action.
Withdrawal programmes vary according
to preference of individua: doctors, but
most use methadone with or without
tranquillizers. Some employ intramuscular
heroin for a few days at the beginning of
withdrawal. Phenothiazines are not with-
out hazard as they may cause barbiturate
withdrawal fits where barbiturate use is
undetected. The opiate user who arrives
in a surgery or casualty department with
abstinence distress is best treated with oral
or intramuscular methadone. Withdrawal
from barbiturates carries the special
hazard of withdrawal convulsions. In
practice the simplest regime is to maintain
the patient in a state of intoxication to the
level characterized by slight dysarthria.
Medication consists of pentobarbitone in
divided doses every four hours and the
dose is reduced by 100 mg every day.
During any withdrawal the patient will
need adequate feeding, rehydration and
vitamin supplements.

Barbiturate-induced delirium is usually
treated by temporary re-intoxication
though this is not necessarily successful.
Withdrawal from amphetamines should
be abrupt. This is usually followed by
prolonged sleep, after which the patient is
usually depressed and irritable. Weight
gain is rapid with the return of appetite.
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Cocaine withdrawal is managed in the
same way.

The main serious problems of withdrawal
are found where there is physical depend-
ence. This is not to minimize the pleadings,
cravings and frank belligerence that often
go with psychological dependence.

The most difficult problems are encoun-
tered after withdrawal. These consist in
the problem of maintaining abstention.
Drugs provide for the user a ready escape
from the problems of everyday life, an
escape which is for the user too often far
more effective and immediate than many
treatment methods, however sophisticated
they may be. Where dependence is a
symptom of an underlying depression the
outlook should be better for relief of de-
pression should reduce drug-seeking
drives, but such cases are not common.
The bulk of patients are suffering from
personality disorders, and will initially
have used drugs for pleasure or as a barrier
between themselves and the difficulties of
existence, so that the problem becomes
one of treating a personality disorder — not
an area of resounding psychiatric success.
Compulsory admission may be life saving,
but its universal application though super-
ficially attractive may be a euphemism

for imprisonment.

At the present time there is considerable
interest in the use of former drug users in
the rehabilitation of the addict. There is
increasing evidence that this may be a
valuable manoeuvre. Patients put in a
drug-free environment and put under
strong pressure to abstain, appear to
respond more favourably if the pressure is
exerted by former drug users. This form
of rehabilitation based on self-help by
reformed addicts has shown promising
results in special communities in America.
The former drug addict knows well the
self-deceptions etc. that drug users employ
and can confront the patient with these in
dramatic fashion. In such communities
the new entrant is given a low role and
status, and is soon made aware that he has
to contribute to the community and is
responsible for his actions and feelings.
Group encounter sessions are used and
vigorous interaction is the rule. These
approaches though lengthy and expensive
offer promising methods of total rehabilita-
tion. Conventional psychiatric approaches,
individual and group therapy have to date

not been of any lasting value. The free use
of tranquillizers and anti-depressants for
drug users carries the real hazard of
further abuse.

A totally different approach to opiate
addiction has been adopted in the United
States by Dole and Nyswander. This dis-
cards a psychogenic view of drug depend-
ence and emphasizes the importance of
long-term physical dependence. Methadone
is used as a pharmacological blocking
agent, to reduce craving and to prevent
euphoria should an opiate be taken. The
method has had good results in America

in centres where recidivist users main-
tained on methadone have been enabled

to live productive and socially acceptable
lives. Also the methadone programmes
encourage group morale giving the user
the sense of belonging to a successful
venture, so that social forces play their
part in the rehabilitation as well.

It 1s likely that in the future, pharma-
cological blocking agents will play an
increasing part in the treatment of all
varieties of drug dependence. Until then,
rehabilitation of drug users should profit-
ably include a wide range of methods.
There is little information about the re-
habilitation of barbiturate and ampheta-
mine users. Common experience suggests
that severe barbiturate dependence is very
difficult to treat. Amphetamine abuse also
presents difficulties — the drug is attractive
and relatively easily obtainable. Motivation
to abstain tends to be low.

Heroin dependence may be self-limiting —
the user no longer achieves euphoria with
the passage of time and relies on it to avoid
abstinence distress. Ageing brings psycho-
logical maturity and increasing awareness
of the hazards of drug use. Therefore a
patient with a relatively recent history may
show less motivation to abstain than a
patient with a much longer history. But
this should not deter from vigorous at-
tempts at treatment.

Drug dependence is a chronic and re-
lapsing disorder, and the treatment of
such disorders is commenplace in medicine
and psychiatry. Thus, while long-term
support and supervision may appear to be
limited as goals — they remain for the drug
user the most practical way of helping him
until he is capable of achieving more
fundamental degrees of change.

In the United Kingdom the maintenance



prescribing of heroin and cocaine is limited
to licensed doctors. Prescribing heroin is
fundamentally a social rather than a strictly
medical measure, and this treatment
approach is currently being evaluated. In
general, however, it is unwise to prescribe
dependence-producing drugs for addicts —
the exceptions being the use of methadone
to relieve opiate abstinence distress and
the prescription of barbiturates in an
emergency to the severely barbiturate
intoxicated patient. This last measure will
prevent withdrawal convulsions.

A recent United Nations Convention in
Vienna considered the dependence-
producing potential of psychotropic sub-
stances. Its main aim was to achieve
international co-operation to combat
their abuse. The Convention, which needs
ratification by the member nations, sets
up four different control regimes with
graduated control measures including
import and export restrictions, licensing
arrangements at manufacturing and dis-
tribution levels, special labelling and
careful record keeping. Four correspond-
ing schedules based upon the therapeutic
value and abuse liability of the drugs were
defined. Provision is made for inclusion of
new drugs on the advice of the Commis-
sion on Narcotic Drugs.

The existing schedules are shown in the
table. The greatest abuse risk and the
greatest control is in Schedule I and the
least in Schedule IV.

Although these substances have been
currently categorized, it appears that
many other psychotropic drugs exhibit
psychological dependence when given for
prolonged periods in high dosage. It is
probably wise to regard all central nervous
system acting drugs as potential depend-
ence producing, with those placed in the
schedules having the highest risk element.

Adenohypophysis 11

List of substances in recent United Nations
Convention schedules
International non-proprietary Schedule
name or other trivial name

DET

DMHP

DMT

Lysergide LSD, LSD-25
Mescaline

Parahexyl

Psilocin, psilotsin

Psilocybin

STP, DOM
Tetrahydrocannabinols, all isomers

Amphetamine 1l
Dexamphetamine I
Methamphetamine I
Methylphenidate 1
Phencyclidine 1
Phenmetrazine 1

Amobarbital 1]
Cyclobarbital 11
Glutethimide 11}
Pentobarbital 11
Secobarbital 11

Amferpramone v
Barbita! [\
Ethchlorvynol [\
Ethinamate v
Meprobamate v
Methagualone [\
Methylphenobarbital [\
Methyprylon v
Phenobarbital v
Pipradrol \Y
SPA v

Addison’s disease

In Addisonian crises, symptoms of de-
lirium may precede or follow coma.
Otherwise the majority of patients with
untreated Addison’s disease show a mood
disturbance: depression (q.v.) or apathy
are characteristic, but euphoria (q.v.)
sometimes occurs. Some impairment of
recent memory is usual. All the psychiatric
symptoms improve with adequate replace-
ment treatment.

Adenohypophysis

Otherwise known as the anterior pitu-
itary. Embryologically it is derived

from an ectodermal upgrowth from the
front of the primitive gut tube termed
Rathke’s pouch. It is one of the main
endocrine glands and in addition to the
growth hormone which acts direct on all
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metabolism the adenohypophysis secretes
several trophic hormones, which control
the activity of other endocrine glands.
The control of the secretion of the hor-
mones from the adenohypophysis depends
on releasing hormones (factors) produced
in the hypothalamus which reach the
adenohypophysis through a portal blood
system. Thus the adenohypophysis and
much of the endocrine system is under
nervous system control, the level of
activity depending on a feedback (q.v.)
from the circulating hormones and central
factors including emotion and sleep.

Adler, Alfred (1870-1937)

The founder of individual psychology,
Adler is one of the Neo-Freudian analysts
who rejected the overriding importance of
sexuality and of the libido (q.v.) theory.
Adler regarded current environmental
influences as of greater significance in the
genesis and maintenance of the mental
disturbances. He considered that feelings
of inferiority (q.v.) determined by genetic,
organic and situational factors were of
paramount importance and that neuroses
or behavioural disorders were the result
of the conflict between conscious or un-
conscious inferiority and overcompensa-
tion.

The ‘life style’ is determined at about

4 years of age, the child’s future patterns
of behaviour depending upon his relation-
ships with authority figures in his en-
vironment. The ‘masculine protest’ is

another Adlerian concept, i.e. that no
fundamental difference exists between men
and women but that any differences which
are found are determined by social and
cultural factors. Thus in a male society

the female attempts to assert herself, her
protest taking many forms, and where
conflict arises, results in emotional dis-
turbance. Adler’s importance in the history
of psychiatry has been much undervalued.
SEE ALsO Inferiority feelings.

Adolescence

The period from the onset of puberty to
the achievement of full sexual maturity is
one of enormous psychological significance
yet, surprisingly, it is a period of life
relatively under researched from a psychi-
atric point of view. Consequently, reliable
figures of the incidence and prevalence of
adolescent psychiatric disorder are lacking
and there 1s a corresponding absence of
information about their natural history
and treatment.

Certain well-defined syndromes, schizo-
phrenia, depressive illness, anorexia
nervosa, drug addiction etc. which are
discussed in more detail elsewhere, are
commonly first manifest in adolescence.
There are, however, no psychiatric dis-
orders which are peculiar to the period of
adolescence, and a discussion of the
psychiatry of this age period inevitably
centres around the specific life stresses and
family patterns which exist, together with
the ways in which adolescents react be-
haviourally to these situations.

Erik Erikson, the American psycho-
analyst and anthropologist, considered
each age of childhood in terms of the task
the child faces and must succeed in com-
pleting before he can go on to the next
phase. For Erikson, adolescence is the
period where a stable concept of self-
identity must be achieved. The youngster
is concerned about his facial and bodily
appearance, his sexual adequacy, his
intellectual ability, his capacity to obtain
and hold down a job, his attractiveness to
the opposite sex. Thus far, his view of
himself has been taken over largely from
his parents, but now, in the light of his
increasing independence, he must come to
rely more on his own judgements and that
of his age-mates.



Excessive anxiety experienced in any of
these areas may result in a focusing

of concern upon one particular aspect of
functioning (as in the development of
hypochondriacal symptoms) or it may
result in ‘proving’ behaviour. Here, the
young person reacts to anxiety by, over-
compensation, performing acts of physical
prowess or ‘showing oftf’ in a manner cal-
culated to quieten his own fears about his
possible inadequacies.

Most adolescents face the crises of this
part of their life-history well equipped to
deal with them, and manage to surmount
them without any long-lasting personality
defects. However, certain groups of
adolescents are especially vulnerable, and
here the degree of emotional turmoil
aroused may result in medical referral.
Chronic physical illness, for example, may
be well tolerated by younger children,
whereas during adolescence the patient
may, for the first time, come to realise that
he is different from others and that life
may hold fewer rewards. Juvenile sufferers
from diabetes mellitus, epilepsy, asthma,
etc. may first show signs of a behaviour
disturbance at, or shortly after, puberty.
The socially deprived youngster may also
first exhibit behaviour disorder at this
age. There is an association between
delinquency and adverse social factors
reflected in a high rate of broken homes,
poverty, paternal unemployment, parental
rejection, etc. The adverse effects of over-
protection may also result in rebellious
behaviour, first shown in adolescence. A
child who has enjoyed an overclose link
with his mother until puberty may react
with overt emotional disturbance especially
if the parent continues to make efforts to
maintain his dependence.

Although the effect of family life on
adolescent behaviour usually receives
more attention, the reverse effect should
not be forgotten. Not infrequently the
practitioner is consulted by a middle-aged
housewife for symptoms of depression
which are found to relate in a straight-
forward manner to difficulties she is having
in coping with or controlling her adoles-
cent children.

Treatment of specific psychiatric syn-
dromes, e.g. anorexia nervosa, schizo-
phrenia, etc., will follow lines described
under those headings. The less well-defined
syndromes occurring more commonly in

Adoption of children 13

the young adolescent need further con-
sideration.

In general the hypochondriacal, inhibited
youngster who comes with a specific con-
cern over bodily function can best be
helped by being given the opportunity to
discuss his worries. A short course of a
minor tranquillizer, such as diazepam,
may help to tide over a particularly diffi-
cult period. The aggressive or antisocial
adolescent rarely consults the doctor on his
own account and, more commonly, he is
brought along by his angry parents or the
parents may ask for advice about him in
his absence.

In this situation the doctor will help most
by remaining impartial, by understanding
the parents’ feelings of guilt, depression
and anger, by stressing the importance of
retaining the positive sides of the parent-
child relationship even when this is most
difficult, and by pointing to the chances of
a good final outcome. Only a small minor-
ity of juvenile delinquents become adult
criminals, although the chances of a young
offender developing other social or psycho-
logical problems are not insignificant.

SEE ALsO Puberty.

Adoption of children

The need for legal adoption arises mainly
as a result of the unmarried mother’s
inability or unwillingness to look after
her child. Rarely, the need for adoption
arises in other circumstances, such as
when a child has been orphaned, or con-
ceived by a married woman as a result of
extramarital intercourse, the husband
refusing to accept the child as his own.
The administrative aspects of adoption
procedure may be undertaken by a regis-
tered adoption society, by a local authority
children’s department or, in the case of
so-called ‘third party’ adoptions, by an
unqualified person who is in touch with
both the mother of an unwanted child and
the prospective adopters. The advantages
of adoption through an official body are
numerous. In particular, it is helpful for
the unmarried pregnant woman to have a
discussion with a skilled social worker
before the baby is born, to clarify her
feelings about the unborn baby, and its
future. The doctor may, when there is no
immediate prospect of marriage to the
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child’s father, be involved with the mother
in discussions as to whether she should
keep her child. There are no hard and fast
rules, but in general the doctor does better
to listen and to provide information than
to give dogmatic advice. The emotional
health of the mother is of paramount
importance. In determining the mother’s
mental stability, appraisal of her capacity
to form satisfactory relationships outside
the family and the amount of realism she
shows in thinking of the future are helpful
guide-lines.

When application is made to the court for
an adoption order by the prospective
adoptive parents the magistrate appoints

a member of the relevant local authority or
a probation officer as ‘guardian ad litem’.
He ensures firstly that the mother’s con-
sent has been freely given, and secondly
that the adoption as proposed is in the best
interests of the child. The guardian ad
litem has no responsibility to search out
the putative father. In deciding whether to
agree to the proposed adoption (and it is
most unusual for the court to disagree),
considerable weight is placed on the report
provided by the guardian ad litem.

The doctor may be asked to advise about
the suitability of a child for adoption,
bearing in mind the medical history of the
natural mother (and the father if this is
known). He may also be asked to provide
a report on the health of the baby. Finally,
he may be asked to provide a reference for
a couple wishing to adopt.

In assessing the natural mother’s medical
history, it is unusual to be provided with
more than sketchy information. However,
it is important to remember that the
hereditary transmission of conditions
such as epilepsy, asthma, diabetes mel-
litus is not such as to constitute a sub-
stantial additional risk to the child. An
intellectually dull mother may well have

a dull child, but this should not prejudice
adoption into a family without academic
pretensions.

It is not possible to predict adult intelli-
gence from infant assessment, and exam-
ination of the baby as suitable for adoption
should be carried out only to exclude
physical disease and to ensure that the
child is developing within the normal
range.

Between 1 and 29, of children are adopted
in Great Britain at the present time. Most

adoptions are successful, especially when
the child has been placed with its adoptive
parents before the age of 6 months. Studies
of psychiatric disorder in adopted child-
ren, however, suggest that the rate of
disturbance is at least twice that in a non-
adopted group. Adolescence, a time when
many children go through crises of per-
sonal identity, presents special problems
for the adopted child. This is an especially
difficult period when the adopting couple
have been unable to provide a stable home
life or to communicate freely with the
child about the special circumstances in
which they have become his parents.

Adrenaline (epinephrine)

Adrenaline is the major hormone released
from the adrenal medulla. It is also found
in the brain. It is synthesized from
noradrenaline (q.v.) and is metabolized to
metadrenaline (metanephrine) via the
enzyme catechol O-methyl transferase
(coMT) and thence to hydroxy methoxy
mandelic acid (vMA) by the action of the
enzyme monoamine oxidase (MAO).

There are two types of receptors in the
sympathetic nervous system and of these
the B receptors are much more sensitive to
adrenaline than are a receptors. By virtue
of this activity in the 8 receptors adrenaline
has a wide range of actions including: (a)
raising BP by peripheral vaso-constriction,
increased heart rate and direct myocardial
stimulation; (b) the effects on blood
vessels are complicated but importantly
blood flow to muscles is increased; (c)
smooth muscle may either be relaxed (e.g.
bronchial) or constricted (e.g. spleen);

(d) metabolic effects which include in-
creased breakdown of glycogen to glucose,
and release of free fatty acids. These effects
are mediated by the stimulation by adren-
aline of the enzyme adenylcyclase which
enzyme converts ATP (adenosine tri-
phosphate) to cyclic AMP (adenosine
monophosphate). When injected directly
into the cerebral vesicles in small doses
adrenaline induces excitatory effects in-
cluding cortical activation (via the reticular
formation (q.v.) ), emesis, ovulation and
stimulation of the motor cortex. Large
doses induce stupor and interference with
release of antidiuretic hormone and
thyrotropic hormone. Differing views still



exist on whether adrenaline or noradrena-
line is the prime adrenergic (q.v.) trans-
mitter within the brain.

sEE ALsO Catecholamines and Brain
monoamines.

Adrenergic

A term applied to those nerve fibres whose
endings liberate noradrenaline (q.v.) or
adrenaline (g.v.) as the synaptic trans-
mitter substance. These are predomin-
antly fibres of the sympathetic nervous
system, although there is evidence that
certain synapses within the central nervous
system itself are adrenergic. This par-
ticularly applies to some brain stem areas.
The cell bodies of the adrenergic tracts
are located in the locus ceruleus, the tracts
being widely disseminated.

In general terms, adrenergic fibres are
those which are concerned with the ergo-
trophic reactions of the body, i.e. those
that are concerned with activity and stress.
SEE ALSO Adrenaline.

Adrenocortical function in depression

In a proportion of depressed patients,
especially those with severe endogenous
depression (q.v.) a moderate increase in
cortisol secretion rate occurs. Plasma
cortisol level and urinary corticosteroid
excretion are increased. Adrenocortical
activity declines to normal during re-
covery, whether this occurs spontaneously
or with treatment.

The increased adrenocortical activity is
probably secondary to the change in mood
rather than its cause. It is not great enough
to produce features of Cushing’s syn-
drome but it may cause subtle biochemical
changes.

Recent work has shown that pituitary-
adrenal responsiveness to dexamethasone
and to insulin-induced hypoglycaemia is
much reduced in some depressives. These
changes also disappear after recovery.
Their significance is unknown, but they
also occur in Cushing’s syndrome.
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Adult training centres

Part of the facilities which can be used to
rehabilitate patients. As an extension of
occupational therapy departments in large
psychiatric hospitals, industrial rehabilita-
tion units were formed where the patient
re-learns habits of work, earns money for
himself and improves his social contacts.
After discharge the patient may have
further training or retraining in an oc-
cupational centre or government sponsored
industrial rehabilitation unit prior to work
in protected employment or ordinary
industry. In order that the patient’s indi-
vidual requirements are met by these
varied services it is essential that a trained
social worker is intimately involved.

Aerophagy

Air-swallowing. Often associated with
abdominal discomfort, of emotional
aetiology. In an effort to belch the patient
swallows air into the oesophagus from where
it is expelled.

Affect

A person’s mood or inner feeling at a
given moment, e.g. sadness, happiness or
anxiety. Affect may be abnormal in depth,
duration or setting (i.e. appropriateness of
affect). Disturbances of affect are of
course the primary abnormality in endo-
genous depression and mania but are
prominent symptoms in most psychiatric
conditions and the main reason for the
patient seeking help.

Affective disorders

Disturbances of affect occur in almost
every condition known to psychiatry, but
this term is restricted to disorders in which
the affective disturbance is the primary
abnormality from which all the other
symptoms are directly or indirectly de-
rived. Logically, anxiety states should be
included, but for historical reasons the
term is restricted to conditions based on
a mood either of sadness or cheerfulness,
that is, to the manic (q.v.) illnesses and
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the gamut of depressive (q.v.) illnesses.
Affective disorders have, or are generally
assumed to have, a number of features in
common which distinguish them from
schizophrenic illnesses and provided the
basis for Kraepelin’s origirfal division of
the functional psychoses into manic de-
pressive psychosis and dementia praecox.
Their most important distinguishing
feature is their prognosis. Recovery from
affective illness is complete; no matter how
long the illness lasts or how often it recurs
there is no progressive decline in function,
no residual defect. It is true that some
depressions, and even some manic ill-
nesses, become chronic, but if the depres-
sion does ever lift even after many years
the underlying personality and intellect
are found to be still intact. Their second
distinguishing feature is their periodicity.
They are lifelong illnesses in the sense

that one attack always implies a probability
of further attacks, and over a lifetime there
is an irregular alternation either between
depression and normality, or between
depression, mania and normality.
Endogenous affective disorders may be
divided into unipolar and bipolar groups,
the former having recurrent attacks of
depression and the latter having attacks of
both depression and mania. This division
into unipolar and bipolar types of dis-
order is further justified by their breeding
true within families, a difference in sex
incidence and in the natural history of the
illness (q.v. depression, hypomania).

SEE ALsO Hypomania.

After care for mental patients

Help is often needed to bridge the gap
for psychiatric patients between life in
hospital and back in the community. This
includes helping the patient to find work
and shelter, helping him financially and
providing convalescent and hostel accom-
modation. In some countries this may be
undertaken by local authorities but in
many areas it depends upon local charity
efforts.

Aged — Behaviour in and Psychiatric
disorders

SEE Psychological changes in normal and
abnormal ageing and Geriatric psychiatry.

Aggression

The motor counterpart of the affect of
anger, rage or hostility. It is a normal
component of a subject’s personality, is
more pronounced in males than in females
and normal variation is considerable; both
excessive aggression and an undue lack of
assertiveness giving rise to difficulties.
Some psychopathic personalities show a
marked tendency to aggressive behaviour.
A change in a person’s aggressivity may
be due to a loss of inhibition as with
alcohol or in hypomania or an arterio-
sclerotic dementia. Increased irritability

is frequent in depression and paranoid
delusions in schizophrenia may lead to
aggressive behaviour to innocent people.
In children temper tantrums are common,
especially in the second year. Aggressive
behaviour in later childhood may be a
symptom of emotional disturbance.

Aggressive behaviour in the aged

Violent outbursts are often the reason for
referral of an elderly patient and require
careful diagnosis.

1. Organic brain syndromes. Acute con-
fusional states (q.v.) may be accompanied
by frightening hallucinations and patchy
memory disturbances. Suspicion and
uncharacteristic hostility may lead to ill-
directed violence. Simple tests of orienta-
tion, attention and recent memory and a
careful physical examination are indicated.
In dementia (q.v.) misinterpretations and
the release of underlying paranoid per-
sonality traits as a result of the brain
damage may lead to violent outbursts
when the patient is faced with situations
which have become insoluble (catastrophic
reactions).

2. Functional psychoses. Late paraphrenia
(q.v.) can cause aggressive behaviour when
an unsuspecting relative or attendant
figures in a well-organized delusional
system. Manic or hypomanic patients when
frustrated may react with violence or
abuse.

3. Emotional crises in the non-psychotic
patient. Diagnosis and management is often
difficult. There may be little to suggest
psychiatric illness. The personalities of
relatives or attendants and the way these
interact with that of the patient must be



studied and sources of provocation on
both sides assessed. Tranquillizers may
be helpful, but a change in the environ-
ment may be the solution.

Agitation

This is a state of restlessness usually, but
not necessarily, arising out of subjective
feelings of apprehension and accompanied
by an inability to relax or to concentrate.
The subject’s behaviour is repetitive and
aimless or, if it appears to be purposeful,
achieves nothing. Some degree of agitation
is a common concomitant of any state of
anxiety or tension, regardless of aetiology,
though the movements involved are rela-
tively restricted and inconspicuous. The
patient taps his foot, adjusts his clothing,
fiddles with a pipe or a pencil, shifts his
position in his chair, and so on. Severe
agitation is less common and is encoun-
tered mainly in depressive illnesses,
particularly in involutional melancholia
{q.v.). Here the whole body is involved,
often to such an extent that any sustained
task is rendered impossible. The patient

is incapable of remaining seated, he gets
up, sits down again, paces the room, wrings
his hands and repeatedly starts simple
tasks which he never completes. Some-
times such behaviour is encountered in the
absence of any obvious tension or distress;
when this occurs a dementing process,
presenile or arteriosclerotic, should be
suspected.

The treatment of agitation is mainly that
of the underlying illness. Depressive ill-
nesses accompanied by severe agitation
usually respond to ECT or tricyclic drugs
and there is some evidence that amitriptyl-
ine is more effective than imipramine
when agitation is conspicuous. In the
interim period before the depression is
brought under control, and in dementing
processes, phenothiazines may be effective
in controlling even quite severe agitation
while the benzodiazepines, chlordiazep-
oxide and diazepam are widely used to
control the anxiety and mild degrees of
agitation so common in less severe depres-
sions. However, occasionally both the
phenothiazines and the tricyclic anti-
depressants may themselves cause agita-
tion of extrapyramidal origin. This
akathisia can be controlled, to some extent,
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by anti-Parkinsonian drugs like orphen-
adrine or by reducing the dose, but some-
times there is no alternative to stopping
the drug.

SEE ALSO Anxiety, Depression, Motor
disturbances and Overactivity.

Agnosia

The term ‘agnosia’, from the Greek
‘agnostos’ — unknown — was coined in
1891 by Sigmund Freud (q.v.) to describe
a failure of recognition.

Agnosia is classified 1n terms of the sensory
channel affected, but implies that sensa-
tion itself is unimpaired. Visual object
agnosia due to lesions in the occipital
lobes is an inability to recognize objects
which are seen. They may still be recog-
nized in other ways, e.g. by touch. Failure
to recognize faces is called ‘prosopagnosia’,
and is often accompanied by paranoid
elaboration — mirrors are covered because

a strange person is seen behind them.
Auditory agnosia is a failure to recognize
familiar sounds - jingling money, running
water — due to lesions in the dominant
temporal lobe. Tactile agnosia — a parietal
sign — is a failure to recognize objects by
feel with intact superficial and deep sens-
ibility. Without the latter the loss of
recognition is called astereognosis. Agnosias
are most commonly caused by vascular
lesions and are usually complex. ‘Pure’
cases have been described in association
with penetrating wounds of the brain.

Agoraphobia

A distressing disability and relatively
common disorder characterized by fear
of going out, especially alone. It is

often associated with claustrophobic
symptoms (q.v.).

Agoraphobia especially affects young
women between 20-35 years of age.
Neurotic traits, especially dependency
and sexual anxieties, are common in con-
trast to patients with specific phobias
such as for cats and dogs. Symptoms may
occur at a time of general stress or fol-
lowing some emotional event when the
phobia may represent a more underlying
fear of the effect of ‘going too far’ in a
sexual sense or in other ways symbolize
a more fundamental insecurity.
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The onset of an attack is usually sudden
but the regularity of attacks and the
development of a disabling inability to go
to work or even to the nearby shops may
take several months. The disability may
last indefinitely, often fluctuating in
severity, and is characterized by a well
marked avoidance behaviour.

Treatment is aimed at encouraging the
patient to approach the difficult situations
and eventually to enter them without
anxiety. Supportive or interpretive psy-
chotherapy (q.v.), behaviour therapy
(q.v.), either by flooding (q.v.) or de-
sensitization (q.v.) and drugs are all use-
ful. Tranquillizers and antidepressants
may both be helpful, some authorities
claiming that the monoamine oxidase
inhibitors are particularly beneficial.

SEE ALSO Phobia.

Agyria
(Synonym: Lissencephaly)

A developmental defect with absence of
brain convolutions. Severe mental defect
occurs.

Air encephalography

Air may be introduced into the ventricles
indirectly via lumbar puncture, pneumo-
encephalography, or directly through a
burr hole, ventriculography. Pneumo-
encephalography is carried out with the
patient sitting. At lumbar puncture cere-
brospinal fluid is replaced a few milli-
litres at a time with injected air which
passes upwards and enters the ventricular
system. This procedure always carries a
risk in the presence of raised intracranial
pressure through the possibility of hernia-
tion of the brain into the foramen magnum
and should only be performed in the
absence of suspected raised intracranial
pressure. If raised intracranial pressure is
present ventriculography is carried out by
a minor surgical procedure introducing
air directly. Air once present in the
ventricles can be positioned by moving
the patient’s head to outline the various
parts of the ventricular system on radio-
graphs. Headaches and nausea are com-
mon sequelae and the patient should
remain flat in bed with analgesics and

anti-emetics unless raised pressure is
suspected, when the head should be
elevated.

Akathisia

The term ‘akathisia’, literally ‘inability to
sit’, was used by Bing to describe the minor
restlessness, small changes of position and
tendency to rise and sit again (impatience
musculaire) seen in the otherwise immobile
Parkinsonian patients in the wake of the
epidemic encephalitis which followed the
first world war. Like many of the features
of post-encephalitic Parkinsonism, the
symptom is now also encountered as a
side effect of the major tranquillizers
(q.v.) — particularly piperazine pheno-
thiazines (gq.v.) and butyrophenones
(q.v.) — and occasionally with the tricyclic
anti-depressants (q.v.). The patient com-~
plains of inner uneasiness or tension, and
is seen hopping from foot to foot when
standing or simply walking aimlessly about.
It should be suspected as a sign of toxicity
rather than mental agitation when rest-
lessness associated with Parkinsonian
features emerges during treatment. Treat-
ment is by withdrawal or reduction of
dose of the drug implicated and substitu-
tion of a non-piperazine phenothiazine
after an interval if required.

The effect of anti-Parkinsonism drugs
(q.v.) is inconsistent.

Alcoholic hallucinosis

This condition is characterized by audit-
ory hallucinations occurring in the absence
of clouding of consciousness, confusion

or disorientation after the long continued
abuse of alcohol. Visual, olfactory and
tactile hallucinations, tremulousness and
epileptic fits may occur and the condition
may develop into typical delirium tremens.
Usually the onset follows the cessation of
drinking. The voices are frequently
recognized as belonging to friends and
family members. Multiple voices talking
about the patient in the third person
resemble the auditory hallucinations of
schizophrenia. Simple clicking, ‘whoosh-
ing’ noises or tinnitus frequently ac-
company the hallucinations.

Alcoholic hallucinosis is usually a benign



transient disorder lasting a few days
(occasionally weeks) and ending with full
insight and no permanent sequelae. Rarely
it persists and seems to merge into a true
schizophrenic illness.

Alcoholics Anonymous (AA)

This organization, founded by two ex-
alcoholics, has been a valuable source of
help to many patients suffering from this
disease. The system is based upon self-help
and acknowledgement of the disability.
SEE ALsO Alcoholism.

Alcoholism

The term alconolism is regarded as
synonymous with chronic alcoholism and
describes the over-all picture of disability
associated with prolonged excessive
drinking. Acute alcoholism or simple
drunkenness is a dose-related state of
acute alcoholic intoxication which is
characterized by predictable changes in
consciousness and behaviour. Initial dis-
inhibited cheeriness is followed by in-
creased impairment of consciousness,
co-ordination and motor function, pro-
ceeding to drowsiness, coma and death if
enough alcohol is taken. Alcoholism, i.e.
chronic alcoholism, is a much more ex-
tensive discrder which imposes on the
sufferer physical, social and psychological
handicaps often of great severity.

The World Health Organisation defines as
alcoholic ‘those excessive drinkers whose
dependence on alcohol has attained such
a degree that it shows a notable mental
disturbance or an interference with their
bodily and mental health, their inter-
personal relations and their smooth social
and economic functioning: or who show
the prodromal signs of such development’.
By definition then, alcoholism occurs after
excessive drinking, though it is realized
that there is considerable individual vari-
ation. The important point is that when a
person becomes alcoholic, the amount
taken is excessive for him. An important
part of the definition is ‘dependence on
alcohol’. It can be said that while psycho-
logical dependence on alcohol is common —
to the extent that many regular social
drinkers may show it — for the true
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alcoholic psychological dependence is so
extensive as to cause symptoms and above
all to cause a progressive loss of control
over drinking. Physical dependence on
alcohol appears relatively late in the natural
history of the disorder, but when it occurs
indicates severe dependence.

In diagnosing alcoholism the finding of
symptoms of loss of control of drinking
should be regarded as paramount. These
include - lying to the self and others about
the amount drunk, preoccupation with
alcohol and with keeping up supplies,
taking extra drinks before parties or
ordeals, hangovers causing loss of work
and drinking earlier in the day. Once
drinking is out of control dependence
worsens and further symptoms emerge;
these include blackouts, memory gaps,
carly morning shakes relieved by alcohol,
feelings of nausea and weakness on stand-
ing, tremulousness and further signs of
physical dependence and physical compli-
cations. [t is important to stress not so
much individual signs, but the necessity of
finding out from the patient how much of
his life is absorbed by alcohol in time,
money and interest.

Jellinek proposed a classification of alcohol-
ism based on the notion of alcoholism as

a disease process in which various systems
are progressively involved. He suggested,
too, that the aetiology varied with the
pattern of alcohol use displayed by the
drinker. His classification includes alpha
alcoholism, characterized by a ‘purely
psychological continued dependence . . .
to relieve bodily or emotional pain’. Alpha
alcoholism is said not to proceed to loss of
control. Beta alcoholism is said to occur
when organic complications, such as
cirrhosis or polyneuritis, are present, but
where the dependence is either physical or
psychological. Gamma alcoholism is char-
acterized by progressive development of
tolerance to alcohol with cellular change,
abstinence symptoms and craving with
severe loss of control over the amount
drunk — a truly progressive and the most
damaging variety — the predominant type
in Anglo-Saxon countries.

Delta alcoholism resembles gamma, but
instead of a loss of control the person has
total inability to abstain even for a day or
so without the appearance of withdrawal
symptoms. Epsilon alcoholism is episodic
excessive drinking, i.e. dipsomania (q.v.).
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But whether or not Jellinek’s classification
is employed, the basic problem to be
clarified in anyone with a history of alcohol
abuse is the presence of dependence, and,
even more important, to find out if loss of
control of drinking has occurred.

The importance of making the diagnosis of
alcoholism cannot be over-emphasized — it
is a disorder which may be missed by
otherwise capable doctors. This is not just
because some ignore its existence as a
disease, but because of the moral overtones
and social stigma which may obscure the
diagnosis.

The true extent of alcoholism is hard to
estimate. Jellinek’s formula (q.v.), based
on known deaths from alcoholic cirrhosis,
though often employed, is thought by
many to provide an underestimate of the
true prevalence. The World Health Organ-
isation estimates between 400,000 and
500,000 alcoholics in England and Wales
using Jellinek’s formula. Whatever the
true numbers may be, the problem is large
and an important aspect of the public
health.

The aetiology of alcoholism is best described
in multifactorial terms. One-factor theories
of alcoholism do not account for the facts.
Alcoholism is commoner in men than in
women (5:1) and is mainly a disorder of
middle age. Heavy drinkers tend to come
from heavy drinking families — and the
children of alcoholics have a higher
expectation of alcoholism than do children
of parents not alcoholics. Whilst no genetic
inheritance has been demonstrated, it
could operate, though, to date, family
experience seems to be more important,
Certain races show clear cultural and
racial links with alcoholism. The Irish
appear to be highly vulnerable, Jews and
Moslems nearly invulnerable. There are
wide differences between countries in
alcoholism prevalence. France and Italy
have wine-producing industries of equal
size, yet Italy has a much lower alcoholism
problem than France. This may be related
to drinking habits — in Italy alcohol is
linked with meals, in France it is not.

The complications of alcoholism are ex-
tensive. The alcoholic is more likely to
become diabetic, to suffer from pancre-
atitis and to be more prone to chronic
bronchitis (because of heavier smoking)
than the non-alcoholic.

There are a number of clearly defined

psychiatric syndromes associated with
alcoholism. Derilium tremens, a state of
disorganized confused overactivity, usually
follows a prolonged drinking bout and is
perhaps the most well known. Wernicke’s
encephalopathy (q.v.) and the Korsakoff
psychosis (q.v.) are both relatea to thiamine
deficiency in alcoholism. In the former a
confusional state is complicated by oculo-
motor paralyses and in the latter the main
manifestations are severe disorientation
for time and place, gross amnesia for recent
events and a tendency to confabulate
answers (it is also associated with an
alcoholic peripheral neuropathy). Alcoholic
hallucinosis is a rare psychosis which
occurs in certain alcoholics and is charac-
terized by the occurrence of auditory
hallucinations and paranoid content, in a
setting of clear consciousness. This psy-
chosis is causally related to prolonged
alcohol use; it clears with abstinence.
Paranoid states (q.v.) occur in alcoholics
and when they occur it is common to find
delusions involving sexual jealousy. These
may be related to the loss of sexual potency
in the alcoholic (‘brewer’s droop’).
Marchiafavas disease (q.v.) is a rapidly
fatal form of alcoholic intoxication with
demyelination of the medial part of the
corpus callosum. Alcoholic dementia is

an alcoholic specific dementia and like all
dementias is characterized by progressive
irreversible intellectual impairment.

Gin Lane. by Hogarth



The treatment of the alcoholic patient starts
once the diagnosis is made. Alcoholism,
when recognized, commits the physician
to a treatment programme which has total
abstention as the main goal. The first step
is to investigate fully the physical and
mental status of the patient so as to treat
any existing physical or psychiatric com-
plications. For this, admission to hospital
may be necessary not only for ‘drying out’,
but also for the evaluation and treatment
of impaired liver function, vitamin defici-
ency, diabetes and chronic bronchitis, all
treatable, not irreversible conditions. In
addition the specific psychiatric syndromes
mentioned above will need hospital treat-
ment. These complications, physical and
psychological, are rare and their absence
should not prevent the making of the
diagnosis, for they are, on the whole, late
events in the natural history of alcoholism.
After assessment and ‘drying out’, it is
necessary to find methods of encouraging
abstention. In the case of alcoholism which
is secondary to some underlying psychi-
atric illness — e.g. depression — the expecta-
tion is that treatment of the underlying
disorder will relieve the alcoholic depend-
ence. Unhappily this is not quite the case.
Too often what appears to be ‘symptomatic
alcoholism is not, or if it started out as
such, the process has somehow become
autonomous. Thus in practice, treatment
of alcoholism means treatment of a chronic
and relapsing disorder. In many cases
alcoholism may be related to personality
disorder but this does not account for all
cases without stretching to absurdity the
meaning of the term ‘personality disorder’.
Traditional individual and group psycho-
therapy are of little value in alcoholism.
Sedatives are to be avoided and tranquil-
lizers used only in withdrawal. Anti-
depressants should be used if depression

is present. Suicidal risk should always be
considered — suicide is 60 times more com
mon in alcoholics than in non-alcoholics.
Admission to specialized hospital units is
of value where the patient meets the
selective admission criteria of the unit
concerned. In many of these the better
motivated patients respond to a vigorous
group atmosphere which is positive and
optimistic, no matter what idiosyncratic
techniques may be applied. But the bulk
of alcoholics may show poor or ill-sustained
motivation. They show a high relapse rate.
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And for this reason, pharmacological aids
such as disulfuram are employed. These
drugs cause distress, often severe, if the
taker drinks alcohol and are often effective
where all else has failed. They should be
offered to all alcoholics.

All alcoholics should be offered member-
ship of Alcoholics Anonymous (aA) (q.v.).
This organization, founded by two ex-
alcoholics in America, has given help to a
vast number of alcoholics; probably much
more than that available from ‘official’
treatment sources. It is founded on self-
help and acknowledgement of disability.
The AA member can count on help at any
time from other members and A A meetings
combine esprit de corps with commitment,
self-awareness and shared humility in the
face of a shared problem. Perhaps the basic
statement about the treatment of the
alcoholic patient is that each is likely to
present a long-term problem in which
continued support may be the baseline
though more esoteric approaches may be
tried. For the severely recidivist alcoholic
who faces repeated prison sentences and
social dereliction, many feel that treatment
is impossible, but current experience
suggests that even the most grotesque
derelict can improve in a well-run hostel.

Algophobia

Morbid dread of witnessing or experienc-
ing pain. This is uncommon. However,
the anticipation of pain is one component
of the well-recognized fears of dentists and
injections. Such patients may have ab-
normally low pain thresholds, at least in
one part of the body, such as the teeth.

SEE ALSO Phobia.

Alienation

A term the meaning of which has changed
radically over the last century. It was
originally used to describe insanity, the
insane being regarded as basically
strangers (alieni) to the society in which
they moved. Their doctors were thus
named Alienists. Today alienation is re-
garded as a more general process — an
inability to identify with the culture,
society, family or peer group. The out-
sider is sometimes an agent of change,
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intellectually productive and provocative,
and a valuable person in society. More
commonly, however, the alienated indi-
vidual is unhappy and insecure, searching
for security which some find in the hippie
movement, the commune and other
similar groups. A sense of alienation may
be an early symptom of schizophrenic
illness, the withdrawal of affect contribut-
ing to the feeling of strangeness in rela-
tion to the environment.

Allergy

Hypersensitivity to one or more of a great
variety of agents may produce an allergic
response manifest as a dermatological,
respiratory or gastro-intestinal disturb-
ance, migraine or allergic rhinitis. The
relationship between allergy and emotion
is a complex one, for severe emotional
stress (q.v.) may precipitate a response
similar to, or augment the effect of, a
specific allergen.

Treatment of allergic disorders often
involves the use of drugs such as anti-
histamines or steroids, but reduction of
emotional stress by psychotherapy or
tranquillizers, may play an important
part in the management of individual
patients.

SEE ALSO Psychosomatic disorders.

Alloerotic

Turning the erotic tendencies away from
the self and towards others, and thus the
reverse of autoerotic (q.v.).

Alpha adrenergic receptors

The receptor sites on which adrenaline
and noradrenaline act can be divided into
two types depending on their sensitivities
to different catecholamine derivatives.
These are termed o and 8 receptors.
Alpha receptors in general mediate vaso-
constriction. There is evidence that «
receptor activation in some locations in-
hibits adenylate cyclase. Alpha receptors
are stimulated inter alia by noradrenaline
more powerfully than adrenaline, by
metaraminol and methoxamine: they are
blocked by ergot alkaloids, phenoxy-
benzamine and phentolamine.

Alpha enhancement
(Synonyms: alpha feedback, alpha train-
ing)

The voluntary control of occipital alpha
activity by way of biofeedback training
has been used in the following areas:—
(a) As a neurophysiological research tool,
the biofeedback system affording a
dynamic, interactive condition rather than
a stimulus-response one. Valuable work
has been done on the major influencing
factors of alpha such as oculomotor com-
mands, visual tracking, studies of atten-
tion, vigilance and arousal.

(b) Using alpha activity as a central
physiological index of a normal relaxed
state, since alpha rhythms are desyn-
chronized at higher levels of arousal and
are replaced by slower rhythms as
drowsiness builds up. An increase in alpha
voltage or continuity, other things being
equal, has been regarded as evidence of a
relaxation response which can be learned
by means of biofeedback training. Ap-
plications have been attempted in chronic
anxiety states and obsessional neurosis.
(c) Investigations into altered states of
consciousness, based on data of unusual
EEG patterns in Yoga and Zazen
meditators that included large and per-
sistent amounts of alpha activity.

SEE ALSO Biofeedback.

Alpha rhythm
SEE EEG.

Altruistic suicide
SEE Durkheim, E.

Alzheimer’s disease
(Synonym: Alzheimer’s pre-senile
dementia)

This is the commonest of the pre-senile
dementias (q.v.). A family history is
found in about 15%, of cases, inheritance
may be multifactorial, or in a few families
dominant. The onset is usually in the
50’s. The duration is on average about
seven years, but there is considerable
variation. Memory impairment is usually
the first symptom. Parietal lobe features
are especially prominent. Fits occur in



about 309, of cases. Dementia is pro-
gressive and eventually profound, with
forced laughing or crying, forced gasping,
a sucking reflex, contractures and bed
sores. There is a diffuse cerebral atrophy.
Histologically, there is extensive loss of
neurones, mainly in the cortex but also

in the basal ganglia. Senile plaques are
common, and there is a general glial
proliferation; characteristic is the neuro-
fibrillary change in neurones, the so-called
tangles. Although these changes are very
characteristic, and enable the diagnosis to
be confirmed by biopsy, they are not
specific, and some or all of them may also
be found in Down’s syndrome (q.v.)

after repeated head injuries (boxers’ en-
cephalopathy), in post-encephalitic
Parkinsonism and in motor neurone
disease. In senile dementia identical
neuropathological changes are found, so
that it is the age at which the disorder
begins which is diagnostic. No treatment
is known to be effective and is limited to
supervision and tranquillization, main-
taining nutrition, occupation, exercise and
general nursing.

Amaurotic family idiocy
(Synonym: Cerebromacular degeneration)

Amaurotic family idiocy is a progressive
involvement of the central nervous system
with mental deterioration leading to severe
subnormality and early death in cases of
early onset. It is recessively inherited, and
the basic pathological defect is disturbed
lipid metabolism. It comprises several
forms, distinguished by age of onset, but
some should perhaps be regarded as sep-
arate disease entities. They are: (a) con-
genital, (b) infantile, or T'ay-Sachs disease
(q.v.), (¢) late infantile or Bielchowsky-
Jansky disease (q.v.), (d) juvenile, or
Spielmeyer-Vogt disease, (e) adult, or
Kufs disease. Loss of vision and retinal
degeneration in the region of the macular
are characteristic. In a number of cases a
cherry-red spot is seen in the macular area
on retinoscopy.

SEE ALSO Inherited metabolic defects.
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Ambivalence

The co-existence of opposite feelings,
ideas or wishes in regard to a person or
situation. Affective ambivalence is

alleged to be characteristic of manic-
depressive subjects who often manifest an
admixture of negative and positive feelings
toward the same person. Subjects with
obsessive-compulsive neurosis also show
ambivalence of thought and feeling. In
schizophrenia, ambivalence reflects a more
profound disorganization so that contra-
dictory feelings and thoughts are present at
the same time, allowing the patient for
instance to claim that her physician loves
her but also that he is attempting to kill
her.

Amenorrhoea

Primary amenorrhoea is diagnosed when
menarche is delayed beyond the age of 18.
In some cases there is a history of severe
emotional trauma and a later spontaneous
onset of menstruation is anticipated.
Primary amenorrhoea also occurs in
anorexia (q.v.) nervosa when the illness
begins before puberty.

Secondary amenorrhoea means the cessa-
tion of previously established menstruation.
Psychological disturbance is a common
cause of temporary amenorrhoea. It is often
seen when young women are adjusting to
a new environment, as after entry to
nursing training or to the armed forces.
Fear of pregnancy is also a well-known
cause of transient amenorrhoea. Psycho-
genic amenorrhoea is presumably due to
inhibition of gonadotropin secretion by
the pituitary. It usually clears up spon-
taneously and no treatment is needed
other than reassurance.

In frank psychiatric illness amenorrhoea
may be a symptom. While menstrual ir-
regularity is a common finding in neurosis
and affective disorder, persistent amen-
orrhoea is uncommon except in schizo-
phrenia. It must also be remembered that
certain psychotropic drugs can affect
menstrual regularity.

In anorexia nervosa amenorrhoea is a
cardinal feature and it often occurs before
there is any significant weight loss. Men-
struation often returns after weight has
been regained.
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In psychiatric illness generally amenor-
rhoea usually disappears when the psychi-
atric symptoms are relieved. If it persists
after psychiatric recovery, menstruation
can sometimes be re-established by cyclic
hormone treatment or by clomiphene.
Such treatment should only be given under
the guidance of a gynaecologist or endo-
crinologist.

Amentia
SEE Mental subnormality

Amines

The main amines of interest to psychiatrists
are the catecholamines (q.v.) (dopamine
(q.v.), noradrenaline (q.v.) and adrenaline
(q.v.)), serotonin (q.v.) (5HT), histamine
octopamine and the polyamines spermine
and spermidine. Dopamine is an import-
ant inhibitory transmitter in the extra-
pyramidal system and Parkinsonism is
associated with a degeneration of the
neurones containing dopamine. Nora-
drenaline is the transmitter of the post-
ganglionic adrenergic nerves and also in
parts of the brain (see adrenergic). In the
periphery it stimulates mainly « receptors
leading to a rise in blood pressure, and
increased peripheral vascular resistance.
The cerebral blood flow is reduced. In
the brain noradrenaline is probably con-
cerned in mechanisms underlying mood,
learning reactions and reward signalling
systems. At the adrenergic synapse it is
stored in vesicles as a complex with ATP
and is released by exocytosis, while
termination of its action on the receptor
depends mainly on re-uptake into the
presynaptic terminal. Drugs like cocaine,
amphetamine and imipramine block this
re-uptake and raise effective levels of free
amine at the receptors. This may explain
their mood elevating effect. Monoamine
oxidase inhibitors, it is thought, also raise
mood by raising free brain noradrenaline
by blocking the main enzyme — mono-
amine oxidase which destroys it. Reserpine
on the other hand depletes the stores for
both catecholamines and serotonin. This
may be the cause of the clinical depression
with reserpine.

A second enzyme involved in noradren-
aline metabolism is catechol-O-methyl-

transferase, which O-methylates it to pro=-
duce normetadrenaline and vanilmandelic
acid. Therapy based on inhibition of this
enzyme has not yet been described.
Adrenaline is the main hormone released
from the adrenal medulla but plays little
role in the brain.

Serotonin (SHT) is a neuronal transmitter
in peripheral and central nervous systems,
and like noradrenaline, is also affected by
anti-depressant drugs. In the brain,
serotonin systems are probably concerned
in the control of perception, mood, sleep,
thinking and behaviour. Brain serotonin
mechanisms are also thought to be con-
cerned in hypothalamic mechanisms
regulating pituitary function in oestrus,
ovulation and AcTH secretion. The hal-
lucinogenic drugs such as LsD and
mescaline are specific blockers of central
serotonin synapses and many of them are
close chemical relatives of serotonin (e.g.
dimethyltryptamine, psilocybin, and LsD
itself). Serotonin may also be involved in
migraine, the therapeutic agent methy-
sergide being a potent blocker of 5HT.
Much less is known about the function of
brain histamine although histamine is
probably a central transmitter. Anti-
histamics produce drowsiness, so it may
be concerned with alerting functions.
Even less is known about the polyamines
spermine and spermidine. Their main
known function at present is in the nucleic
acid mediated synthesis of proteins and it
is possible that they may play an important
role in brain function. Certain diseases
may be associated with disorders in brain
histamine and polyamines.

SEE ALSO Monoamines.

For general description see Biochemical
and neuro-physiological background to
mental disease.

Amine-oxidase inhibitors
SEE Monoamine oxidase inhibitors.

Amino acids in brain metabolism

Certain amino acids play an important
dual role in the brain. Glutamic acid
(q.v.) and gamma amino-butyric acid
(caBA (q.v.)) (and possibly some
related acids, e.g. aspartic acid, glycine,
proline) are neuro-transmitters in brain:



glutamate being always excitatory to
neurones and GABA inhibitory. GABA is
found only in the brain. These two
amino acids also play a role in energy
metabolism since they are involved in
the Krebs cycle.

There are two routes from a-keto glutam-
ate to succinate, one direct and one via
glutamic acid and GABA. The steps from
glutamic acid to GABA and from GABA to
succinate involve vitamin Bg (pyridoxine)
as a co-enzyme of which the first (glutamic
decarboxylase) is the most sensitive to
pyridoxine deficiency, which would thus
lead to excess glutamate and deficient

«-keto glutamate (—l
glutamic acid T

GABA

Succinate ———j

GABA production. This may explain the
epileptic convulsions that follow pyridox-
ine deficiency, particularly in infants.
GABA and glutamate are utilized by the
brain when the glucose supply fails. The
levels of these amino acids fall in the brain
during hypoglycaemic coma and this can
arouse patients from such a coma. Glutam-
ate and GABA are also involved in the
detoxification of ammonia, the former
being converted in the process to glutamine
and the latter to gamma-guanidino butyric
acid which has convulsant properties.
This may explain why high brain ammonia
e.g. (produced by feeding ammonium
salts) leads to convulsions.

Amino acids in the brain are also involved
in building proteins, and failures in their
metabolism are a prominent cause of
mental defect. Phenylketonuria (q.v.) is
produced by a genetic fault which leads

to a defective production of the enzyme
which converts phenylalanine to tyrosine.
The phenylalanine is converted instead
into the toxic compound phenylpyruvic
acid. Other such disorders are Hartnup
disease (q.v.) where the failure is in
tryptophan metabolism and amino acid
transport. The normal conversion of
tryptophan to nicotinic acid is blocked
and pellagra results.

In maple syrup urine disease (g.v.) the
fault lies with leucine and isoleucine.
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Other such disorders include argino-
succinic acidaemia (q.v.) and cyst-
athionuria (q.v.).

In normal people there is a transport
carrier assisted movement of nutritionally
essential amino acids into the brain. The
rate at which the transport occurs depends
on several factors including the relative
concentrations on the two sides of the
blood brain barrier, saturation of the
carrier mechanism and cross-inhibition of
the carrier mechanism particularly among
the aromatic amino acids.

SEE ALSO Biochemical and neuro-
physiological background to mental
disease and Inherited metabolic defects.

Amnesia

Loss of memory (q.v.) may be seen in
patients with organic or functional mental
reactions, ‘retrograde amnesia’ (q.v.)
relating to events before the onset of the
illness or traumatic accident, ‘anterograde
amnesia’ (q.v.) to events after it. The
process of memory involves registration,
retention and recall. In the psychoses —
_e.g. agitated depression — as in deliria and
other altered states of awareness, inatten-
tion may prevent registration. In organic
brain disease — due to infection, neoplasm
or degeneration — the retention of short-
term memory traces is more affected than
that of long-term traces. The patient can
recall childhood and early life but not
recent events or new information, such as
a test name and address. In hysterical
amnesia, where the loss is most often
global for the patient’s whole life and even
his name, by the psychological mechanism
of repression, the process of recall is
effected commonly in a situation of acute
stress — financial or legal. Suggestion,
possibly hypnotic or chemically induced,
may result in the recovery of experience
often with great emotion.

Amnesic syndrome
sEE Korsakoff syndrome

Amok
SEE Culture bound syndromes.
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Amphetamine is a phenylethylamine
derivative related to adrenaline; it is the
prototype of a series of compounds of
which methamphetamine is the more im-
portant central nervous system active
congener. Amphetamine is racemic and
the dextro-rotatory compound is used.
Amphetamines stimulate the reticular
activating system (q.v.) and this action is
the basis of the effects on arousal and
vigilance. Fatigue-impaired performance
is usually restored, and normal perform-
ance may appear to be enhanced, although
there is conflicting evidence on whether
performance is actually improved. This
applies to both psychological and physical
performance, and reflects a general alerting
effect. Mood is elevated to produce
euphoria, but as the drug wears off un-
pleasant let down feelings ensue. The
rapid relief of let down discomfort by
further dosage is the basis of the readily
occurring dependency and drug abuse.
There are a number of drug interactions
which are relevant to psychiatric practice.
Tricyclic anti-depressants and monoamine
oxidase inhibitors can potentiate amphet-
amines. The effects of moderate hypnotic
doses of barbiturates are counteracted.
Amphetamine-barbiturate mixtures have
been used extensively to avoid the un-
wanted excitatory effects of amphetamine
but such combinations show synergistic
effects of the two drugs. Such mixtures do
not have any advantages over amphet-
amines alone and are best avoided for

they are extensively abused.
Amphetamines are not effective therapeutic
agents in depression, and although they
have been used in the past in psycho-
neurotic and asthenic states their value is
questionable, and their use is contra-
indicated because of the particularly high
risk of dependence in this group of
patients. Amphetamines were thought to
be of benefit to some patients with aggres-
sive psychopathic personality disorder.
They have been widely prescribed as
anorectics in the treatment of obesity and
can be of help, but the occurrence of a
group of middle-aged, overweight house-

wives with amphetamine dependency is a
consequence. Some organic conditions are
helped by amphetamine treatment, and
these include narcolepsy, certain types of
epilepsy, and unexpectedly the hyper-
kinetic hyperactivity syndrome in
children. Nocturnal enuresis has been
treated with amphetamines on the
rationale that the reduced depth of sleep
enables the patient to wake and take cor-
rective action. Because of the high risk of
drug dependence with amphetamines,
their use should be carefully restricted.
Minor side effects are mainly those of
stimulation, and include insomnia, anxiety,
dry mouth, tremor, palpitations, irritabil-
ity, headache, impotence and anorexia.
Without doubt the two most serious
adverse reactions are the development of
drug dependence, and the precipitation of
a psychotic illness which is indistinguish-
able from paranoid schizophrenia. Fortun-
ately the drug-induced psychosis usually
disappears when amphetamine is with-
drawn. There has been extensive abuse of
amphetamine by adolescents during the
past few years and physical dependence
to amphetamine is a major problem (see
addiction).

Current meédical opinion favours the total
avoidance of prescriptions for amphet-
amines.

The phenylethylamine derivatives that are
still used clinically are amphetamine
average daily dose 5-10 mg), methampheta-
mine (q.v.), dimephenopan (q.v.), chlor-
phentermine (q.v.)

Amusia

The musical sense is the result of a com-
plex amalgam of sensory impressions, and
may involve musical appreciation or
musical execution. Amusia may include
the inability to handle an instrument, to
recognize music, or to appreciate music.
There are two main types — expressive
amusia, the loss of the ability of musical
expression; and receptive amusia, the
inability to recognize melodies. Willis in
the 17th century, located the musical
sense in the cerebellum, Call recognized a
musical organ; today, a lesion of the
anterior temporal area in the dominant
hemisphere is most commonly associated
with an amusic syndrome. Musicogenic



epilepsy is a rare type of epilepsy in
which the attack is precipitated by a
musical experience, sometimes of a very
specific type.

Amygdala shown in relation to the imbic system

Amygdala

This nucleus, which is situated on the
inner aspect of the temporal lobe, is one
of the components of the limbic system
(q.v.). It is thus associated with the medi-
ation of emotional responses.
Stimulation of the amygdala in animals
leads to an attacking type of reaction
(growling, piloerection, hissing, etc.).
Amygdalectomy has been carried out in
patients who suffer from aggressive out-
bursts, with encouraging results.

Anaclitic

This term defines relationships which are
characterized by dependence on others.
Initially the infant is in this position in
relation to its mother or mother surrogate.
Some individuals continue to adopt this
passive, dependent, immature posture
throughout life. They depend on others
for physical and emotional support.
Anaclitic depression may be seen in infants
following sudden separation from a
mother figure. There is acute impairment
of physical, social and intellectual develop-
ment. This should be considered in all
cases where infants ‘fail to thrive’.
Anaclitic therapy is a type of psychotherapy
in which all the patients’ dependent needs
are gratified in order to obtain an intense
doctor-patient relationship, which is then
used therapeutically.

SEE ALSO Child psychiatry.
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Anaemia

Levels of haemoglobin below accepted
norms are common particularly in females,
and may be associated with complaints of
fatigue, lassitude, breathlessness and
dizziness, palpitations, anorexia and para-
esthesiae. While severe degrees of iron
deficiency may have a causal relationship
to the symptoms described, in minor
degrees the association is more probably
by chance, such complaints correlating
more closely to the degree of neuroticism
found in the patients than to their haemo-
globin levels. Suspicion as to the origin of
symptoms should be entertained in the
absence of systemic disease, when correct-
ing the blood picture fails to promote
symptomatic improvement, or when
symptoms recur without accompanying
evidence of iron deficiency.

The lack of other factors necessary for
blood formation may independently
underlie changes in the nervous system.
Deficiency of cobalamin (vitamin Biz)
(q.v.) causes pernicious anaemia, subacute
combined degeneration of the spinal cord,
and mental changes and confusional states.
Deficiency of folic acid (q.v.), which
causes megaloblastic anaemia, may itself
cause mental change. Deficiency of
thyroxine (q.v.) interferes with blood
formation and results in anaemia as part
of the syndrome of myxoedema which it
also produces. It is then associated with
marked mental change — psychoses with
depression, paranoia and confusion are
commonly encountered.

Finally, the treatment of epilepsy with
drugs such as phenytoin, mesontoin and
primidone for long periods may result in
defective folate absorption and megal-
oblastic anaemia. Mental changes of a
confusional type may be observed. The
administration of folic acid to correct the
anaemia may result in a deterioration of
the epilepsy under treatment, but this in
turn may be prevented by parallel admin-
istration of vitamin Bia.

Analeptic drugs (convulsants)

Convulsant drugs have found only a
limited use in a psychiatric context. Some
have been used to produce convulsions in
the treatment of mental illness, when they
are alternatives to electroplexy. Camphor,
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picrotoxin and leptazole have been used
in this way, but in recent years they have
been superseded by pentylenetetrazol
(pentetrazol) and flurothyl. Unfortunately
pentetrazol induces severe feelings of fear
in patients although it is an effective agent.
Flurothyl is free of this disadvantage, and
indeed it has been claimed to be superior
to electroplexy since it causes less con-
fusion and memory disturbance. It is an
etheric substance given parenterally or
by inhalation, it is unchanged by the body
and is excreted in the exhaled air. In spite
of these potential benefits, chemically
induced convulsion therapy has not
achieved any substantial general use.
Related analeptic compounds, amiphen-
azole, bemegride, and ethamivan have
been used in the treatment of barbiturate
intoxication. However, they are not true
barbiturate antagonists and they may
produce more difficulties than they solve.
Modern practice has moved towards
diuretic techniques on the reasonable
grounds that it is more profitable to
hasten the removal of toxic agents.

Anal erotism

The phase of anal erotism occurs after the
oral phase and precedes the genital phase.
It is a phase of auto erotism (q.v.) in which
the child is concerned with the retention
or expulsion of faeces, and derives pleasure
from its control of the body sphincters.
Faeces may be retained or expelled in
compliance with parental wishes, or serve
to express anger, stubbornness or defiance
in this way. The obsessional personality

is considered to be fixated at the anal level,
his rigidity, orderliness, punctuality and
cleanliness are interpreted as a response to
conflicts emanating from this stage of
mental development.

SEE ALSO Freud.

Analgesics

Analgesic drugs fall naturally into two
discrete general categories, the powerful
narcotic analgesics and the mild non-
narcotic analgesics. Morphine is the main
active agent of opium and is the standard
powerful analgesic. Morphine and its
derivatives, methadone and congeners,
and pethidine and related compounds

comprise the three main types of powerful
analgesic. Without doubt effective anal-
gesics are invaluable in relieving severe
pain. The strong narcotic analgesics all
show tolerance and a high liability to
physical and psychological dependence
(q.v.); it seems that the chemical structure
required for analgesia also confers addic-
tive properties. Psychiatric interest in these
compounds is confined to the results of
their addictive propensity. The main
narcotic analgesics are morphine; diacetyl-
morphine (heroin); dihydromorphinone
(hydromorphone); dihydro-hydroxymor-
phinone (oxymorphine); methyldihydro-
morphinone (metogon); codeine; dihydro-
codeinone (hydrocodone); dihydrocodone;
dihydrohydroxycodenone (oxycodone);
morpholinylethylmorphine (pholcodine);
phenozocine; methadone; levorphanol;
dextromoramide; dipipanone; phena-
doxone; pethidine (meperidine); anileri-
dine; alphaprodine; piminodine; pirit-
amide.

Mild analgesics include salicylates, anilides
such as paracetamol, and phenazones, like
phenylbutazone; these are free from
dependence potential. Combinations of
mild analgesics which include barbiturates
are to be deprecated since analgesic require-
ment may lead to barbiturate dependence.
There is an additional intermediate group
of mild analgesics including codeine, di-
hydrocodeine and dextropropoxyphene.
These compounds have a mild addictive
tendency, but frank dependence on these
drugs is unusual. Nevertheless excessive
use of analgesic mixtures does occur, and
may be related to caffeine which is often
incorporated in such mixtures.

Analytic psychology

In general, this covers those psychological
disciplines which use the methods of free
association (q.v.), hypnosis (q.v.), abre-
action (q.v.), and narcoanalysis (q.v.) to
uncover mental defence mechanisms which
have led to conflict and neurosis, and
which are modified by interpretation in
treatment.

Specifically the term refers to the hy-
potheses of Carl Jung. Jung rejected the
biological and genetic approach, being
concerned with the inner world of the
individual. His brilliant insights into the



mind ot the schizophrenic illumined his
later work with neurosis. The collective
unconscious contains the ancestral know-
ledge gathered over the centuries, the
personal unconscious, that knowledge
gained from the individual’s own experi-
ence. Different types exist, the introvert
and the extrovert, who handle mental
activity in different ways. Jungian psych-
ology is more profound than is commonly
believed, and should not be under-
estimated.

Daniel interpreting Nebuchadnezzar's dream

Analytic psychotherapy

Although subsuming a number of differ-
ent analytic approaches to the mind, the
term should be reserved for the particular
theories and approaches of the Jungian
school. Carl Jung, after his brilliant
studies of schizophrenia and of word as-
sociation, began to study his own mental
processes, whilst at the same time treating
patients in his private practice. Freud was
doing much the same in Vienna, and the
two men became interested in each other’s
work, so much so that Freud regarded
Jung as the leader designate of the psycho-
analytical movement. However, Jung’s
experience with the psychotic played an
important part in the development of his
ideas — so different from those of Freud,
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whose experience of the whole range of
psychiatry was limited. The symbol (and
the process of symbolization) so clearly
seen in the psychotic individual was of
central importance to both men — to Jung
symbols were basically of two types,
derived from the personal as well as the
collective unconscious, whereas for Freud
symbols were products of the personal
unconscious. The collective unconscious,
which Jung later called the objective
psyche, was an accumulation of the past
experiences, racial and historical, of
human kind, and had a universal quality.
In other words, the collective unconscious
consisted of archetypical modes of thought
and action compressed, as it were, for
convenience in the form of symbols. Thus
a wealth of past experience and feeling is
condensed in the archetypical representa-
tion of the different types of women -
the Witch, the Earth Mother, the Virgin
Mary. There are a number of archetypes
which can be recognized in the dream,
symbols such as the wise old man, the
dragon, the hero. Bad as well as good is
represented there. The symbols of the
collective unconscious have a different
function to those of the personal uncon-
scious — they express the human potential
of the individual and are not the result of
conflict. To seek to understand these
symbols means to seek the full potential
of the individual’s endowments. Life
thereby becomes richer and fuller, and
also more realistic. Jungian practice lays
much emphasis on dream analysis, for

in the dream are encountered symbols of
both the collective and personal un-
conscious. In all of us there are several
aspects of the mind to be worked through
before individualization can be attained.
First there is the shadow, the side of the
mind that is concealed in the shadows —
comprising not only the unacceptable
aspects of the person, but aspects which
have been kept in the background as a
result of strivings, desires, ambitions.
Thus the shadow is not entirely negative
— the attainment of one’s full potential
may only be realized by the understand-
ing of what has been hidden. It is only
with maturity that an individual can begin
to cope with his shadow side — indeed it is
in the second half of life that analytic
psychotherapy offers the best opportunity
of change and fulfilment.
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The next stage consists of dealing with
the animus and the anima, all those male
and female characteristics and propensi-
ties of both the collective and personal
unconscious. It is the way the individual
handles his or her discoveries which is
important. Acceptance and understanding
paves the way for their integration into
the personality so that they become part
of the conscious self — and are no longer
unconsciously driving the individual into
false postures. When the shadow, the
animus and the anima have been
thoroughly analysed, then it is possible
for the self — the heart of the psyche — to
be fully realized, often as if a re-birth has
taken place.

Jung was also concerned with the more
general aspects of personality. In his book
Psychological Types, 1921, he proposed
that there were two main factors in per-
sonality — extraversion and introversion.
These forces were not mutually exclusive
and, in fact, could be more, or less,
dominant at a particular time in life. For
instance, the introverted scholar might in
later life be transformed into the dedicated
crusader for a cause. Four other factors
were also important in this typology —
thinking and feeling, sensation and
intuition.

Jung’s psychology is often criticized as
confused and mystical, and his writings
are, indeed, at times, difficult. But Jung
realized that there were still mysteries,
and that there was much of the mind that
could not be explained. What he offers is a
way of coming to an understanding of the
unique individual — the self — moulded by
both collective and personal experiences.
It is altogether a gentler system than the
Freudian, which emphasizes continual
war in the psyche, the themes of fear and
punishment predominating. Unfortunately
it must be conceded that only a relatively
small proportion of those seeking psycho-
therapeutic help will be able to cope with
the intellectual demands of a Jungian
therapy. For those able to do so, a
Jungian analysis offers a rewarding ex-
perience.

Anankastic

A term used for the obsessive-compulsive
type of personality, in which traits of

rigidity, conscientiousness, reliability,
punctuality and moral scrupulousness are
found.

Anatomy of the nervous system

The nervous system is divided somewhat
artificially into peripheral and central por-
tions and these in turn are subdivided,
the former into the autonomic and
voluntary components and the latter into
the brain and spinal cord. This is a very
arbitrary split for, as the great neuro-
physiologist Sherrington stressed, the
whole system works as one in an in-
tegrated fashion. Moreover the sections
overlap anatomically.

The spinal cord extends from the caudal
end of the medulla oblongata of the brain,
at the level of the foramen magnum
through the vertebral foramina of the
cervical, thoracic and upper 1-2 lumbar
vertebrae (a distance in the adult of just
under 50 cm) to the conus medullaris. It
shows two swellings, the cervical and
lumbar enlargements where the cells of
the brachial and lumbosacral plexuses are
found.

The typical cross-section is composed of
two posterior (sensory) horns and two
anterior (motor) horns with a central
transverse bar or commissure of grey
matter (predominantly nerve cell bodies),
surrounded by an outer zone of white
matter (nerve fibres). The central com-
missure is pierced by the minute central
canal, a continuation of the ventricular
system. In the thoracic region there is in
addition a lateral horn from which the
preganglionic fibres of the sympathetic
nervous system arise.

Thirty-one pairs of spinal nerves are
present (8 cervical, 12 thoracic, 5 lumbar,
5 sacral and 1 coccygeal). Each spinal
nerve carries both motor and sensory
fibres. The cells for the motor fibres — the
anterior root — are situated in the anterior
horn. In contrast the cell bodies for the
sensory inflow in the posterior root lie in
the posterior (dorsal) root ganglion, with-
in the vertebral canal, but outside the
spinal cord. In the lower region of the
spinal cord both the anterior and posterior
nerve roots are elongated so that the
spinal nerve may pass through the inter-
vertebral foramen of the segment which it



serves. This cluster of elongated nerve
roots is termed the cauda equina.

The sensory fibres ascend and the motor
fibres descend in the outer zone of white
matter clustered into specific and named
tracts (see diagram).

The dorsal columns (gracile and cuneate
tracts) contain the main pathways from
articular mechanoreceptive (propriocep-
tive) and some cutaneous touch fibres. On
the periphery of the lateral white column
zre, dorsally, the ascending fibres of the
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proprioceptive dorsal and ventral spino-
cerebellar tracts. The anterior spino-
thalamic tract conveys some touch and
pressure sensation while the lateral spino-
thalamic tract conveys impulses of pain
(see gate theory) and temperature (heat
and cold). Deeper in the anterolateral
white matter is the ascending spino-
reticular tract. The dorsal column tracts
and dorsal spinocerebellar tract are ipsi-
lateral relative to the side of the peri-
pheral input while the ventral spino-
cerebellar and spinothalamic pathways are
crossed; spinoreticular fibres are both
crossed and uncrossed.

These ascending fibres ascend to the
thalamus (ventro-lateral nucleus) for
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transmission to the sensorimotor cortex,
the cerebellum and the reticular formation
for linking to other diencephalic and
mesencephalic nuclei.

The main descending tracts are the
‘crossed’ and ‘uncrossed’ pyramidal motor
pathways for the main transmission of
impulses from the motor cortex to the
opposite anterior horns and the so-called
‘extrapyramidal’ motor tracts: vestibulo-
spinal; tectospinal; rubrospinal; olivo-
spinal and reticulospinal which subserve
postural, equilibration, and feedback fine
control of motor activity. The arrange-
ment of the anterior horn cells and the
relationship of these cells to control of
muscle is described under ‘muscle tone’.
'The autonomic nervous system (q.v.) can
be divided into two parts, the parasym-
pathetic derived from an outflow in
cranial nerves I1I, V and X and the sacral
nerves and the sympathetic derived from
outflows in the thoracic and lumbar
regions.

The brain consists of the cerebral hemi-
spheres (q.v.), the brain stem and the
cerebellar hemispheres (q.v.).

The two cerebral hemispheres, lying
laterally, are joined to the brain stem via
the cerebral peduncles and to each other
by the corpus callosum (q.v.) and are each
composed of four conjoined lobes; frontal,
parietal, occipital and temporal. The sur-
face of the cortex, which is composed of
the nerve cells, is markedly convoluted
(by the gyri and intervening sulci). The
cerebral cortex is the highest centre for
sensation, perception, memory, thought
and voluntary movement decision and in
consequence has a very extensive fibre
connection with both the opposite cortex
and the brain stem and spinal cord.
Sensory radiations flow from the thalamus
and its related structures (medial and
lateral geniculate bodies) to the cortex.
There is a spatial representation of
primary sensory reception in the cortex.
Thus, general sensations reach the post-
central gyrus, vision the calcarine fissure
area on the medial side of the occipital
pole, hearing in the upper part of the
temporal lobe and smell and taste prob-
ably in the deeper parts of the brain
around the region of the uncus or upper
operculum of the Sylvian fissure. The
impulses come from receptors on the
contralateral side of the body and inter-
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pretation is based on a direct spatial ar-
rangement linked to the receptors. Recent
evidence suggests that perception (q.v.)
involves close integration and simultane-
ous activity by several cortical and sub-
cortical areas.

It appears that the prime area for the
‘voluntary movement idea’ lies in the pre-
central area in the frontal cortext. This
can be linked with the main motor area
(area 4) in the precentral gyrus for un-
learned movements or via the cerebellum
for learned movements (SEE voluntary
movement). The control of the main
motor pathway to the anterior horn cells
via the pyramidal tract lies in the pre-
central gyrus of the contralateral side of
the body. There is a spatial representa-
tion of different parts of the body and
those portions with complex movements
occupy the largest area. Like the sensory
cortex the most caudal myotomes are re-
presented just over the med:al lip and the
most rostral in the lowest portion of the
gyrus.

The cerebral cortex also contains vast
areas to which no exact function has been
ascribed. Some of these are believed to be
‘association areas’ in which some sensory
and motor interpretation and coordina-
tion occurs. There is extensive cross
linking from one cerebral cortex to the
other via the corpus callosum. One
cerebral cortex is usually ‘dominant’ over
the other. Thus in right eyed (handed)
people the left cerebral hemisphere is
dominant and the speech centre is located
in that hemisphere. Dyslexia probably re-
presents an imbalance between the hemi-
sphere activities. The two hemispheres
are not quite uniform in their function
and response, the dominant hemisphere
appears to be more concerned with
logical, organized thought process, the
non-dominant with random patterns of
art forms.

In the upper part of the brain stem, the
thalami are situated on either side of the
third ventricle. The thalamus contains a
number of separate nuclei which receive
sensory impulses from lower levels of the
brain and spinal cord and relay them to
different parts of the cerebral cortex.
These sensory impulses relate not only to
exteroceptive body surface sensations but
to feedback muscle control, impulses
from the basal ganglia (q.v.) and the

cerebellum (q.v.). The lateral geniculate
body which relays sight and medial gen-
iculate body (for hearing) may be regarded
as directly related to the thalamus.

Below the thalamus lies the hypothalamus
(q.v.) which integrates autonomic and
endocrine functions. It receives afferent
impulses directly or indirectly from most
parts of the brain and sends efferents to
autonomic neurones in the spinal cord and
to the posterior pituitary. It affects the
anterior pituitary and through trophic
hormones released from the anterior
pituitary, many of the other endocrine
glands by releasing hormones (factors)
which travel in the hypothalamic-
hypophyseal portal blood system. The
hypothalamus is important for emotional
expression and regulates temperature,
water balance and food intake.

The limbic system (q.v.), a physiological
rather than anatomically defined area is
composed of a variety of facilitatory and
inhibitory nuclei and their interconnect-
ing fibre tracts, that encircle the region of
the cerebral peduncles. It receives its
main afferent supply from the reticular
formation while its efferent output is
largely to the hypothalamus.

The basal ganglia (q.v.), composed of the
corpus striatum, the substantia nigra and
the subthalamic nuclei, lie lateral to the
thalamus and surround the internal cap-
sule, the main afferent and efferent fibre
tract to the cerebral cortex. The basal
ganglia are concerned with the cere-
bellum in the control of muscle tone and
voluntary activity (q.v.).

The reticular formation (q.v.) occupying
a central zone of the brain stem has an
integrating effect on many body reactions,
receiving collaterals from the main sensory
paths and sending efferents to the cortex,
the limbic system, the hypothalamus and
the spinal cord.

The cerebellar hemispheres (q.v.) paired,
lying on either side of the pons and
covering the roof of the fourth ventricle,
are joined to the brain stem by their three
peduncles. The cerebellum is concerned
with the learned motor responses, par-
ticularly for fine movements and the feed-
back control of these movements. They
receive impulses from proprioceptive sites
and from all parts of the cerebral cortex
and the efferents return to the sensori-
motor cortex via the thalamus.



Anhedonia

Loss of enjoyment in normally pleasur-
able occupations. It is often a striking
feature of psychotic (endogenous) depres-
sions. The patient loses interest in sex, in
food, in the company of his friends and in
all his favourite pastimes and does not
regain it until the depression has lifted.
SEE ALSO Hedonism.

Anima

A Jungian archetype, and, as such, part
of the collective unconscious; the anima is
the feminine side of the man’s nature and
is derived from man’s historical experi-
ences with women.

SEE ALSO Animus.

Animus

A Jungian archetype, the masculine com-
ponent of the female mind, derived from
racial, historical experience throughout
the centuries.

SEE ALSO Anima.

Ano-genital pruritus

Pruritus ani is a condition of anal irritation
which leads to scratching and so to further
itching. It is often seen in individuals with
anxiety-prone, tense, rigid, obsessional
personalities. There may be ridging of the
skin, which is usually sodden, and a patch
of lichen simplex on one side of the anus
may result from scratching. It is commoner
in men than women. The cause is un-
known, and although often considered to
be a psychosomatic disorder, no good
evidence for this exists.

Pruritus vulvae commonly has an organic
rather than psychogenic cause. Vaginal
discharges due to trichomonas or monilial
infections may lead to intense irritation
and soreness. Psychogenic pruritus may
be secondary to conflicts over sexuality,
and frigidity is commonly associated. Fear
of pregnancy, venereal disease, or cancer
may be other causes.

SEE ALSO Psychosomatic disorders and
Skin disorders.
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Anomie
SEE Durkheim, E.

Anorexia

Partial or complete loss of appetite is a
common symptom of either physical or
psychiatric disease. It may be associated
with the acute infections, in spite of the
fact that the metabolic rate increases by
about 119, for each degree Centigrade of
fever. It may be the presenting feature of
serious alimentary disease, carcinoma

of the stomach or colon; and classically
occurs in infective hepatitis and endocrine
disorders, such as hypothyroidism or
pituitary hypofunction.

In the psychiatric illnesses the affective
disorders (q.v.), i.e. depression, anxiety
and mania, are most classically associated
with change in appetite. This symptom is
therefore one of the commonest features
reported in the course of history taking.
In children apparent loss of appetite may
be a symptom of a special food faddiness,
rather than a general loss as is often implied
by the parents’ description. Food faddi-
ness is often seen in over-protected (q.v.)
children and in some represents the only
way they can express hostility over their
experiences of the denial of autonomy and
independence which can result from over-
protective parental attitudes.

Anorexia nervosa

Anorexia nervosa is a disorder which
characteristically occurs in young women,
although it occasionally occurs in older
women, and, exceptionally, in men.

The term anorexia nervosa is a misnomer
as although anorexia usually occurs when
the patient has lost 2 stones or more in
weight, the patient may remain ravenously
hungry and occasionally may have epi-
sodes when she gorges large amounts of
food only to feel guilty immediately after-
wards. The common feature in all cases
is a fear of regaining normal weight. The
anorexic may ruminate for hours after a
meal about the increase in weight which
may occur; the patient who has retained
her appetite may fear that she may lose
control of it and consequently gain weight
to a state of obesity.
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The patient is often a ‘special’ child, per-
haps an only child or a child of academic
parents, and it has been postulated, as in
other psychosomatic disorders, that the
child has had a close and markedly ambi-
valent tie to one parent or the other.
Pre-morbid personality traits often show
restricted, rigid, obsessional propensities,
though a minority have gross hysterical
traits.

The onset of the disorder is usually associ-
ated with some emotional conflict, the
most common being conflicts about
accepting the female role or, during the
engagement period, if the patient had
conflicts about assuming the responsi-
bilities of marriage. Other conflicts relate
to the parents, particularly the mother.
Often the restriction in diet starts because
the girl regards herself as too fat and may
have been teased about her weight. More
rarely the condition starts in the setting
of a depressive illness. Amenorrhoea (q.v.)
is a characteristic and often early feature.
As the loss of weight becomes progressively
more severe lanugo hair, dry skin, loss of
normal hair and a variety of biochemical
disorders secondary to starvation occur. A
disturbance of oestrogen secretion and
particularly disturbances of follicle-
stimulating hormone secreted by the
anterior pituitary gland are not directly
related to weight loss and may persist
when a normal weight has been regained.
In all but the mildest cases admission to
hospital is essential. If possible, one nurse
should be made responsible for the
patient’s supervision and she should
personally assist at every meal and by
persuasion encourage the patient to eat.
It is helpful if the nurse eats too.
Chlorpromazine, or amitriptyline if de-
pression is a prominent feature, are often
very helpful for relief of tension and
facilitating weight gain, but doses have to
be much higher than one would expect in
relation to the patient’s weight.
Regaining normal weight is the first and
essential stage of treatment, but in many
patients further psychological treatment is
necessary, often for a prolonged period.
Relapses are common and one cannot be
satisfied that recovery has occurred until
normal menstruation returns.

Anorexia nervosa is a serious condition
with a mortality rate up to 4%,

Anosognosia

The loss of the ability to recognize dis-
turbed functioning in parts of the body.
Thus a hemiplegic individual may not
accept that there is anything wrong with
the paralysed arm and leg. Lesions of the
parietel lobe, or parieto-temporal areas are
commonly present in such cases.

Anterograde amnesia
(Synonym: Post-traumatic amnesia)

The severity of head injury is assessed
clinically by determining the extent of the
antero-grade amnesia. Although islets of
memory may occur, and the effects of
morphia and other drugs used to alleviate
post-operative distress may obscure the
true length of the amnesia, none the less
this is the best measure of the severity of
a head injury.

SEE ALSO Amnesia.

Anti-convulsants

Anti-convulsant drugs are used in the
treatment of the several kinds of epilepsy,
and the spectrum of activity varies accord-
ing to the drug group. The principal
groups of anti-convulsants are barbiturates
and derivatives (e.g. phenobarbitone and
primidone), hydantoins (e.g. phenytoin),
oxazolidinediones (e.g. troxidone), suc-
cinimides (e.g. ethosuximide), benzo-
diazepines (e.g. diazepam, clonazepam).

Drugs of choice in epilepsy therapy

Grand mal epilepsy
Phenytoin
Phenobarbitone
Carbamazepine
Primidone

Petit mal epilepsy
Ethosuximide
Clonazepam
Sodium valproate

Temporal lobe and focal epilepsies
Clonazepam
Carbamazepine
Sulthiame

Myoclonic epilepsy
Sodium valproate
Clonazepam

Status epilepticus
Intravenous diazepam




Other compounds include acetazolamide,
sulthiame, carbamazepine and phenylace-
tylarea derivatives, sodium valproate.
Anti-convulsant barbiturates comprise
phenobarbitone and its immediate con-
generic compounds methylphenobarbitone
and metharbitone. Other barbiturates
commonly used as hypnotics do not possess
clinically useful anti-convulsant activity.
Primidone is a barbiturate derivative used
solely as an anti-convulsant, and it is
thought to be converted in the body to
phenobarbitone. Primidone and pheno-
barbitone are particularly valuable in grand
mal, and primidone in psychomotor
seizures ; they are not used in petit mal.
The adverse effects of phenobarbitone and
primidone resemble those of the barbit-
urates in general, but primidone occasion-
ally results in a megaloblastic anaemia.
Phenytoin is the prototype of the hydantoin
group. Like the barbiturates, hydantoins
are used in major and psychomotor epi-
lepsy. However, their anti-convulsant
action is thought to differ in nature from
that of the barbiturates, so that combina-
tions consisting of a compound from each
group are pharmacologically sound.
Hydantoins have rather more side effects
than barbiturates, but these should not
obscure the value of essentially safe com-
pounds. Minor adverse reactions include
gastric discomfort, skin rashes, gum hyper-
trophy and hirsutism. When taken over

a long period, interference with folate
metabolism may result in megaloblastic
anaemia. Other blood dyscrasias have been
described. Neurological manifestations
include nystagmus, slurred speech and
ataxia. Rarely a lymphadenopathy may
occur and cause diagnostic difficulty.
Troxidone is the prototype for the ox-
azolidinediones ; the clinical use of these
compounds is confined to the treatment of
petit mal. Toxic effects are common and
numerous; the more important ones are
photophobia, skin rashes, blood dyscrasias
and nephrosis.

The succinimides were introduced in an
attempt to find a less toxic alternative to
troxidone. Ethosuximide is the most
effective member of the group and is now
considered as the first choice in the treat-
ment of petit mal. The incidence of
adverse reactions is lower than with the
oxazolidinediones but their nature is not
dissimilar; gastro-intestinal upset, skin
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rashes, blood dyscrasias and lethargy are
the most notable effects.

Benzodiazepine compounds possess anti-
convulsant properties and are finding an
increasing role in the treatment of
epilepsy. Their role in the regular treat-
ment of epilepsy has not yet been fully
determined but intravenous diazepam is
undoubtedly valuable in status epilepticus
and clonazepam appears to have a wide
spectrum of anticonvulsant activity in-
cluding grand mal, temporal lobe epilepsy,
petit mal and infantile spasms. The low
toxicity is a factor in its favour.

There are a number of other compounds
which have found a place in anti-convulsant
therapy. Acetazolamide is a carbonic
anhydrase inhibitor derived from the
sulphonamides, principally used in petit
mal. Side effects include anorexia, drowsi-
ness and headaches. Sulthiame is also a
sulphonamide derivative, but it acts rather
differently and is used for major and
psychomotor seizures. Adverse effects are
a limiting factor and include gastro-
intestinal upset, headache, drowsiness,
paraesthesiae, and mental confusion which
may amount to psychosis. It is perhaps
most effectively combined with phenytoin.
More recently carbamazepine has been
introduced. A dibenzazepine derivative
related to imipramine, it is probably of
most value in psychomotor epilepsy where
its psychotropic action may be helpful,
but it is also effective in grand mal.
Carbamazepine tends to be reserved for
use as an additional compound in refract-
ory cases. Drowsiness, dry mouth, skin
rashes and gastro-intestinal disturbance
may occur; jaundice and aplastic anaemia
have been reported. Sodium valproate

is a compound chemically unrelated to
any of the other groups. It is useful in
generalized and focal epilepsies but side
effects, including minor gastric irritation,
have been troublesome particularly early
in therapy. Pheneturide and phenacemide
are phenylacetylurea derivatives which
are effective in psychomotor epilepsy, but
they are very toxic.

Anti-depressants

Anti-depressants are a group of com-
pounds which elevate depressed mood
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The effect of anti-depressants on synaptic transmission
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and are used in the treatment of depressive
illness. Anti-depressants characteristically
have a slow onset and prolonged duration
of action. Unfortunately they produce a
relatively high incidence of side effects,
but these are usually tolerable in relation
to the symptoms being relieved.
Anti-depressant drugs may be conveni-
ently considered in two broad categories
according to their mode of action. It is
thought that anti-depressants act by in-
creasing the availability of transmitter
amines at central nervous system receptor
sites, and this action is produced by two
distinct mechanisms (see diagram). Most
of the tricyclic group of compounds pre-
vent the reabsorption of transmitter
amines at synaptic junctions; imipramine
and amitriptyline are examples of this
group. However iprindole, chemically
related to the tricyclics, may act by block-
ing ‘masked inhibitory’ monoamine re-
ceptors. Monoamine oxidase inhibitors
(MA018) on the other hand prevent the
metabolic degradation of amines. Ex-
amples of this group include isocarbo-
xazid, phenelzine and tranyleypramine.
Tricyclic anti-depressants are of value in
all types of depression, but in general
response to treatment is better in psy-
chotic depression. In children, tricyclic
anti-depressants have also been found
helpful in behaviour disorders and noc-
turnal enuresis. MAOIS are held to be of
particular advantage in the treatment of
some atypical depressive illnesses.

The elevation of mood produced by anti-
depressant treatment is delayed in onset.
Although the therapeutic response may
occur in three to four days, it not in-
frequently takes up to ten days and may
even require as long as three weeks. Un-
fortunately the adverse effects of the drugs
are immediate and obvious, and unpre-
pared patients may be discouraged to the
point of discontinuing treatment.

The usual dose pattern is thrice daily,
although some psychiatrists use a reduced
dosage for the initial two or three days to
minimize early adverse effects. If in-
somnia is a prominent symptom, then a
nocturnal dose of a sedative tricyclic com-
pound (see tricyclics) can be a particularly
helpful manoeuvre. Anti-depressant drugs
are frequently combined with EcT in
severe or refractory depression. They have
the effect of reducing the number of EcT
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required and the risk of relapse when
ECT is used alone.
The prevailing symptomatology often
provides a useful guide to the selection of
a particular anti-depressant drug. Anxiety
and agitation are pointers towards selecting
a more sedative drug or the addition of a
tranquillizer, and a benzodiazepine (e.g.
chlordiazepoxide) or a phenothiazine (e.g.
chlorpromazine) is often given together
with anti-depressants. Conversely lethargy
and anergia, without marked depression
of mood, suggest the choice of a more
stimulating member of the group.
Suicidal risk may increase in the early
stages of treatment of retarded depression
as the depressive inertia is relieved and a
careful watch should be kept.
Many depressed patients suffer only a
single depressive episode requiring treat-
ment. But the natural course of such an
episode is prolonged by comparison with
other acute and sub-acute diseases. It is
therefore prudent to dissuade patients
from understandable but premature with-
drawal of treatment and in patients with
other than a mild depression it is worth
continuing anti-depressant treatment for
six months after full response has been
achieved before carrying out gradual
withdrawal of the drug. Relapse of de-
pressive symptoms usually occurs within
two weeks if anti-depressant treatment is
stopped too soon. Nevertheless the posi-
tion of maintenance therapy is still open
to dispute. In other instances depressive
illness is recurrent, and continuous medi-
cation is clearly appropriate in an attempt
to avoid relapse. The alternative therapy
in such patients is the administration of
lithium salts (q.v.).
Elderly patients are not infrequently
considerably more sensitive to adverse
effects of the anti-depressant drugs, and
in these patients the dosage must be more
cautious.
The main classes of antidepressants are as
follows:
A. Tricyclics (q.v.) (thymoleptics)
1. Dibenzazepine derivatives (q.v.)
2. (a) Iminodibenzyl derivatives (q.v.)
(b) Iminostilbene derivatives (q.v.)
2. Dibenzodiazepine derivatives (q.v.)
3. Dibenzocycloheptadiene derivatives
(q.v.)
4. Dibenzocycloheptatriene deriva-
tives (q.v.)
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. Dihydroanthracenes (q.v.)

. Acridan derivatives (q.v.)

. Dibenzoxepine derivatives (q.v.)

. Dibenzothiepine derivatives (q.v.)

. Indole derivatives (q.v.)

. Dibenzobicyclo-octadiene deriva-
tives (q.v.)

B. Monoamine oxidase inhibitors

(thymeretics)
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Anti-Parkinsonism compounds

When considering the therapy of Parkin-
sonism (q.v.) it is important to dis-
tinguish between the syndrome produced
by the administration of major tranquil-
lizers and that due to degenerative change
in the nigrostriatal tract. In the latter
group the drug of choice is levodopa but
this has a negligible effect in the drug
induced form. Extrapyramidal syndromes
during treatment with major tranquillizers
(q.v.) are rapidly relieved by parenteral
administration of anti-Parkinsonism
agents, or prophylactic oral doses may be
given with the major tranquillizers when
larger doses of the latter are used.

Drugs used in the treatment of drug in-
duced pyramidal syndromes (see table)
are mainly anti-cholinergic. They relieve
extra-pyramidal rigidity and dystonic re-
actions, but are generally less effective for
tremor and akinesia. The relief of the
drug-induced extrapyramidal symptoms is
rarely complete.

Anti-Parkinsonism agents have atropinic
side effects, and central excitation in
susceptible patients may precipitate a
toxic psychosis.

Oral and parenteral anti-Parkinson agents of
value in drug induced cases.

Benztropine Amantedine
Bipenden Benzhexol
Procyclidine Ethopropazine

Orphenadrine

Antisocial behaviour

No form of antisocial behaviour whether it
be physical violence, pathological lying
(q.v.), sexual aberration, excessive drink-
ing, stealing (q.v.) or misbehaviour (q.v.)
should be regarded as pathognomonic of a
psychological illness, or as a syndrome in

its own right (cf. arson and kleptomania).
However, almost any type of mental dis-
order may result in symptomatic antisocial
behaviour. In consequence a medical
approach may be indicated at times. The
commonest disorders manifesting anti-
social behaviour are childhood behaviour
disorders (q.v.) and psychopathic dis-
orders (q.v.), whilst the two commonest
forms of criminal conviction are for
motoring offences and for theft, which
are rarely of medical significance.

SEE ALSO Driving, Recidivism, Sexual
disorders and Shoplifting.

Anxiety

Anxiety may be defined as an unpleasant
emotional experience varying in degree
from mild unease to intense dread, as-
sociated with the anticipation of impend-
ing or future disaster. It is related to a
feeling of threat which has often little or
no valid external cause. It leads to char-
acteristic somatic, physiological, auto-
nomic, biochemical, endocrinological and
behaviour changes. It is closely related to
the emotion of fear and has in common
with that emotion its unpleasant anticipa-
tion of the future and its basis in past
memory and experience.

Normal anxiety acts as a drive to be-
haviour to overcome, eliminate and resolve
the threat. It has been shown that there
is an optimum level of anxiety drive, the
level of which depends on the complexity
of the performance required and on the
personality traits of the subject. Anxiety
drive levels which are too low result in
sub-optimal performance, whereas if
anxiety becomes too great performance
declines.

Pathological anxiety, where the symptoms
are out of proportion in either severity or
duration, should be regarded as a symp-
tom, not as an illness or syndrome in it-
self, Thus anxiety may be secondary to a
physical illness or a psychiatric illness
such as a depressive disorder.

Persons suffering from an anxiety
neurosis are often found to have previous
personalities of anxious predisposition,
always worriers with a history of child-
hood insecurity and fears and a family
history of similar neuroses. The constitu-
tional factors are important, both neurotic



traits and behaviour patterns learnt in
early life where similarly affected close
relatives are implicated. This predisposi-
tion may be so bad that the patient has a
lifelong history of disabling anxiety which
fluctuates in degree depending on his life
circumstances. Other patients are less
predisposed and symptoms only become
manifest in response to some particularly
stressful life event, and these stresses may
be particularly personal to them, depend-
ing on their previous life experiences.

In any event the psychic anxiety is often
accompanied by somatic symptoms stem-
ming from physiological accompaniments
of the anxiety or perhaps from some up-
setting experience, for instance a close
relative dying from coronary ischaemia.
Thus palpitations and ectopic beats, chest
constriction and a feeling of being unable
to fill the lungs, dyspepsia, nausea and
looseness of stools, aches and pains due to
muscle tension and especially tension
headaches are all common in addition to
such vague complaints as dizziness, im-
paired memory and depersonalization. All
these somatic factors may be associated
with hypochondriasis and an insistence by
the patient that there is a physical cause
for his illness. The characteristic feature
of anxiety neurosis, whatever the sympto-
matology, is a continuously heightened
level of anxiety with fluctuations in the
intensity of symptoms, the intensity build-
ing up gradually either slowly or rapidly.
If a patient is completely free of anxiety
Between attacks and if the attacks are
unprecipitated and instantaneous in onset,
the anxiety is almost certainly an unusual
presentation of a depressive illness.
Physiological findings are of interest,
especially as a model to keep in mind
when it comes to treatment. In a normal
person the resting level of arousal, as
measured for instance by the skin con-
ductance level, is low but responds
markedly to a stress such as a loud noise.
However, if the noise is repeated over and
over again the patient quickly habituates
to the stimulus and the skin conductance
returns almost to normal levels. In con-
trast an anxious person has a high base-
line for arousal with spontaneous fluctua-
tions in the skin conductance. An external
stimulus will result in a relatively small
increase in the already abnormal skin con-
ductance. More significantly, repeated
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stimuli result in a very poor rate of
habituation. However, if by giving such a
patient a tranquillizing drug the skin con-
ductance can be brought down to near
normal levels then the response to a
stimulus and the rate of habituation are
likewise similar to normal. With this con-
cept in mind treatment of the three com-
mon groups can be considered.

1. Chronic severe anxiety neurosis

Such patients have a life-long history of
anxiety, deeply entrenched in their per-
sonality and frequently affecting personal
relationships, work and other aspects of
_Hwir life. Tranquillizing drugs may take
the edge off their symptoms, but not re-
duce their state of arousal to normal or
near normal levels. The therapeutic aim is
necessarily limited, o keep the patient as
independent as possible, at work and with
an unreduced social life. This is best done
with support, reassurance and advice and
the use of tranquillizers to overcome bad
patches. Hospitalization and frequent at-
tendances in out-patient departments are
counter-productive unless used as a very
temporary measure to overcome a par-
ticular crisis. In severe entrenched cases,
leucotomy may be of benefit,

2. Anxiety state

This describes a syndrome where a per-
son, relatively free from anxiety traits in
his previous personality, develops a state
of anxiety, usually following some dis-
tressing life event. In contrast with the
chronic anxiety neurosis this patient is
eminently curable, though if left un-
treated the patient may develop chronic
symptoms of anxiety. Treatment is aimed
at reducing the patient’s level of arousal
to normal and by implication allowing
normal habituation to occur. In the
mildest cases simple reassurance and a
sedative to ensure a good night’s sleep is
all that is required. In more severe cases
daily tranquillizers, perhaps combined
with an MAO1, are needed and sometimes
an initial period of narcosis may be ad-
vised. In all cases the aim is to abolish
the patient’s symptoms as completely as
Qossible. If symptoms can be completely
removed and the patient is able to take up
all his old activities, the medication can
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be reduced quickly and may even be com-~
pletely withdrawn within 2-3 months.
Where symptoms are not completely abol-
ished psychological and pharmacological
treatment must be continued energetically
till they gradually disappear, but drug
treatment should be continued for at least
a year and often longer, otherwise the
minor recurrences which are so common
may lead to a full-blown relapse with a
risk of chronicity.

3. Chronic borderline anxiety neurosis

These patients lie between the acute
anxiety state and the chronic severe
anxiety neurosis. Patients have well
marked anxiety traits in their personality
but are able to function well. At times,
however, and usually in response to some
life event there is an exacerbation of the
underlying anxiety. These patients cannot
be cured but it is important to prevent
them slipping into chronic disability. Such
patients respond quite well to tranquil-
lizing drugs and supportive psycho-
therapy and these should be used, if
necessary energetically, to help the patient
remain at work and continue a full social
life, as once these are stopped for any
length of time such patients often find
difficulty in getting back to their former
level of activities.

When physical symptoms of anxiety are
prominent (e.g. palpitation) the beta-
blocking drugs such as propranaol are
often beneficial either alone or in com-
bination with a minor tranquillizer,

Anxiety hysteria

An old-fashioned psychoanalytic term for
phobias. No longer in use.

Anxiety states in childhood

In the child as in the adult, painful emo-
tions (anxiety, depression and anger) arise
most commonly in response to stress (q.v.)
situations. However, children differ from
adults in their emotional life in a number
of important ways. The stresses which
they have to face are more varied and
include especially those associated with
biological maturation and with family life.

The process of child development involves
continued change — in particular the grad-
ual relinquishing of a dependent state

and the acquisition of independence.
Further, for normal emotional develop-
ment to occur the child must learn to
experience and tolerate anxiety. The fear
of strangers occurring in the second year
of life is a good example of this phe-
nomenon. Finally, the child patient is
often less able than an adult to decide what
is producing anxiety or depression, and
therefore the doctor must more often rely
on the account given by the parents and
on his own observations of the child’s
behaviour.

Depression in childhood (q.v.) occurs only
infrequently in endogenous form, and is
more commonly seen as an exaggerated
response to stress. Handicapping anxiety
states, by contrast, occur frequently
throughout the whole of childhood and
merit further attention.

Within the first year of life, some babies
appear fearful and unhappy whenever they
are faced with any new situation, for
example, when the mother tries a new
food or attempts to get the child to use a
spoon rather than a cup. Stella Chess has
described the ‘slow to warm up’ baby and
believes this to be a constitutionally deter-
mined temperamental characteristic. The
anxiety shown by the mother, and the
confidence she herself is able to display,
in a new situation is another important
factor. In the second year of life nocturnal
anxiety, associated with frequent waking
and screaming with fear, may occur, and
at this age, too, excessive fear of strangers
may arise.

As the child gets older, specific fears of
animals, especially dogs, thunder and
lightning, the dark, doctors and dentists,
etc. become more common and sometimes
take on a handicapping form. It is very
common for children to experience mul-
tiple fears in mild form, but it is un-
common for the fearfulness to involve

any serious disability to the child’s life.

In adolescence (q.v.), fear of social situ-
ations and agoraphobia (q.v.) become
more important.

Specific fears take on more significance if
associated with other more general symp-
toms of anxiety, especially sleep and
appetite disturbances, difficulties in con-
centration, irritability and tearfulness. The



presence of this constellation of symptoms
requires careful diagnosis of the family
situation, the child’s adjustment in school
and other possible stresses. Symptomatic
treatment, including with older children
the addition of a minor tranquillizer such
as diazepam, is usually effective, for these
disorders generally have a benign prog-
nosis. If the condition is in danger of
becoming chronic, specialist referral
should be considered.

Anxiolytic drugs

Anxiolytic implies a specificity of action
which does not obtain for any drug at
present in use. All anxiolytics have
hypnotic effects in high doses and all
hypnotics given in low dosage have the
effect of alleviating anxiety. The classes of
drugs in common use are the barbiturates,
the major tranquillizers, such as the
phenothiazines (q.v). and butyrophenones
(qg.v.) in low dosage and the minor tran-
quillizers, particularly the benzodiazepines.
The usefulness of any drug is the com-
bination of both its wanted and unwanted
effects and in most cases of anxiety the
balance markedly favours the benzo-
diazepines. In comparable dosage they are
at least as effective as the barbiturates in
controlling anxiety, they are less likely to
induce unpleasant sedation or impair-
ment of mental functioning, and in par-
ticular they are immeasurably safer if
taken in overdose. Since anxiolytic drugs
may be taken over a prolonged period of
time the minimal tendency of the benzo-
diazepines to produce pharmacological
dependence as compared with the bar-
biturates is also important.

Dosage must be flexible, varying the
dosage in frequency and amount during
the day and from one day to the next,
depending on the patient’s symptoms.
Furthermore despite the similarity
between the different benzodiazepines a
patient may respond better to, for in-
stance, diazepam than to oxazepam and
vice versa.

Although the benzodiazepines are the
drugs of choice for most patients on a
regular day-to-day basis, barbiturates are
still of use especially in severe cases of
panic, for a limited period, when the
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patient may well be treated in bed ei her
in hospital or under close supervision.

Apathy

A state of indifference to situations which
would normally excite interest or emotion,
and which occur in many psychiatric
conditions. It is common in schizophrenia
(q.v.), both in the hebephrenic (q.v.) ill-
nesses of adolescents and in the residual
defect states of middle age. In hebe-
phrenics preoccupation with the phantoms
of their psychotic internal world is largely
responsible, but in chronic schizophrenia
loss of the capacity for emotional response
(‘blunting of affect’) is usually more im-
portant. Apathy is seen in many organic
states, particularly those like Pick’s disease
(q.v.) where the frontal lobes are heavily
involved, and when dementia is present
the patient’s loss of awareness may be an
important contributory factor. Apathy is
also common in severe depressions (q.v.)
and is readily understandable in the light
of the patient’s loss of energy, loss of
capacity for enjoyment and conviction
that the future is hopeless. Finally a strik-
ing degree of apathy can be produced by
long residence in a mental hospital, prison
or other institution. The patient gradually
becomes indifferent to events in the outside
world, because he has no contact with it;
his interests and wishes may be ignored by
those in whose charge he remains, thus
reinforcing his sense of apathy and hope-
lessness.

Treatment involves change in the social
milieu, and participation of the patient

in the change.

Apert’s syndrome
(acrocephalosyndactyly)

Apert’s syndrome is a condition which is
transmitted as a single autosomal domin-
ant gene defect. In its usual form it shows
mental subnormality, though not usually
severe, acrocephalic skull, protuberant and
widely set and sloping eyes, high cleft
palate and syndactyly. Late paternal age

is believed to be of aetiological importance
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Aphasia

Aphasia, literally ‘loss of speech’, is used
in a wider sense to mean loss or partial loss
of expression or comprehension in any
mode of communication — speech, writing
or gesture. It is due to central conceptual
or constructional difficulties and not
defects in the effector or receptor neuronal
pathways. It should be suspected when
spontaneous or elicited speech is itnappro-
priate, disconnected or, having regard to
the educational and social background of
the patient, ungrammatical; or when
objects are used inappropriately. It may
provide a false impression of confusion
when it is present in an intellectually
preserved patient, for example, after em-
bolism, wounding, or vascular spasm,
though most often, as it commonly occurs
in degenerative conditions — senile
dementia (q.v.), pre-senile dementia (q.v.)
(particularly Pick’s disease (q.v.) with
temporal lobe atrophy) or generalized
cerebral arterioscelerosis - it is associated
with global dementia. It may be seen in
children with autism (q.v.). Testing for this
condition on the sensory side demonstrates
an inability to grasp spoken words by
questions and simple instructions; com-
prehend sounds, e.g. rattling keys, jingling
money, rustling paper (auditory agnosia);
read (alexia — sometimes congenital); to
recognize objects by sight (visual agnosia)
or feel (tactile agnosia). On the motor side
the patient is examined as far as spontan-
eous conversation, recitation (aphasia) and
writing (agraphia) are concerned, instruc-
tions being both spoken and written.
Finally, the patient is tested for inability
to use common objects like a match or a
key (ideational apraxia), and construct or
copy patterns (constructional apraxia).
Common findings are nominal aphasia —
inability to name while function is des-
cribed (‘It’sa. .. for writing with . . ., i.e.
a pen) and the name still recognized in a
series of names (sausage, book, pen, lamp);
perseveration (naming first object again
when shown a second); agrammatism, e.g.
telegram style of speech; paraphasia,
jargon aphasia, syntactical aphasia — use
of wrong words or non-existent words
verbigeration — constant repetition of words
or phrases; sibilation — interrupted hissing
(‘ss...ss...ss...").

Areas of the brain which when damaged

result in aphasia are Broca’s speech area
(posterior aspect of second and third
frontal convolutions), second frontal gyrus
(centre for agraphia), first temporal gyrus
(word deafness), angular gyrus (word
blindness).

SEE ALSO Speech disorders.

Aphonia

A loss of the ability to phonate, from
whatever cause. Functional aphonia may
be deliberate — mute by malice, or may be
a symptom of serious emotional disturb-
ance, as in the depressive illnesses,
schizophrenic disorders and neuroses.
Sulking and not talking are seen in
naughty children; in adults on occasions
the underlying mechanisms may be very
similar,

SEE ALsO Hysteria.

Apperception

This term, although of considerable his-
torical importance, is little used in con-
temporary psychology. It survives mainly
in the title of the popular projective
technique, the Thematic Apperception
Test (q.v.) (TAT).

Its original meaning implies clear percep-
tion (q.v.) accompanied by recognition or
identification of the object perceived.
Later, psychologists of the Herbartian
School applied it to the process whereby
present perceptions are linked to and
interpreted in the light of the existing
knowledge, the apperceptive mass, of the
perceiver. Current broader usage of the
term perception embraces both these
usages.

SEE ALSO Thematic apperception test
and Perception.

Appetite

As distinct from hunger, which has well-
known physiological, biochemical and
endocrinological concomitants, appetite
also includes assessment of the psycho-
logical appreciation of food. It is disturbed
in many psychiatric illnesses, especially
affective disorders. Change in appetite,
usuallv a diminution, is virtually universal



in moderate or severe depression. Depres-
sion of appetite in marasmus nervosus
may result in extreme emaciation even in

a child. Appetite may be depressed, normal
or even increased during the course of
anorexia nervosa, but aversion to food
results in excessive purging, self-induced
vomiting and disgust if bulimia does
occur.

SEE ALSO Anorexia.

Apraxia

Inability to perform purposeful move-
ments, not accompanied by muscular
paralysis or sensory disturbance, caused
by lesions in the corpus callosum, the
parietal and possibly the frontal lobes.
Apraxia may be limited to one area of the
body, e.g. the face, one limb or one side of
the body. In mild cases the patient may
appear ‘clumsy’. In more severe cases, the
patient appears confused.

Arachnodactyly
SEE Marfan’s syndrome.

Archetype

The archetypes are primal images of
certain basic human experiences which
exist in the collective unconscious, and
may be made consciously manifest in the
form of symbols such as the witch, the
wise old man, the circle, or the mandala —
a device used in the Far East for medita-
tion. Archetypes are closely connected
with instincts, are inherited and are mani-
fested in the artistic productions of the
different races of mankind.

Argino-succinic acidaemia

A rare metabolic defect characterized by
the presence of large amounts of argino-
succinic acid in the cerebrospinal fluid,
blood and urine. It is associated with
epilepsy, dysrhythmia of the EEG and
mental retardation.

Arithmetical mean
SEE Mean, arithmetic.
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Arousal

The term applied to the physiological re-
action which occurs in the central nervous
system as a result of a sudden stimulus. It
involves stimulation of the cerebral cortex,
hypothalmus and limbic system (q.v.).
Arousal is the result of an outflow to these
areas from the reticular formation (q.v.)
which is itself stimulated by collaterals
from the main sensory nerve pathways.

Arson

Several patterns of arson occur. In child-
ren, playing with fire is a common and
normal activity, and is usually harmless.
A small number of children, however,
deliberately set fire to hay stacks, farm
buildings and sports pavilions, usually in
a group setting. The hyperkinetic.child
has a particular fascination with water and
with fire, and may become an arsonist. In
the adult there are three main patterns,
the first is seen when the fire is laid out of
a desire for revenge or as an act of aggres-
sion in response to some real or imagined
slight. The individual may have been
drinking, and decide on an impulse to
burn down the factory, garage or other
building. The second is deliberate arson
for the sake of gain — for the insurance
money — this type of arson is much more
common than is generally thought. The
third and by far the rarest type of arson is
when the fire setting occurs as part of a
sexual perversion, the individual obtaining
intense sexual pleasure from the sight of
the fire and the activities of the firemen.
Arson is regarded as a particularly serious
offence, for innocent people may be burnt
to death and the damage to property may
be very great. Heavy sentences are there-
fore often imposed.

Arteriosclerosis
SEE Cerebral arteriosclerosis.

Arteriosclerotic psychosis
(Synonym: Acute or chronic brain syn-
drome due to cerebro-vascular disease.)

Arteriosclerotic psychosis and senile
dementia are the two most common
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causes of dementia in old people. Arterio-
sclerotic psychosis is more common in
men than women and occasionally occurs
in late middle age. The course of the ill-
ness averages 3—4 years but is shorter if
accompanied by severe hypertension or if
it is associated with a major stroke. The
disorder is due to generalized occlusive
disease of the cerebral arteries leading to
widespread but not necessarily confluent
infarction of the cortex. Extracerebral
arterial disease is responsible for many
cases; carotid disease typically results in
cerebral damage, vertebral artery sclerosis
resulting in brain-stem ischaemia.

The general features of arteriosclerotic
psychosis are:

1. Memory disturbances, the defect
especially affecting the registration of new
events.

2. Defect of intellect resulting in im-
paired grasp, reasoning and judgement.

3. Disorientation for time and place occurs
in severe cases or temporarily in acute
episodes.

4. Personality changes are not so pro-
nounced as in senile dementia, perhaps
because the areas of cortical ischaemia are
not confluent. However, emational lability
is common and with a retained insight
depression is not uncommon.

In severe cases suspicion, jealousy and
ideas of persecution occur, especially dur-
ing or following an acute episode with
confusion.

The onset of the disorder is often sudden
and the subsequent course is punctuated
by episodes of clouding of consciousness,
presumably due to fresh infarcts. This
clouding may last minutes or several days,
the underlying dementia tending to in-
crease with each episode. Arteriosclerotic
changes sufficient to cause dementia
virtually always result in associated
neurological syndromes such as hemi-
plegia, hemianopia, aphasia and apraxia.
Treatment is limited to general care,
management and symptom relief. Chlor-
promazine and thioridazine are recom-
mended for restlessness and agitation in
episodes of confusion or mental disturb-
ances. They may also be used at night for
insomnia perhaps combined with a short-
acting hypnotic such as chloral hydrate.
Other drugs such as the tricyclic anti-
depressants and the anti-Parkinsonian
drugs should be used with care as they

may exacerbate the patient’s mental con-
fusion.

Art therapy

The expression of conflicts and problems
in artistic activity is utilized by the art
therapist in much the same way as the
psychotherapist uses words. Symbols are
interpreted, production encouraged, and
the interpersonal relationship developed.
No particular artistic ability is required,
and many different techniques may be
used, such as finger painting, modelling,
collage, oil painting and so on. When
physical disabilities exist, art therapy may
be particularly useful in retraining muscular
dexterity and other physical functions.

Asomatognosia

Inability to distinguish between right and
left due to parietal lobe dysfunction.
SKEE ALSO Body image.

Assertive therapy

The training of more assertive behaviour
in situations where behaviour has usually
not been assertive enough. A patient liable
to excessive anxiety or tension when
criticized unfairly, for example, might be
taught to stand up for himself better by
practice in contrived situations in which
he was criticized. It is possible that ‘assert-
ive’ responses are antagonistic to anxiety,
in the same way as is muscular relaxation.

Association, disorders of

Associations are links between ideas,
words or experiences, or between stimuli
and responses, which ensure that when one
of the linked elements occurs in the experi-
ence of an individual, the associated
experience tends to follow. These associ-
ations derive from the previous experience
of the individual and are formed in accord-
ance with a number of well-established
principles, of which the ‘laws’ of contiguity
and similarity are the most important.
Associations formed in these ways are



prominent in certain types of learning,
especially verbal learning, memory and
thinking. Verbal associations may be
explored by means of word association
tests, during which the subject is asked to
respond to given words by ‘the first word
which comes to his mind’. Chained free
association of a similar type plays a prom-
inent part in psychoanalytic (q.v.) tech-
niques. Disorders of the associative process
are particularly prominent in the thought
disorder exhibited by many schizophrenics
(q.v.). Bleuler considered them fundamental
to this condition and spoke of a ‘splitting’
and ‘loosening’ of associations which
results in the characteristic vagueness and
inconsequentiality of speech. Such schizo-
phrenics may also show uncontrolled
association by similarity, often exemplified
in their talk by ‘clang’ associations of
words which rhyme or sound alike.

SEE ALsO Thought.

Asthenia
SEE Neurasthenia.

Asthma

Asthma is typically characterized by
episodic dyspnoea due to constriction of
the bronchi with oedema of the mucosa.
The condition may be genetically deter-
mined with a polygenic mode of inherit-
ance, but infective, allergic and emotional
factors may play a role in its precipitation.
A somatic predisposition of bronchial
hypersensitivity is probably necessary
before psychological mechanisms can act.
Although certain personality traits are
often seen in asthmatics, there does not
appear to be a specific personality type
associated with the disease; a conditioned
reflex can account for some asthmatic
attacks produced by anxiety. The part
played by allergy (q.v.) has been clarified
by the finding of raised levels of an
immunoglobulin (1gE) in some patients
with a clear cut allergic history, and treat-
ment with the immunosuppressive drugs
may benefit these patients. Steroids often
play an important part in treatment, but
can produce psychological disturbances.
If conditioned anxiety plays a prominent
role in the precipitation of attacks,
systematic desensitization (q.v.) in im-~

Attempted suicide 45

agination may be indicated. If it is as-
sumed that the basic problem in asthma
is a variety of stimulating factors, leading
to a reversible airways obstruction due to
hypersensitivity, the first step in manage-
ment should be to delineate these physical
and psychological causes as clearly as
possible, and then to treat each one with-
out losing sight of the patient as an
individual.

SEE ALSO Psychosomatic disorders and
Respiratory diseases.

Astrocytes
SsEE Neuroglia.

Ataractics
SEE Tranquillizers.

Ataxia-telangiectasia
(Synonym: Louis-Bar syndrome)

This syndrome comprises mental sub-
normality, cerebellar ataxia or choreoathe
tosis, and development of telangiectases
which are most noticeable in the con-
junctivae but may appear elsewhere in the
body. The genetical transmission is prob-
ably by autosomal recessive inheritance.
Hypogammaglobulinaemia seems to be a
frequent biochemical concomitant.

Attempted suicide

The situation in which someone survives
after deliberately endangering his or her
life, either by taking an overdose of drugs
or in some other way, is variously described
as attempted suicide, unsuccessful suicide,
a suicidal gesture, parasuicide, or self-
poisoning. All five terms are unsatisfactory
in that they embody implications which
may be untrue but ‘attempted suicide’ is
the most widely used. So common a
phenomenon has it become in the last
twenty-five years that in many general
hospitals it is now the biggest single cause
of medical emergency admission. A survey
in 1960-61 revealed an attempted suicide
rate of 1:1000 population/year, roughly
ten times the suicide rate. This was prob-
ably typical of urban areas at the time
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and may well have increased further in
the last decade.

The demographic and psychiatric charac-
teristics of people who make suicidal
attempts are different from those of ‘suc-
cessful’ or ‘completed’ suicides. Attempted
suicide is twice as common in women as

in men, and its incidence falls rather than
rises with increasing age. In fact, the
majority of attempted suicides are young
women between the ages of 15 and 35. The
rate is higher in urban than in rural areas
and in large cities the highest rates are
found in areas where poverty, poorhousing
and delinquency are most conspicuous.

As a corollary to this, social classes v and
v have higher rates than classes 1 and 11.
The means by which life is endangered
also show significant differences from those
used by ‘successful’ suicides. Overdosage
with aspirin, or with assorted tranquillizers
and anti-depressants, figures much more
prominently, and lethal poisons like coal
gas much less so. Guns and knives are
brandished more often than they are used
and the only common self-inflicted wounds
are multiple superficial scratches on the
wrists. In fact, the risk to life is often
trivial, either because the drug taken was
relatively harmless or the dose small, or
because the subject arranged to be found
soon after the event or quickly told others
what he had done. In a study in Edinburgh,
for instance, of 450 survivors of deliberate
overdoses less than 209, had seriously
endangered their lives and 50%, had not
taken any significant risk. The psychiatric
characteristics of attempted suicides also
differ from those of successful suicides.
Depressive illnesses and alcoholism are
relatively less prominent and the majority
of the depressions are neurotic rather than
psychotic in type, and often fairly mild.
Personality disorders of various kinds are
more prominent than in ‘completed’
suicides, particularly in those who make
repeated attempts, while a proportion,
probably 209%,, have no significant psychi-
atric abnormality.

These facts provide ample grounds for
regarding attempted suicide and suicide as
distinct phenomena, and make it almost
impossible to regard the former simply as
a forme fruste of the latter. But it would be
both incorrect and dangerous to draw a
firm distinction between the two. For one
thing, the extent to which the patient

endangers his life is an imperfect indica-
tion of his intentions. Someone swallowing
ten chlordiazepoxide capsules may well
have believed he was taking a lethal dose
and mistakes of the opposite kind are
equally common, and the patient’s inten-
tion to be found or not to be found, and
hence his chances of survival, may be
thwarted by many chance events. Even
more important, though, is the fact that
the patient’s motives are nearly always
mixed in both suicide and attempted
suicide. The commonest motives are:

1. The wish to die.

2. The wish to demonstrate that one is in
intolerable distress.

3. The wish to influence a particular per-
son, usually a relative or lover. This may
be to make them behave more consider-
ately or to punish them, by making them
feel guilty.

4. A Russian roulette element — deliber-
ately hazarding life with a willingness to
accept either death or survival as the out-
come. (Hence the rarity of second attempts
immediately after the first.)

The first of these tends to predominate in
suicides and those who survive after
seriously endangering their lives, and the
second or third to predominate in the
majority of attempted suicides.

Rational management of attempted suicide
depends on establishing which were the
dominant motives in each case. This can
rarely be done by asking patients why they
took the tablets. Quite apart from their
need to dissimulate they often genuinely
do not know, particularly when, as is
usually the case, the attempt was made on
impulse. But a careful enquiry, as soon
after the event as possible, will usually
make the situation reasonably clear. The
most important issues are usually whether
the patient took all the tablets available,
whether she told anyone, how she came to
medical attention, whom she had quarrelled
with, whether she was suffering from a
depression, or drinking, and who else was
likely to be affected in what ways by the
attempt.

Unlike the suicide, who is characteristic-
ally alone and friendless, those who make
suicidal attempts are commonly trapped
in frustrating relationships with other
people; a youth whose girl friend has just
left him, a woman with an alcoholic hus-
band trying to bring up four children in a



damp basement, and so on. Their main
motives are usually the second or third of
those listed above and, seen in these terms,
their suicidal attempts are frequently
successful, at least temporarily. The girl
friend feels guilty and promises to return,
the errant husband helps with the house-
work for a week or two and a social worker
writes to the housing department. At times
there is an element of almost open black-
mail involved and, of course, if others see
the situation in these terms, they react
with hostility rather than guilt.

Because suicidal attempts are so often
‘successful’ in these important ways they
are difficult to prevent, and even in cities
where everyone making a suicidal attempt
is routinely seen by psychiatrists with
extensive psychiatric and social facilities
available to them the attempted suicide
rate shows no sign of falling. Nevertheless,
it is probably a wise rule for all attempted
suicides to be seen by a psychiatrist before
leaving hospital, because many have treat-
able depressions or remediable social
problems. Casualty officers and others are
often understandably irritated by having
to cope with what they regard as frivolous
gestures, and advocate the substitution of
less sympathetic regimes in the hope of
discouraging further attempts.

It must not be forgotten that at least 10%,
of these unhappy people eventually do kill
themselves.

There are, however, measures that could
be taken to discourage overdoses. More
selective prescribing of hypnotics and
tranquillizers, and insistence on the dis-
posal of unused tablets, is one obvious
measure. Another would be for aspirin and
similar analgesics to be sold to the public
only in individually wrapped tablets, for
the majority of suicidal attempts are im-
pulsive and often the impulse would have
passed before sufficient tablets had been
unwrapped.

SEE ALSO Suicide.

Attention

Conscious perception (q.v.) does not
embrace all the information impinging on
the sense organs but is selective. Even
within the perceptual field at any one time,
some aspect of the situation becomes the
focus of an individual’s active concern, the
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object of his attention. Similar attentional
foci within the general field of conscious-
ness (q.v.) invariably mark the course of
the more internalized processes of directed
thinking. Attention may be voluntary or
involuntary. The related term, concentra-
tion, refers to the ability to maintain
voluntary attention over a period of time,
while engaged in some goal-directed task.
Involuntary attention is controlled by
characteristics of the environmental
stimulation such as intensity, movement,
repetition etc.

Although attention at any one time can be
divided or distributed within a field, there
is a limit to what can be apprehended at
any one moment. The attention (or ap-
prehension) span refers to the number of
objects, usually about six to eight, which
can be perceived at a single glance. In
such a test, the subject is merely required
to report the total number. If the objects
differ, and he is required to name them,
the test is of immediate memory span.
Clearly, attention is a necessary pre-
requisite for the registration phase of
memory (q.v.).

Psychiatric patients frequently complain
of attention and concentration difficulties
and disorders of attention may also be
evident in the absence of complaint. This
is particularly true of patients with organic
brain disease, especially when this leads to
dementia. Localized brain damage may
produce perceptual difficulties, sometimes
referred to as ‘selective inattention’, when
stimulation projected to the damaged
hemisphere fails to be perceived when in
competition with stimulation to the un-
affected side. Gross distractibility is char-
acteristic of Huntington’s chorea (q.v.) and
mania (q.v.) while a more subtle disorder
of this nature is considered by some to be
fundamental in schizophrenic thought
disorder.

Attitudes

A continuing predisposition to react with
a characteristic feeling or manner. Atti-
tudes are emotionally determined and may
be consciously or unconsciously acquired.
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Atypical facial pain

Amongst the group of facial neuralgias are
a number of patients whose symptoms do
not conform to any recognized neuralgic
patterns. The pain does not occur in
anatomical areas, is variable and atypical,
being dull, throbbing, aching or boring,
and does not respond to analgesics. The
recognition that the pain was a depressive
equivalent (q.v.) has been a major advance,
for the condition responds to anti-
depressant treatment or ECT, although in
some resistant cases leucotomy may
eventually become necessary.

Aura

A brief subjective experience giving im-~
mediate precognisance of some epileptic
(q.v.) fits. It is usually consistent within
any individual. The presence of aura
generally implies a focal seizure. The
majority of these are temporal lobe
seizures (q.v.). The aura may be obvi-
ous to the observer, though forgotten

by the patient. Crude visceral sensations
predominate: feelings of fear, butterflies
in the stomach, sudden sensations rising to
the throat. ‘Indescribable feelings’ in the
head and throat are next in frequency. The
patient’s difficulty in describing the aura
may lead physicians to overlook its signifi-
cance. Reports of feelings in the penis,
vagina, or rectum may even be withheld
unless questioning is direct and helpful.
Complex experiences referable to each of
the special senses also occur. Most com-
plex are ‘intellectual’ auras, perversions of
experience of time, reality, identity, mem-
ory and especially in intensity of experience
(which may objectively seem trivial).
Auras of taste and smell are relatively rare
(see Uncinate fits). Other aura experience
depends upon the site of the cerebral
lesion.

Autism

This is a relatively rare condition, which
occurs in four to five per 10,000 children.
The autistic child is usually apparently
normal for the first few months of life.
Then the child becomes unresponsive,
shows little interest in auditory or visual

stimulation, and resists cuddling, screame-
ing to be put down if he is picked up. If he
hurts himself he will not go to his parents
to be comforted. Language delay is a
common feature, indeed speech may fail
to develop. By contrast, motor develop-
ment is usually not delayed.

Failure to develop relationships with his
parents means that the child does not go
through the normal phase of separation
anxiety and fear of strangers. He shows no
interest in the companionship of other
children. There may be ritualistic manner-
isms, including walking on tiptoe, flicking
fingers in front of the eyes and twiddling
pieces of string or wire for hours. The child
resists change so that weaning and the use
of spoon and fork present problems.
Occasionally an autistic syndrome may
develop later, even up to the age of 2}
years.

As the child gets older the picture may
change. He may begin to lose his autistic
aloofness, become affectionate to his
parents-and show separation anxiety.
Commonly, however, the language diffi-
culty remains, with obvious echolalia (q.v.)
and prolonged confusion over the use of
personal pronouns, the child referring to
himself as ‘he’.

About 709, of autistic children function in
the educationally subnormal range of
intelligence or below and the intellectual
retardation may be a greater handicap than
the behavioural problem. Genetic factors
are probably relevant, but sibs are only
rarely affected.

The causes of autism are unknown. It
occurs most frequently in professional or
middle class families. The view that
parental, especially maternal, inadequacy
lies at the root of the problem has largely
been superseded. It now seems likely that
autism is primarily a communication dis-
order, biologically determined and associ-
ated with brain dysfunction. Its similarity
to developmental aphasia and the high rate
of epilepsy (10-159%,) shown by autistic
children tend to confirm this view. Any
parental abnormality is probably a reaction
to the stress of having a child with such a
severe behavioural abnormality.

All children suspected to be suffering from
autism need expert diagnostic appraisal.
Psychological testing requires patience,
persistence and experience. Biochemical
screening, skull X-ray and EEG studies
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should be carried out as a small proportion
of autistic children will be found to be
suffering from rare but well-defined con-
ditions, such as phenylketonuria and
histidinaemia.

Medical treatment is of only limited value.
Symptomatic drug treatment of hyper-
kinesis and epilepsy may be indicated.
Rarely a treatable underlying condition
may be diagnosed. Appropriate educational
measures offer the best hope of improve-
ment, but even here the gains will be
strictly limited. Operant conditioning
(q.v.) (systematic manipulation of reward-
ing stimuli) is a relatively new method of
treatment likely to result in small but
definite gains. Guidance and counselling
for parents is an important aspect of man-
agement. In many countries the parents
of autistic children have formed associa-
tions and these mutual advice groups can
be valuable. As indicated above, the
prognosis for independent life is poor.
Only about 159% of children will be able
to lead anything but an institutional or
sheltered existence. The higher the level
of measured intelligence, the better the
outlook for the child.

Autistic thinking

Introverted thought. The content of
thought is related much more to fantasy
than reality and the thinking results in
little positive action.

Autochthonous idea

A fully formed delusional idea which ap-
pears in the mind suddenly and without
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any conscious preparation. It is synonym-
ous with a primary delusion and is dis-
tinguished from a normal ‘brain wave’ by
its content being strange or bizarre. It is
one of Schneider’s first-rank symptoms of
schizophrenia and may be associated with
a delusional mood or delusional percep-
tion.

It is to be distinguished from the much
commoner delusions which the patient
gradually formulates to explain his hal-
lucinations or what he considers to be
other people’s unfriendly behaviour.

SEE ALSO Delusions.

Autoerotism

This roughly refers to the early infantile
phase of self-love — the stage in emotional
development in which sensual gratification
is secured or attempted through subjective
experience alone. Erotic aims are self-
directed and are principally gratified in
the self. This phase is pre-eminent until
the phallic stage in which gratification via
important external objects or persons is
initiated. This earliest object-related stage
for the gratification of love and erotic aims
is generally termed alloerotic (q.v.).

Freud considered autoeroticism ‘primor-
dial’ — it is not something which has to
develop. Masturbation is a special, genital-
orientated, subdivision of autoeroticism
and is not synonymous with it. The auto-
erotic phase first becomes manifest during
the oral sucking period. It is distinguished
from narcissism in that autoerotism is
objectless — while in narcissism the ‘I’ is
recognized and the infant takes his own
body as the love object.

SEE ALSO Anal erotism.

Autogenic training

Applying the principles of Yoga, Schultz
began to treat neurosis by using muscular
relaxation and exercises. The patient is
taught to relax each muscle group, and
eventually to be able to relax himself as a
whole. The method is autogenic — that is,
self-produced, although daily practice is
necessary. Popular in Europe in the treat-
ment of neurosis and psychosomatic dis-
orders, autogenic training has links with
the techniques of painless childbirth, the
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progressive relaxation of Jacobson and
hypnosis. Autogenic training is a pleasant,
effective and simply administered therapy,
very suitable for group application.

Automatic obedience

Automatic obedience is the excessive
compliance found sometimes in catatonic
schizophrenia (q.v.). The request may
promise inconvenience or pain, but is
nevertheless unquestioningly carried out
by the subject.

Automatism, automatic behaviour

A dissociation between behaviour and
consciousness, a number of different types
of behaviour are subsumed under this
heading, depending on the aetiology of the
dissociation. Behaviour may in certain
normal circumstances be automatic, as
with the repetitive movements demanded
of a simple task, whilst the individual’s
attention is concentrated on some other
subject. When pathological dissociative
states occur, the results of psychological
conflict, drug intoxication, or trance states,
phenomena such as automatic writing,
automatic painting, or sensory automatism
(as with the production of hallucinations
when gazing intently at a fixed object) may
occur. Post-hypnotic automatism is well
known, the individual carrying out complex
tasks on obedience to the suggestions of
the hypnotist. More important are the
automatisms occurring in serious psychi-
atric or neurological illness. A depressive
illness may manifest itself in a fugue state —
the patient wandering away from home
and being found ‘suffering from loss of
memory’ days or weeks later. There is no
recollection of the period involved, even
when the patient is confronted with evi-
dence of his behaviour during this time.
Neurologically automatisms are nearly
always manifestations of epilepsy, par-
ticularly of psychomotor epilepsy. The
automatism may precede a major attack,
may represent the whole attack, or occur
as a post-ictal manifestation. When any
antisocial activity occurs in patiénts with
automatisms considerable difficulty may be
experienced in assessing the individual’s
responsibility for his acts. Head injury

may also be associated with automatic
behaviour, the footballer who carries on
with the game after being concussed being
a familiar example. Rarely, diabetics may
behave automatically, the blood sugar level
may be either high or low, so that problems
sometimes occur with regard to capability
to drive a car.

Lastly the so-called hysterical fugue is
regarded as an example of automatic be-
haviour, and has to be distinguished from
the depressive and epileptic fugue states.
In the hysterical fugue there is always an
understandable reason for the behaviour,
such as dishonesty, marital complication,
personal entanglements, the fugue rep-
resenting an attempt to escape from res-
ponsibility. Whether the behaviour is
considered to be consciously or uncon-
sciously determined will depend upon the
psychiatrist’s own convictions and attitudes.
In many cases of automatism EEG investi-
gation, the interviewing of informants, and
observation of the patient in hospital are
all desirable before arriving at a diagnosis.

Autonomic nervous system

The autonomic nervous system consists of
those nerve cells and fibres which innervate
the smooth muscle and glandular struc-
tures of internal organs. Anatomically. it
comprises the sympathetic trunks, large
nerve plexuses, regions of the spinal cord
and brain stem, some portions of the
hypothalamus and certain cortical areas.
The efferent pathway from central ner-
vous system to the organ consists of two
neurons, the preganglionic and the post-
ganglionic, the synapse between the two
being sited in a ganglion in the para-
vertebral chain or visceral ganglia with
acetylcholine as the transmitter. Afferent
fibres run from the organs to the central
nervous system.

The two main divisions of the autonomic
nervous system are the sympathetic and
the parasympathetic, the former utilizing
noradrenaline as the transmitter in most

of its post-ganglionic nerve endings on the
innervated organ, the latter acetylcholine.
Although the two divisions appear to have
antagonistic effects on visceral functions
they normally act in an integrated manner;
the sympathetic system exerts a wide-
spread, general, rather coarse control while
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the parasympathetic fibres influence
functions of individual organs in a finely
tuned way. Although these functions were
believed to be outside conscious control,
recent research suggests that such control
can be learnt.

Organs innervated by autonomic fibres
include eye, lacrimal and salivary glands,
heart, bronchi and lungs, liver, spleen,
stomach, large and small intestines, pan-
creas, gall-bladder, kidney, ureter and
bladder, adrenal medulla, uterus, blood
vessels in skin and muscles and sweat
glands. Sympathetic effects on organs may
be excitatory, such as constriction of blood
vessels and contraction of sphincters, and
are mediated through ‘a-receptors’ (q.v.)
on the end-organs. These effects can be
prevented by o-adrenergic blocking agents,
e.g. phentolamine and chlorpromazine.
Alternatively, sympathetic effects are
mediated via ‘B-receptors’ (q.v.) and are
mainly inhibitory, e.g. relaxation of

stomach —
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small intestine —
\ suprarenals

rectum
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-% bladder
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bronchi, stomach and bladder (but increase
in heart action). These effects are preven-
ted by B-blockers like propranolol.

Some psychiatric patients, e.g. anxiety
states, agitated depressives and acute
schizophrenics, have sympathetic over-
activity.

SEE ALSO Hypothalamus and Synapse -
transmission in.

Autosomes

Autosomes are those chromosomes (q.v.)
other than the sex chromosomes. In man,
the normal somatic cell contains forty-four
autosomes, comprising twenty-two pairs
of matching chromosomes. Certain mental
subnormality syndromes with character-
istic physical signs, including mongolism
(q.v.) and the cri-du-chat syndrome (q.v.)
are associated with gross autosomal
chromosome abnormalities which can be
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detected under the microscope. Many
specific conditions associated with mental
subnormality are, however, transmitted
genetically by minute invisible changes at
specific gene loci on the autosomes. These
conditions are Mendelian recessive or
dominant traits, and include most of the
recognized inherited metabolic defects
(q.v.), most of which are autosomal
recessives.

SEE ALSO Genetics.

Autotopagnosia

Loss of orientation in respect to parts of
the body.
SEE ALSO Body image.

Aversion therapy

The aim of this variety of behaviour
therapy is to discourage a form of behav-
iour which is undesired yet repeatedly
performed. In the simplest way punishing
a child for misbehaving can be considered
‘aversion therapy’, but by using the experi-
mental findings of psychological learning
theory and Palovian conditioning the
techniques have been enormously refined,
chiefly by the timing of the aversive
stimulus 1n relationship either to the
undesired behaviour or to the one which
normally evokes it.

Aversion therapy is most often applied in
alcoholism (q.v.) and sexual perversions,
notably transvestism (q.v.), fetishism
(q.v.) and homosexuality (q.v.). It has
also been tried in drug addiction (q.v.),
paedophilia (q.v.), sado-masochism (q.v.),
and exhibitionism (q.v.). A variety of
treatment methods have been employed.
Early techniques in which nausea and/or

vomiting induced by apomorphine injec-
tions were associated with the drinking of
alcohol in alcoholics have largely been
superseded by techniques using electric
shocks as this can be accurately timed.
There is no standardized way of applying
electric aversion. In one successful method
in transvestism the patient repeatedly
cross-dresses on an electrified grid, and
electric shocks just strong enough to be
definitely painful are applied to the feet
according to a predetermined schedule
during the cross-dressing. Successful treat-
ment might necessitate many treatment
sessions and much time from a therapist
with specialist technical knowledge.

The results of aversion therapy tend to be
better when shocks can be delivered during
the deviant act itself, as in transvestism,
than when only visual representations of
the problem, such as fantasies or photo-
graphic slides can be treated, as in homo-
sexuality. The outcome with sexual
deviants also depends upon the severity of
the patient’s personality disorder, the
extent of his normal sexual interest which
one hopes will replace his deviant behaviour
and his motivation — patients with gross
disorders of personality who lack normal
heterosexual interest or contact and who
are brought for treatment by others,
perhaps to avoid legal consequences of
their behaviour, are rarely helped by
aversion (or indeed by anything else).
Even with the most suitable cases relapse
is common unless the unwanted behaviour
can be replaced by an alternative and
acceptable pattern of behaviour — for
instance normal heterosexuality. This may
mean further treatment with psychotherapy
or perhaps behaviour therapy of a de-
sensitization type to counter heterosexual
anxieties. [t is for this reason that results
in alcoholism are rarely successful unless
appropriate treatment is simultaneously
given for the other psychosocial problems
which are normally present and the patient
is helped to fill the void in his life as a
consequence of his abstinence.

Axons
SEE Neurones.



Azaphenothiazines

General structure of azaphenothiazines

Azaphenothiazines

Otherwise known as the benzothiazines.
The chlorinated benzene ring of the parent
phenothiazines has been substituted by a
pyridine ring. Their pharmacological
properties resemble the phenothiazines.
Compounds in the series which have been
studied clinically include: prothipendyl,
oxypendyl, isothipendyl.
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Backward children

Slowness to learn may be a reflection of a
general intellectual retardation or a mani-
festation of specific educational disability
as with children who are particularly
retarded in reading.

For the aetiology and differential diagnosis
SEE Mental subnormality.

Specific learning problems may be pro-
duced by innate, genetically determined,
perceptual defects (as in the dyslexias
(q.v.) ) or they may be due to peripheral
sensory defects of hearing or vision, brain
damage, emotional difficulties, or in-
adequate teaching. Once medical condi-
tions have been excluded, the management
of these learning disorders becomes an
educational problem.
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General structure of barbiturates

Barbiturates

Barbiturates were introduced into medical
practice at the turn of the century, first
barbitone and then phenobarbitone ten
years later. Since then innumerable bar-
biturates have been synthesized, and today
a dozen or so are established in clinical
practice.

Absorption readily occurs from the gastro-
intestinal tract and parenteral sites. Speed
and duration of action are directly related
to the degree of lipid solubility which
determines the rate of tissue penetration.
Metabolic degradation occurs mostly in
the liver, and the various products are
excreted by the kidneys alongside un-
changed compound. A single dose of a
short or medium acting memnrber is cleared
from the body in forty-eight hours, and
proportionately longer for the long acting
members. Tolerance is well recognized
and is related to both increased metabolic
transformation and to neuro-physiological
adaptation; tolerance does not signifi-
cantly increase the lethal dose.

The barbiturates are general depressants,
but the central nervous system is con-
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siderably more sensitive than other tissues
to their action. Central depressant effects
range from mild sedation to coma accord-
ing to the particular compound, the dose,
the route of administration, and the degree
of excitability of the nervous system at the
time. The neocortex is affected first;
disinhibiting effects and euphoria closely
resembling the results of alcohol consump-
tion may occur, and provide one basis for
the use of barbiturate as ‘soft’ drugs of
addiction.

Their principal clinical use is as hypnotics.
While it is customary for short acting
compounds to be given when insomnia is
initial, and medium acting compounds to
be given when sleep is disturbed during
the night and early morning waking occurs,
some workers suggest that prolongation of
effect is better achieved by increasing the
dose.

In psychiatric practice barbiturates are
effective anxiolytic agents and have been
used widely for this purpose in the past.
During the last decade benzodiazepine
compounds with some notable advantages
have almost completely supplanted bar-
biturates in the treatment of anxiety;
nevertheless barbiturates retain a very
Iimited application in relieving anxiety
although many psychiatrists and phy-
sicians believe they should not now be
used. Acute and severe behavioural dis-
turbance in psychotic or neurotic illness
may call for prompt chemical constraint.
Oral or parenteral barbiturate is a useful
alternative to a tranquillizer, or may be
used to supplement tranquillizer therapy.
The early disinhibiting effect of bar-
biturates has found a diagnostic use in
narcoanalytic techniques.

Phenobarbitone is a long acting member
of the group and differs from the others in
having mild mood depressant properties;
for this reason it has become disfavoured
in psychiatry. It holds a long established
role as an anti-convulsant.

Tn normal doses barbiturates are com-
paratively free from side effects. The
commonest complaint is of a mild dis-
comfort and dullness persisting the
following morning and likened to hang-
over. Hypersensitivity reactions are un-
common and usually take the form of
maculopapular or urticarial rashes. Rarely
acute porphyria may be precipitated in
predisposed subjects.
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T'olerance to barbiturates occurs readily
and increasing doses are needed to produce
the same effect. Cross tolerance to other
depressants, such as alcohol, has been
described. Continuing moderate dosage
casily leads to drug dependence, and
patients with chronic anxiety are particu-
larly vulnerable to this. Withdrawal from
dependent subjects results in severe
anxiety, tremor, twitching, dizziness,
nausea and vomiting and weight loss;
convulsions are not uncommon and a
delirious state may occur.

With prolonged heavy dosage, problems of
persistent intoxication and personality
changes are added to the difficulty of
dependence; affect becomes labile and
attitudes irritable and quarrelsome, mental
function is impaired with poor concen-
tration, dysmnesia and faulty judgement,
and motor inco-ordination ensues with
ataxia, dysarthria and nystagmus.
Overdosage with barbiturates has become
distressingly frequent as a means of
attempting suicide, and in this respect
the particularly high risk of depressed
patients needs to be continuously borne in
mind. It has been suggested that a pro-
portion of barbiturate overdosage is
accidental and due to barbiturate auto-
matism in which repeated nocturnal
dosage occurs without realization because
of confusion.

Some physicians believe that barbiturates
have no place in current therapy.

Bar chart

The bar chart bears similarities to the
histogram (q.v.). It expresses pictorially
the absolute or percentage frequency of
events and 1s particularly useful when the
results in two or more groups are to be
compared.

Basal ganglia

A series of brain stem nuclei lying close
to the internal capsule. There are diver-
gent opinions on the exact list of nuclei
to be included but most would include
the corpus striatum (putamen and pal-
lidum), the substantia nigra, the sub-
thalamic nuclei (luys) and perhaps the red
nucleus.

The basal ganglia form a series of
balanced excitatory and inhibitory feed-
back loops which are responsible for con-
trolling the pyramidal tract, particularly
for maintenance of tone and initiation of
slow steady muscle activity.

Afferents from all areas of the cortex run
to the corpus striatum. From the corpus
striatum one loop involves the zona com-
pacta of the substantia nigra which fires
back on the corpus striatum via an in-
hibitory loop in which dopamine is the
transmitter substance. A second loop
travels via the external pallidum and the
subthalamic nucleus to the internal
pallidum where it meets a supply direct
from the corpus striatum. The internal
pallidum is the main area for efferent
pathway — the ansal system that conveys
its main fibres to the ventro-lateral
nucleus of the thalamus and thence back
to the motor cortex. There is a topical or-
ganization at each area. Other impulses
leaving the internal pallidum reach the
mid-brain nuclei which, via various
polysynaptic tracts, influence the spinal
cord ventral horn.

Damage to the nigro-striatal path and in-
terruption of its dopaminergic trans-
mission by neuroleptic drugs lead to
Parkinsonism (sEE Extrapyramidal
syndromes).

Battered child syndrome

Until just after the second world war
multiple injuries in young children were
mainly ascribed to mysterious bone dis-
eases and blood dyscrasias. Now it is
realized that human parents (as in many
other mammalian species) can attack their
children and sometimes do so repeatedly.
In 1962 Kempe showed that child batter-
ing is not confined to any one socio-
economic class, nor to the overtly mentally
ill. Most of the parents had personality
disorders (q.v.); and many are psycho-
paths (q.v.). Some of the parents are
continuously angry and explosive, others
are themselves severely emotionally
damaged and demand sophisticated affec-
tion from their offspring, whilst others
are rigid, controlled, fussy people who
explode when their order and routine is
upset by messy, demanding children.
Many of the parents may have been



violently handled in their own childhood.
Frequently the child is taken to the hospital
or doctor with an injury (sometimes a day
or two old) and the story of falling out of
a cot, or down the stairs. Diagnosis may
be difficult, but whole-body X-rays may
show older healed injuries. A sympathetic
and alert interview with the parents is
essential; they should not be challenged or
accused, but allowed to discuss their feel-
ings about the child, and how he or she
upsets them. More than one child may be
attacked, but sometimes it is a child who
has been rejected from an early age.

The risk to these children is exceedingly
high. Any suspicion should lead to skilled
psychiatric and social work help (e.g. from
the local children’s department or from
special societies for child care). Police
intervention may be necessary in some
cases. Even after skilled attention 609,
of such children were rebattered.
Separation of the parents from their child
may be necessary.

SEE ALSO Infanticide.

Behaviour

In its most general sense, ‘behaviour’
denotes the total response of an individual
to a situation and usually implies that the
behaviour referred to modifies the situation
by its effects on the environment or the
individual’s relationship to the environ-
ment. Psychology is now often defined as
the study of behaviour. This emphasis
was introduced by J. B. Watson who
argued that to make psychology an ob-
jective science, attention should be con-
fined to directly observable and measurable
phenomena. For him, behaviour consisted
of integrated habit systems derived from
conditioned reflexes established on the
basis of innate patterns of motor and gland-
ular response. Language habits had a
special significance in that they could
become ‘implicit’. The behaviourist
tradition, and particularly its emphasis
upon laboratory experimentation, remains
strong but contemporary experimental
psychologists tend to specify behaviour in
more molar units and are prepared to
couch their theoretical explanations in
terms of hypothetical covert intervening
variables concerned with such processes as
learning and motivation.
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‘Behaviour disorder’ is often used in the
American literature as a general term to
describe any type of functional abnormal-
ity, but British psychiatric usage tends to
be more restricted. There is usually an
element of evaluation, on social or ethical
grounds, of the behaviour or ‘conduct’
referred to. Thus the term may be applied
to some forms of psychopathic personality
and is generally used to describe one
major category of psychiatric disorder in
children in which unruly aggressive be-
haviour, stealing and truancy are common
symptoms. In a narrower sense, all
psychiatric illnesses are reflected in the
overt behaviour of the patient, and the
behavioural abnormalities, whether as
specific as a ‘tic’ or as general as a trait of
uninhibitedness, are frequently of diag-
nostic importance.

SEE ALso Habit and behaviour therapy.

Behaviour disorders in children

A term used to cover the abnormal pat-
terns of behaviour seen in children. It
covers the groups of adaptation disorders,
emotional disorders and antisocial or
conduct disorders. A general description
of these disorders will be found in the
section on child psychiatry.

Behaviour therapy

This term refers to a wide variety of treat-
ment methods, including desensitization
q.v.), aversion (q.v.), flooding (q.v.),
modelling (q.v.), shaping (g.v.) and positive
and operant conditioning (q.v.). ‘Behayiour
therapy’ is thus not a single entity, so that
it is better to refer to ‘behaviour therapies’
or ‘behavioural treatment methods’. These
techniques have been developed by apply-
ing experimental psychological research
findings in animals to human problems,
and behaviour therapists sometimes claim
that their treatments are derived from
modern theories of learning, which are
largely based on animal studies. Both
these studies and behaviour therapies
have developed enormously in the last
twenty years, and it is now clear that the
relationship between a treatment technique
applicable in man and its theoretical basis
in terms of animal work is often extremely
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tenuous. Behaviour therapists tend to
regard a patient’s symptoms as the dis-
order, perhaps as a maladaptive behaviour
pattern acquired by learning, and ignore
any possible unconscious or underlying
causes or conflicts, a difference from some
other psychiatric disciplines.

Behaviour therapies have been applied to
two main groups of symptoms, behavioural
capacities (a) which the subject has and
wishes to lose, and (b) which he lacks and
wishes to achieve. In the first group are
sexual deviations such as transvestism
(q.v.), fetishism (q.v.), homosexuality
(q.v.) and sado-masochism*(q.v.);
alcoholism (q.v.) and enuresis (q.v.).
These are treated by one or other forms of
aversion therapy, aimed at producing a
conditioned anxiety response towards the
undesired behaviour, usually by the re-
peated applications of electric shocks,
carefully timed in relation to the behaviour
or the cues which evoke it. The second
group includes phobias (q.v.), some cases
of impotence (q.v.) and frigidity (q.v.) and
certain obsessional symptoms. These are
treated by desensitization or other types
of behaviour therapy aimed at reducing
the anxiety which inhibits the patient from
carrying out the desired action and thus
enabling him to approach and eventually
to overcome the situation rather than
avoid it.

In general the techniques seem to be most
useful when anxiety is a material part of
the problem; behaviour therapies have
contributed little or nothing to the under-
standing or treatment of depression. They
are most suitable and frequently the treat-
ment of choice in patients with a single
symptom or phobia. This is especially so
with symptoms such as cross-dressing or
feather phobia which can be treated directly
while the unwanted behaviour is being
performed and observed, though good
results may also be obtained with symp-
toms such as impotence which must be
treated indirectly (in imagination for
example).

Behaviour therapies are much less effective
where the symptoms are multiple or where
they are associated with an underlying
personality disorder when treatment with
drugs or psychotherapy (q.v.) may be
indicated, perhaps in association with
behaviour therapy.

Although behaviour therapists are prim-

arily interested in the patient’s symptoms
and psychoanalysts in the underlying
emotional conflicts, the two disciplines
may not be so distant as appears on the
surface. Analysis implies the uncovering of
abnormal emotional conflicts and the
relearning, through the therapist, of
normal relationships. The ‘transference’
and ‘working through’ can indeed be
looked at as a process of behaviour therapy,
involving aversion, modelling, shaping
and, especially, desensitization. Conversely
a considerable transference inevitably
develops during behaviour therapy, and
recently some behaviour therapists have
combined the two disciplines and de-
sensitized the patient to the conflicts
which preliminary psychotherapeutic
interviews have uncovered.

Behavioural sciences

All those subjects concerned with human
and animal behaviour; they include
psychology, sociology, biology and social
anthropology.

Belle indifférence

The absence of what the observer con-
siders to be the appropriate attitude to-
ward a disability. Usually equated with a
lack of anxiety. Nevertheless the somatic
manifestations of anxiety are present if

looked for.
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General structure of benzodiazepines

Benzodiazepines

The benzodiazepines developed first dur-
ing the last part of the 1950’s have be-
come among the most commonly pre-
scribed drugs. Chlordiazepoxide is the
prototype of the series. Subsequent com-
pounds include diazepam, oxazepam,
nitrazepam, medazepam and flurazepam.



These compounds have the enormous ad-
vantage of low toxicity and therefore a
wide safety margin in overdose. The
pharmacological activity depends on a
central heterogeneous seven-membered
ring structure. Benzodiazepines are rapidly
absorbed from the gastro-intestinal tract
and from parenteral sites, but peak blood
levels are achieved slowly and excretion is
not complete for several days. Many but
not all of the benzodiazepines share com-
mon metabolites. Especially important
among these is desmethyldiazepam, an
active metabolite with a duration of
action of about 4 days. Cumulation may
therefore occur. Moreover the factor of
common metabolites implies that speci-
ficity of activity is not as great as is com-
monly suggested.

Pharmacological action may be due to an
inhibition of adenosine-triphosphatase
(aTPase) responsible for the sodium-
potassium pump in nerve cells or
stimulation of glycine receptors.

The benzodiazepines are powerful
anxiolytic agents with mild psycho-
sedative properties. Clinically their effects
are not dissimilar to the barbiturates,

but their pharmacological action is clearly
different; benzodiazepines exert inhibiting
effects through the limbic system (q.v.)
with limited action on reticular and

brain stem structures. An important
anti-convulsant activity has found clinical
use, and muscle relaxant properties are
produced through polysynaptic path in-
hibition.

Clinical uses are diverse, since benzo-
diazepines are appropriately given when-
ever anxiety or tension calls for sympto-
matic relief. The uses include anxiety
neuroses; sleep disorders; alcohol and
drug withdrawal manifestations; pre-
operative anxiety; relief of certain forms
of epilepsy and as an ‘anaesthetic and
anterograde amnesic’ agent when given by
the intravenous route prior to minor
surgical procedures.

Adverse effects are uncommon; somnol-
ence is not unexpected; paradoxical
stimulation may occur, particularly in the
elderly, with hyperexcitability, agitation
and rage but similar paradoxical reactions
occur with most disinhibiting agents, in-
cluding alcohol; occasionally ataxia, head-
ache, hypotension and vertigo may occur.
Pharmacological dependence occurs in-

Bereavement 59

frequently after administration of high
doses for prolonged periods. In addition
a psychological dependence can occur,
mainly in middle-aged women, who can
become addicted to almost any medicament
(e.g. aspirin). Despite the fact that
significant dependence is unusual short
courses are to be recommended and a
flexible dosage schedule controlled by the
patient is often beneficial with sensible
patients.

SEE appendix for details of individual
drugs.
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Benzoquinolizine derivatives

Tetrabenazine is the best known member
of this group, and is related to the rau-
wolfia alkaloids. The actions are very like
reserpine, but are quicker, shorter and less
potent. Now little used as a neuroleptic, it
has found a place in the treatment of
Huntington’s chorea (q.v.).

Bereavement

Bereavement is often cited as a significant
cause of depression in old age. However,
with increasing age, bereavement seems
to play a less important part in precipitat-
ing psychiatric illness than in younger
people. Where there has been an abnormal
dependence and the surviving spouse has
strong neurotic tendencies then bereave-
ment is more likely to cause a psychiatric
illness. Often the death or departure of a
child or an active and supporting brother
or sister will constitute a more important
loss than that of an ailing spouse.

Even during normal mourning, help and
advice from the family doctor is often
required. Suffering can be relieved and
in a few cases actual breakdown may be
prevented. Generally excessive sedation
should be avoided and the bereaved
persons be encouraged to talk about their
feelings, the extent of their sense of loss,
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and of their love, guilt feelings, and even
the hatred and anger that they may have
felt for their dead spouses. There is evi-
dence to suggest that those elderly patients
who are forbidden to attend funeral or
memorial ceremonies may develop more
severe mourning reactions.

The acute distress of mourning is often
completed in about six weeks; a return to a
normal emotional state may take some
months longer. Where mourning has not
been adequately resolved and personal
vulnerability exists (vide supra) then pro-
longed depressive reactions may occur,
often with hypochondriacal symptoms
which may relate to the terminal illness of
the departed spouse. On some occasions
severe exacerbations coincide with anni-
versaries of significant events. Denial of
death may lead to eccentricities such as
spiritualism or maintenance of a deceased
person’s room and belongings as a kind of
‘shrine’.

Beri-beri

A nutritional deficiency due to a
deficiency of thiamine in which mental
changes are a common feature.

SEE Korsakoff’s psychosis.

Bestiality

Bestiality, the use of an animal for sexual
arousal, takes the form of vaginal or anal
coitus with a cow or mare (zooerasty) or
fellatio with a dog or masturbation of the
animal. It most commonly occurs in
adolescence in socially isolated farm
workers or in relation to pets for whom
the individual has strong affection. Kinsey
estimated that 179, of adolescent farm
workers experience orgasm with an animal
at some time whilst the incidence in the
total population he put at 6%,. In some
psychopathic, subnormal patients, acts of
cruelty may stimulate orgasm (besto-
sexual sadism). T'reatment is the encourage-
ment of wider social adjustment through
group psychotherapy and environmental
manipulation. Buggery with an animal is a
felony under the Sexual Offences Act
(1967).

SEE ALSO Sexual disorders and Forensic
psvchiatry.

Beta adrenergic receptors

The receptor sites for catecholamines can
be divided into two general types desig-
nated the « and B receptors depending on
their sensitivities to different drugs. The
B receptors are much more sensitive to
adrenaline than are « receptors (see
adrenaline for effects). Beta receptors
have now been further subdivided into
two types B, and B,. The effects of B
receptor stimulation are brought about by
activation of adenylate cyclase with con-
sequent rise of intracellular cyclic AMP.
Beta receptors are stimulated inter alia by
isoproterenol and blocked by propanolol
and dichloroisoproterenol.

Beta blocking drugs (beta blockers)

Adrenergic receptors can be divided into
two broad groups depending on their re-
sponse to selected agonists and an-
tagonists. One group is known as beta
adrenergic receptors (q.v.) and hence
drugs that block these receptors are
called beta blocking drugs (usually ab-
breviated to beta blockers). The original
drug in this class and the one which has
been most widely studied is propanalol.
Its main therapeutic indications are
angina, cardiac dysrhythmias and hyper-
trophic obstructive cardiomyoapathies
but it has also been used in anxiety
particularly where there are prominent
somatic manifestations. A central mechan-
ism of action was postulated but it appears
more likely that propanalol blocks the
peripheral effects which tend to.sustain
the anxiety by positive feedback.

Beta rhythm

SEE EEG,

Bielschowsky-Jansky disease

A form of amaurotic family idiocy (q.v.)
which occurs during late infantile life.
Binet-Simon test

The first intelligence test, devised by
Alfred Binet and Theodore Simon. The
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mental age of an individual child is
assessed on the results of a standardized
series of test answers. The Stanford-Binet
test was a later version of the test de-
veloped in the Usa.

Biochemical and neurophysiological
background to mental disease

The purpose of a nervous system is the
provision of a feedback mechanism such
that an input stimulus alters the response
of the whole organism. Normal life can
only exist if the response is appropriate to
the input stimulus.

The input stimulus comes not only from
within the body to provide internal hom-
eostasis, but also from the external en-
vironment. Indeed, the characteristic of
all but the lowest members of the animal
kingdom is the power of purposeful
mobility in response to the changes in the
external environment.

Co-ordinated body responses demand
knowledge of the surroundings through
appropriate sensory receptors including
both general receptors and those of the
special senses. Impulses from these re-
ceptors are carried in fibre tracts within
the central nervous system to higher
centres. These include subcortical
centres for co-ordination of muscle activity
(e.g. cerebellum, reticular formation (q.v.) )
and the cerebral cortex for the interpreta-
tion of conscious sensations. Other cortical
centres are responsible for determining an
appropriate response and for converting
this intention into actual activity via in-
tegrating feedback loops through the
basal ganglia (q.v.) and cerebellum and
then efferent impulses to the muscles.
While the direct and conscious muscle
activity is under cortical control, sub-
cortical centres are responsible for en-
suring regulated muscle activity and the
finesse of learnt movements with mini-
mum conscious attention to detail.

The processes of transmission of impulses
around the central nervous system involve
transmission along nerve fibres (g.v.) and
transmission across synapses (q.v.), the
narrow clefts which separate one neurone
from the next. Transmission along the
nerve fibre consists of an electrochemical
process depending upon ion movements,
while that across the synapses involves

chemical substances (neuro-transmitters
(q.v.) ). While there is a uniform mechan-
ism of the nerve conduction throughout
the nervous system, but with a different
rate of transmission depending upon the
size of the fibres, the neuro-transmitters
vary from one portion of the central
nervous system to another.

The physiological unit of nervous activity
is the reflex arc and this is manifest at all
levels of the central nervous system. In its
simplest form (the monosynaptic reflex) an
appropriate stimulation of the sensory
receptor activates the afferent neurone
which in turn affects the efferent neurone
and thence the effector organ. The inter-
position of additional neurones between
the afferent and efferent neurones of the
reflex arc increases the number of synapses
involved and, in so doing, makes possible
the enormous complexity of reflex action
of which the nervous system is capable.
The individual neurones may be either
excitatory or inhibitory in type due to the
liberations of either excitatory or inhibit-
ory neuro-transmitters. The response of
the next neurone depends upon the sum-
mation of the excitatory and inhibitory
stimuli applied to its surface.

The response of the body to an applied
stimulus not only involves the obvious
motor response but changes in the internal
economy appropriate to the response
which is made. Such changes in the
internal economy involve many mid brain
centres including the hypothalamus (q.v.)
the limbic system (q.v.) and the reticular
formation (q.v.). The prime function of the
hypothalamus (q.v.) is the control of both
the endocrine and the autonomic nervous
system. The limbic system, phylogenetic-
ally the oldest portion of the cortex, pro-
duces the primitive or ‘animal’ responses
of hunger, fear, hate etc. and in the human
is associated with the emotions, including
the affect (q.v.). The reticular formation is
the main controlling area which by virtue
of numerous far ranging neurones inte-
grates the activity of the voluntary nervous
system and that of the involuntary por-
tions.

Although some primitive responses take
place naturally, a vital process in the
development of appropriate responses is
learning (q.v.). This involves the process
of memory (q.v.). A memory is stored as
engrams (q.v.) which depend not only
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upon cerebral cortex integrity but also
functional activity of the hippocampus
(q.v.). This memory process may involve
new protein synthesis within the cells.
For these central nervous system processes
to occur, metabolic integrity is essential.
The prime energy source for the nervous
system is glucose metabolism. Since no
glycogen stores are held within nervous
tissue and oxygen is vital for efficient
glucose utilization, an intact blood supply
is of paramount importance.

Many vitamins, particularly those of

the B complex, are also essential for
normal metabolism.

The main psychiatric diseases appear to
be associated with three forms of alter-
ation of the normal neurone physiological
processes.

1. Deranged metabolism. Many cases of
mental defect are known to be due to
genetically determined biochemical dis-
orders. These include phenylketonuria
(q.v.), Hartnup’s disease (q.v.), and the
lipoidoses (q.v.). Moreover, since the
vitamins are vital for normal metabolic
activity, deficiency of members of the B
group leads to mental abnormalities. These
include Wernicke’s encephalopathy and
the Korsakoff syndrome.

2. Alteration in cortical function. In the
organic dementias there is considerable
derangement of cortical function, resulting
in aberrant thought processes and prob-
lems of memory storage. Interference
with the normal protein synthesis necessary
for engram formation has been postulated
as a possible mechanism, and hippocampal
derangement is the main site of anatomical
lesions. In schizophrenia (q.v.) an altered
metabolism of cerebral amines may be
involved.

3. Mid brain derangement. A regular
feature in many psychiatric illnesses is an
abnormality in affect. These changes in
affect, and the autonomic and endocrine
effects which follow (e.g. in psycho-
somatic disorders (q.v.) ), are probably
explained by alteration in the balance
between mid brain centres.

Biofeedback

Biofeedback refers first to instrumenta-
tion which detects a given physiological
process in the person and concurrently

displays such activity back in a clear,
metered form. The person thus receives
additional information (feedback) about
inner events that normally cannot be
clearly or accurately perceived. Secondly,
it implies that by means of a biofeedback
system, this will result in learning to
alter the regulation of visceral functions,
in order, for instance, to derive a thera-
peutic effect. That some such effects do
occur through biofeedback is supported
by work in anxiety states, asthma, cardiac
arrhythmias, epilepsy, faecal incontinence,
hypertension, migraine, relaxation train-
ing, stroke rehabilitation, tension head-
aches and various other conditions.
Physiological variables used include:
bloodflow, BP, ECG, EEG, electromyo-
graphy, skin resistance and skin tem-
perature.

There has been considerable controversy
as to what learning principles form the
rationale of biofeedback training. Operant
conditioning of autonomic nervous system
functions has been demonstrated in
animals but only with great difficulty,
using for reinforcement direct stimula-
tion of reward centres in the brain. That
biofeedback works similarly by way of
operant conditioning is at best hypo-
thetical, and the ‘voluntary control’
aspects of biofeedback are at variance
with the notion of conditioning. Similar
considerations are well known in older
areas of behaviour therapy, where human
factors such as cognitive mediation and
complex aspects of learning beyond con-
ditioning must operate. Their influence,
as ever-present intervening variables,
tends to blur the boundary between
voluntary and involuntary in regard to
visceral responses. Alternative biofeed-
back learning theories use servo-system
concepts of adaptive control and pattern-
ing of skills, where knowledge of results
(feedback) is an essential factor.

It remains to be seen what practical bio-
feedback methods will prove to work out-
side the laboratory, away from expensive
equipment and where retention and
utilization of learning in ordinary situa-
tions are the main issues. Compared with
more traditional behaviour therapies, bio-
feedback is still a new technique and
lacks standardization. The apparatus
varies from computer-controlled systems
to small discrete modules; the training



software also varies even within the same
area of application. Furthermore, the sale
of elementary consumer devices, and ex-
aggerated claims in the media have
created expectations about biofeedback
that are often unsubstantiated. Properly
controlled trials of biofeedback methods
tend to be complex and harder to imple-
ment than is the case with drug trials, so
that validation studies demand expertise.

Biogenic amines

Name proposed by Guggenheim for
monoamines (q.v.).

Bipolar psychosis
SEE Bipolar depression.

Birth trauma

Acute physical trauma at parturition
resulting from prolonged foetal distress
or prematurity may be associated with
mental subnormality (q.v.), cerebral palsy
(q.v.) or minor degrees of brain damage
or epilepsy (q.v.). Apart from the specific
disturbances due to local brain damage
there are certain aspects of the brain
damage syndrome which are psychologic-
ally important, such as:

1. Development difficulties — speech,
hearing and sleep disturbances.

2. Motor disorders — overactivity, inco-
ordination and involuntary movements.

3. Emotional disturbances — mood swings,
impulsiveness, anxiety, temper tantrums
and antisocial behaviour.

4. Learning difficulties — poor memory,
poor powers of concentration and specific
difficulties due to local lesions.

The success with which the child will
succeed in life depends partly on the degree
of the brain damage, how the child regards
his handicap, and the extent of the support
and understanding he receives at home
and at school. In many cases the disturbed
behaviour may be partly due to mis-
handling.

Minor degrees of brain damage are fre-
quently overlooked and the child with a
learning difficulty may be chastised for
being lazy. An EEG examination should
always be carried out, although the ab-
normality is often described as a non-
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specific cortical immaturity. Such records
are found in 609, of children with severe
behaviour disorders.

In a totally different sense birth trauma is
used to denote the stressful psychological
separation which occurs between mother
and child at the moment of birth.

Bisexuality

Bisexuality in general biology refers to
those organisms which exist in two recog-
nizably different forms, one of which
produces sperms, the other produces eggs
(sexual dimorphism). In clinical use, it
refers to males or females who manifest
both homosexual and heterosexual patterns
of behaviour to varying degrees. Kinsey
estimated that 46°, of the adult male
population are bisexual in that they exhibit
homosexual and heterosexual behaviour
sometime during the course of their adult
life. Bisexuality would thus correspond
with Kinsey’s groups 2 to 5.

Blepharospasm

A rapid, sustained contraction of the eye-
lids, blepharospasm is encountered in
states of affective withdrawal such as
stupor. It also occurs as a post-encephalitic
manifestation. Frequently wrongly con-
sidered an hysterical phenomenon.

Bleuler, Eugene (1857-1939)

Bleuler’s Dementia Praecox oder die
Gruppe der Schizophrenien (1911) 1s one
of the great landmarks in the psychiatric
literature. In it he explored the inner
world of the schizophrenic — and first used
the words schizophrenia, ambivalence and
autism. Taking issue with Kraepelin (q.v.)
regarding the deterioration which Kraep-
elin considered to occur in cases of
dementia praecox, Bleuler coined the
word schizophrenia (q.v.) to describe
what he considered the essential charac-
teristic of the condition — a split in the
personality which took place as a result of
the disturbed thought processes. Deterior-
ation did not necessarily occur. At a time
when mental disease was equated with
brain disease, Bleuler had the genius to
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concentrate on studying the mental content
of the illness and sought to understand the
psychodynamics and psychopathology of
schizophrenia. A brilliant group of young
psychiatrists gathered under him at his
hospital, the Burgholzli in Zurich — Jung
(q.v.), Abraham, Eitinger and Ernest
Jones, amongst others, all of whom were
to make their mark in their chosen fields.
Although sympathetic to Freud (q.v.),
Bleuler was too broad-minded to accept
the autocratic demands of the psycho-
analytic core group, and his resignation
had important consequences for the
psychoanalytic movement, leaving it
isolated from the academic world, and
from the world of psychiatry.

SEE ALSO Ambivalence and Autism.

Blindness

Functional blindness is usually of sudden
onset, may be partial or complete, and
bilateral or unilateral when it may be as-
sociated with a functional hemianaesthesia.
The functional nature of the disorder may
be obvious from the patient’s ability to
avoid obstacles or may only be shown by
the presence of intact pupillary reaction
to light or by incongruities in visual field
examination. The functional nature of uni-
lateral blindness may be detected by the
wearing of red and green lenses when the
patient is asked to read red and green
letters. If the patient can read all the
letters she can see with both eyes. It is
important that the blindness in these
patients be regarded as a symptom when

the doctor’s efforts should be directed to
determining and treating the underlying
cause.

Blocking
SEE Thought blocking.

Arterio-posterior angiogram showing arteriovenous
malformation supplied by both arterior and middle
cerebral arteries

Blood supply to the brain

Nerve cells are more sensitive to anoxia
than any other cells in the body and in
consequence an adequate blood supply is
essential.

The blood supply to the brain is derived
from two major arteries on each side of
the body, the vertebral and internal
carotid arteries. The vertebral arteries
join at the junction of pons and medulla
to form the single median basilar artery.
This divides at the upper border of the
pons into the right and left posterior
cerebral arteries.

The internal carotid arteries divide just
lateral to the optic chiasma into the
middle and anterior cerebral arteries, the
ophthalmic artery and the central artery to
the retina. The posterior and middle
cerebral arteries on each side are joined
by the posterior communicating arteries;
across the mid-line arteries to the optic
chiasma a further communicating artery
between the two anterior cerebrals com-
pletes an anastomotic ring — the circle of
Willis which surrounds the pituitary stalk.
‘The lateral side of the cerebral hemi-
spheres is supplied by the middle cerebral



artery; the medial surface is shared
between the anterior and posterior
cerebral arteries. The cerebellum is also
served by three pairs or arteries, one
superior and two inferior. The principal
artery of the spinal cord is the single
anterior spinal artery, but it is assisted by
two posterior spinal arteries.

There is a generous anastomosis between
the major arteries which can provide a
collateral blood supply in the event of oc-
clusion of a large artery but the arterioles
to the brain substance are terminal and
occlusion of these arterioles rapidly results
in ischaemia and cellular damage.

Body build

Although throughout the ages there have
been attempts to link body build with
traits of temperament, Kretschmer (q.v.)
in 1936 first introduced this theme into
modern psychiatry. He suggested that the
broad, thickset pyknic build was associated
with cyclothymia and a tendency to manic-
depressive illness if a psychotic breakdown
occurred and that the tall, narrow lepto-
somatic build was associated with a
schizoid temperament, and with a tendency
to the development of schizophrenia in
the event of a breakdown.

Sheldon (q.v.) later elaborated refined
techniques for somatotyping and carried
out further work in correlating factors of
body build with psychological variables.
His three physical types of the endomorph,
mesomorph and ectomorph corresponded
to Kretschmer’s pyknic, athletic and
leptosomatic types.
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Body image

At an early stage of development, the
infant acquires a concept of himself as a
separate entity and of his body as an agent
under his own control. This ‘self-concept’
is progressively enriched throughout life
and incorporates a detailed ‘schema’ or
internal representation of the physical
body. This is referred to as the body
image.

The appropriateness of this schema
naturally depends upon the integrity of
the nervous system and so disorders of the
body image are not uncommon in organic
brain diseases, particularly when the
parietal lobes are involved. There may be
disorientation (autotopagnosia (q.v.) ),
incorrect localization (alloaesthesia (q.v.) )
or failure to perceive (anosognosia (q.v.) )
parts of the body. ‘Phantom limb’ and
related phenomena result from mis-
interpretation of stimulation from severed
nerves.

Disturbances of the body image may also
be ‘functional’ in nature when they may
involve a patient’s delusional notions of
how others view him. For example, the
nose may be considered excessively long
and an object of derision. Oversensitivity
to bodily sensations is evident in certain
types of hypochondriasis. latrogenic
disturbances may result from ‘spare-part’
surgery.

SEE ALSO Asomatognosia.

Borstal training

A penal sentence available for offenders in
Britain aged 15-21 years, who have been
convicted of a crime otherwise punishable
by prison. It is an indeterminate sentence
in that it can be varied between six
months to two years by the Prison De-
partment depending on the boy’s re-
sponse. The training has been modelled
on traditional British boarding school
lines.

Braid cutting

A sexual perversion, the sexual pleasure
being obtained by the surreptitious clip-
ping of women’s hair, usually in the
cinema or theatre.
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Braid, James (1795-1860)

A skilful and original Manchester surgeon,
Braid was the first systematically and
scientifically to examine the phenomena

of magnetism. In his Neuroypnology (1843)
he used the word hypnosis (q.v.) for the
first time, disposed of the idea of a mes-
meric fluid or force, and regarded hypnosis
as a disturbance of attention, or, in modern
terminology, a change in the state of
arousal (q.v.) of the nervous system.

Brain-damaged child

The immature brain is more vulnerable
than the adult brain, and it is also more
plastic so that one part of the brain can
more easily take over the function of
another. There is evidence from animal
studies that injury to the brain is most
devastating in its effects at the time of
fastest brain growth. The human brain
grows most rapidly during the few weeks
before and after birth so that it is not
surprising that birth injury is one of the
commonest causes of permanent brain
damage. Uncomplicated toxaemia, pre-
maturity, Caesarean section and mild
degrees of anoxia have not of themselves
been shown to cause brain damage, but
there is some evidence from epidemio-
logical surveys that severe prematurity
(birth weight less than 1500 g.), severe
degrees of anoxia, and breech delivery do,
on occasions, produce deleterious effects
on the child. The ‘small for dates’ baby,

born at or near term but of low birth
weight, is also at risk for abnormality in
later life, perhaps because there has been
insufficiency in placental blood supply to
the foetus.

Serious birth injury may result in the
death of the child and less serious injury
in varying grades of paralysis or other
disability. This has led some authoritics
to go further and postulate a ‘continuum
of reproductive casualty’ with minor
insults at and around birth producing
relatively minor disabilities such as inco-
ordination, perceptual defects and
behaviour problems later in life. The
evidence for slight traumata at birth
having this type of effect is unconvincing.
More probably socio-economic factors,
linked with poor ante-natal care and con-
sequent pregnancy complications, are also
responsible for the cognitive and behaviour
disabilities.

The causes of brain damage must also
include pre-natal ones, such as maternal
rubella, excessive irradiation and certain
drugs. Obscure developmental anomalies
(hydrocephalus (q.v.) ), genetically deter-
mined disorders (phenylketonuria (q.v.) )
and chromosomal anomalies (Down’s
syndrome, mongolism (q.v.) ) are, with
post-natal causes, discussed elsewhere.
Cerebral palsy is a disorder of motor
function arising from a non-progressive
defect to the immature brain. It occurs in
two to three per 1000 population. The
paralysis may be of quadriplegic, diplegic,
hemiplegic or monoplegic type. Athetoid,
ataxic and atonic types of cerebral palsy
also occur. Although the cerebral palsy is
often the most obvious disability, careful
appraisal is necessary for the children may,
in addition, be suffering from a variety of
other defects, auditory, visual etc. The
condition is compatible with normal in-
telligence, but in general the intelligence
of children with cerebral palsy is lowered.
The ‘clumsy child’ syndrome described
by Walton has not been shown to be due
to brain damage, but it is convenient to
discuss it here. These children manifest
severe degrees of inco-ordination shown
especially in bad handwriting and very
poor performance at ball games. Verbal
intelligence is higher than visuo-spatial
ability.

Perceptual disorders in childhood can
normally only be assumed to be due to



brain‘damage where there is an associated
cerebral palsy. They can, however, occur
in isolation and result in defective spatial
orientation, difficulty in distinguishing
right from left, and incapacity to integrate
auditory and visual stimuli. Some children
with dyslexia (q.v.) suffer with isolated
disabilities of this type. Speech and
language disorders are discussed else-
where.

Childhood epilepsy (g.v.) may occur as an
isolated genetically determined condition
or arise from structural brain damage,
associated, for example, with cerebral
palsy. The rate of epilepsy in childhood is
about eight per 1000 children. When epi-
lepsy is unassociated with other evidence of
brain damage, intelligence is likely to be
within the normal range.

Children with epilepsy and brain damage
have a high rate of behaviour and emotional
disorders, perhaps four or five times that
in the general population. This does not
occur solely as a reaction to the presence of
a physical handicap, for children with
other types of physical defect (not involv-
ing the brain), such as congenital heart
disease, asthma (q.v.), etc. although show-
ing high rates of psychiatric disorder, are
not nearly as often affected behaviourally.
It seems as though damage to or dys-
function of the brain results in undue
vulnerability to the development of psychi-
atric disorders.

Drugs used to combat epilepsy may also
have a potent adverse influence on be-
haviour. This is especially the case with
phenobarbitone, which is well known to
produce irritability, depression and sulki-
ness in some children.

Brain-damaged children can suffer from
any type of psychiatric disorder though the
hyperkinetic syndrome (q.v.) and child-
hood autism (q.v.) are commoner than in
non-brain-damaged children. The more
severely brain-damaged the child, the
more likely is he to develop psychiatric
disturbances. They are, however, particu-
larly common with certain disorders, such
as temporal lobe epilepsy (q.v.). Other
factors, not directly related to the brain
damage, may play important aetiological
roles in the associated psychiatric disorder.
These children seem particularly vulner-
able to disturbed family relationships and
community prejudices. These result in the
child being shunned or becoming the
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subject of overt abuse and can affect his
self-esteem and make his whole life a
burden.

The main principle in diagnosis is the
concept of ‘comprehensive assessment’. As
mentioned earlier, an obvious motor dis-
ability should not be allowed to mask a
remediable language, hearing or visual
defect. The practitioner should also be
especially aware of the high possibility that
a handicapping psychiatric disorder is
present.

Psychological assessment is often helpful
in the diagnosis of specific perceptual and
cognitive disabilities.

The medical and surgical management of
cerebral palsy will not be discussed here,
and the management of epilepsy is dis-
cussed elsewhere (see Epilepsy). Most
children with minor degrees of cerebral
palsy or uncomplicated epilepsy can be
educated in a normal school, but severe
physical disability or intellectual retarda-
tion may necessitate special schooling.
Physical restriction should be kept to a
minimum so that the child can lead as
normal a life as possible. The principles of
management of behaviour and emotional
disorders are the same as in children with-
out brain damage.

Counselling and guidance of parents need
to be careful and continuing. Parental guilt
and anxiety may lead to over-protective
or, less commonly, rejecting attitudes
which may benefit from sympathetic dis-
cussion. Parents commonly blame them-
selves for the child’s condition and find
benefit and support in an understanding
and reassuring doctor. Practical advice
about mechanical aids etc. may be as
helpful as general social support. Genetic
implications of the child’s condition should
be carefully explained, whether or not there
is an obvious genetic cause.

SEE ALsO Child psychiatry.

Brain monoamines
(Synonyms: Biogenic amines and
monoamines.)

The monoamines serotonin (SHT) (q.v.),
histamine and all three catecholamines
adrenaline (gq.v.), noradrenaline (NA)
(q.v.), and dopamine (DA) (q.v.) are all
found in the brain where it is thought they
have transmitter function. All these
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amines are formed from the corresponding
aminoacids and are metabolized by the
enzyme amine oxidase to the correspond-
ing acid. A proportion of the catechol-
amines are metabolized in addition by the
enzyme catechol O-methyl transferase
(coMT) to compounds like metadrenaline
and’vanyl mandelic acid (vMA).

They are thought to subserve very import-
ant functions in the control of mood and
behaviour. The functions of brain hista-
mine and adrenaline are not known. The
cells containing SHT and DA are con-
centrated in two nuclei in the brain stem
from where they send their axons to other
parts of the brain. Dopamine-containing
cells are concentrated in the substantia
nigra, and Parkinsonism is associated
with very low levels of this transmitter.
Serotonin and noradrenaline or perhaps
adrenaline are concerned in several func-
tions, e.g. the control of mood, depletion
of these amines leading to depression;
control of sleep, serotonin seems to con-
trol slow wave sleep and noradrenaline
REM sleep; noradrenaline is also con-
cerned in rage reactions, in appetite con-
trol and in mediating signals to the brain
that a positively rewarding stimulus has
been received by the organism.

Thus many of the symptoms of clinical
depression ~ the depressed mood, poor
appetite, disturbed sleep, absence of en-
joyment and interest in life — may be
attributed directly to a disturbance of
brain amines. Drugs which alleviate de-
pression act on this system: monoamine
oxidase inhibitors (q.v.) prevent the break-
down of serotonin and noradrenaline;
tricyclic anti-depressants (q.v.) and am-
phetamines affect amine uptake and storage
and potentiate their action. Rauwolfia
alkaloids (q.v.) deplete amine stores and
can cause depression. The phenothiazines
(q.v.) inhibit central noradrenaline systems
that may be overactive in the psychoses.

Brain scan

A series of compounds — chlormerodrin
mercury 197 or 203, sodium pertechnetate
TC 99, and indium 113m, for example,
have been used by intravenous injection to
demonstrate either increased uptake or an
abnormal vascular bed. These radioactive
compounds are all short-lived, and are

mapped over the brain using a rectilinear
scanner with a sodium iodide (T1) crystal.
The non-mercury compounds, apart from
aiding in the diagnosis of vascularized
tumours such as meningiomas with 70—
809, accuracy, are also useful in demon-
strating cerebro-vascular accidents and
subdural haematomas. Mercury com-
pounds may enter the nerve cell and
uptake is increased in neoplasms. Finally,
technetium serum albumen may be intro-
duced intrathecally to outline the ventricles
and subarachnoid space.

Brain syndrome

SEE Acute confusional state, Clouding of
consciousness, Delirium, Dementia,
Arteriosclerotic psychosis.

Brain tumour

Brain tumours may arise from infection —
particularly parasitic (cysticercus, hydatid)
from secondary deposits — the primary

site being commonly bronchus but possibly
breast, stomach, prostate, pancreas or
kidney; or as a primary development.
Tumours may occur in the coverings of
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the brain — meningioma; in brain tissue —
glioma; within the ventricles — colloid cyst
of the third ventricle; in blood vessels —
angioma; or in the pituitary gland or
cranial nerves within the skull — auditory
neuroma. The commonest tumour of
childhood is the malignant cerebellar
medulloblastoma, while in adults the
diffusely infiltrative glioblastoma just out-
numbers the slower growing astrocytoma.
Meningiomas and auditory neuromas are
next in frequency — angiomas rare. The
general symptoms and signs arise from
increased intracranial pressure and include
headache — paroxysmal, ‘boring’, ‘throb-
bing’ or ‘bursting’ — vomiting, papillo-
edema, generalized fits, sixth nerve palsy.
Local signs — from irritation or necrosis -
include focal epilepsy (Jacksonian or
temporal lobe attacks), other cranial nerve
palsies, pyramidal signs, aphasia, visual
defects and other sensory losses. Mental
changes include depression, anxiety,
irritability, paranoid delusions; hallucin-
ations and long-lasting ‘functional’ pictures
— depressive and paranoid — have been
described in slow-growing tumours.
Ultimately, a more typical ‘organic’ picture
with apathy, emotional facility, disorienta-
tion, memory loss, and intellectual failure
ensues. Diagnosis is confirmed with the
aid of skull X-ray (bone erosion, calcifica-
tion, displaced pineal), ventriculography
(deformed or displaced ventricles), cere-
bral angiography (q.v.) (displaced vessels,
illustration of blood vessel tumours),
electroencephalography (focal slow waves),
echoencephalography (q.v.) (shift in mid-
line structures), brain scan (q.v.) (differ-
ential uptake of tumour tissue).

While lumbar puncture may reveal in-
creased intracranial pressure and increased
protein in the cerebral spinal fluid, it is best
performed where neuro-surgical support
facilities are available. Curative treatment
is surgical, particularly in meningioma and
auditory neuroma. Radiotherapy has a
palliative role.

Brainwashing

A number of techniques, subsumed under
the term brainwashing, are used in the
Peoples Republic of China and in other
Communist countries to produce mental
changes in opponents of the regime. These

69



70 Breath-holding

techniques include indoctrination, re-
peated suggestion and the production of
mental and physical exhaustion in a setting
of fear and apprehension. Their aim is to
produce confessions, true or false, to
present to a court, or to the world, and to
convince the prisoner of his heinous crime
in not agreeing with the current party line.
Resistance to brainwashing depends upon
the prisoner’s equanimity, his belief in his
country or in his God, his physical health
and previous instruction in resistance to
interrogation.

Breath-holding

Breath-holding attacks occur most com-
monly after 6 months and before 3 years.
In response to frustration the child usually
goes into a tantrum and then suddenly
stops breathing. Cyanosis occurs, and the
child then takes a deep breath and often,
after a further cry, resumes normal life.
Very rarely cerebral anoxia may result in
the production of an epileptic fit.
Treatment consists primarily of advice to
the mother to ignore the attack and not to
reward the child for it by giving extra
attention. However, special attention
should be given to the child once the
attack is over, so that there is no danger

of the development of secondary insecurity.

Broken home

A number of terms are used synonymously
to describe a situation in which the one-
parent family exists. These include broken
home, single parent, parent without
partner, only parent, and mother centred
home. About 90%, of one-parent families
are headed by the mother, and this may be
the result of divorce, separation, death of
the spouse, or illegitimacy. Clearly the
problems of the broken home will vary
with the reason for the one-parent situ-
ation, and it is important to realize that it
1s not only marital incompatibilities which
result in the consequences to the child of
having, in essence, only one parent. The
child reacts to his or her situation in a
number of different ways: by inability to
identify with happy parental figures, by
anxieties stemming from divided loyalties,
from economic or social restrictions, by

feelings of grief and loss, and by hostility
to society for the unhappiness which has
been inflicted on him through no fault of
his own. Children above all need security
during their formative years, and when
this is lacking the seeds of future life
difficulties are sown, to spring up later in
neurosis or disturbances of behaviour.

Bromides

"T'he bromides were used for many years as
a sedative and mild anti-convulsant,
although the dangers of bromidism led to
routine blood bromide estimation in
centres where they were much used.
Rashes and mental confusion occurred
when the dosage was too high or excretion
was in any way affected. No longer used
today, except in the Soviet Union where
bromide is used for its inhibitory proper-
ties on nervous tissue.

Carbromal is a weak hypnotic which re-
leases inorganic bromide during its meta-
bolism, and can thus give rise to bromidism.

Bronchial asthma
SEE Asthma.

Bronchial carcinoma

The commonest cause of metastatic
carcinoma of the brain is a primary growth
of bronchus with clinical effects due to
increased intracranial pressure on the one
hand and local destruction on the other.

In 709 of patients such metastases are
multiple. They are positively diagnosed by
finding neoplastic cells in the cerebro-
spinal fluid. Discrete non-metastasized
bronchial carcinoma may, however, also
produce remote effects in the central
nervous system in up to 169, of patients,
which sometimes anticipate the discovery
of the primary tumour. Sensory neuro-
pathy was the first reported syndrome,
followed by proximal myopathy, atypical
motor neurone disease, subacute cerebellar
degeneration, or myasthenia. Acute confus-
ional states, particularly with visual hal-
lucinations and possibly associated with
electrolyte abnormalities due to endocrine
changes (particularly excess anti-diuretic
and adrenal hormones), have also been



seen. Some of these findings may be
coincidental and have been reported in a
similar proportion of patients with other
non-malignant chest diseases. Sensory
neuropathy with dorsal root ganglion
degeneration and cerebellar degeneration
are, however, regarded as specific associ-
ates of malignancy. Paraesthesiae, muscle
weakness, fatigue, weakness and ataxia are
commonly observed symptoms. Removal
of the primary tumour may result in
remission of the peripheral nerve but not
the centrally determined signs.

SEE ALSO Organic disease producing
mental disorders.
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Bufotenine

A psychotomimetic indole alkaloid isolated
from toadstools which is chemically related
to serotonin. When administered intra-
venously in doses up to 70 mg hallucino-
genic effects usually occur. Other effects
include respiratory distress, sweating,
mydriasis and nystagmus.

SEE ALsoO Hallucinogenic drugs.

Buggery

Although often equated with sodomy (q.v.)
(anal intercourse), in law buggery refers

to both sodomy and bestiality (q.v.). It is
not widely realized that the sex of the
victim is immaterial, and that a fnan may
be convicted of buggery with his wife. In
bestiality no distinction is made between
the anus and vagina, and the law regards as
buggery any act of intercourse with an
animal.
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Bulimia

An excessive appetite which is a manifesta-
tion of an increased frequency of hunger
sensations. It leads to bouts of overeating,
which itself produces feelings of bloating,
nausea, and malaise. Most commonly
encountered in anorexia nervosa, it is to

be distinguished from compulsive eating.
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Butyrophenones

The butyrophenones are chemically related
to pethidine, and their neuroleptic prop-
erties were discovered during a search for
analgesic compounds. Haloperidol is the
prototype of the series.

Butyrophenones are absorbed promptly
and almost completely, peak blood levels
occur in two to six hours and excretion is
very slow. Cumulation thus occurs readily
and this has important consequences on
dosage.

Neuroleptic effects closely resemble those
of the non-sedative phenothiazines, but
psychomotor inhibition is particularly well
marked, and effects on the arousal system
are minimal. These compounds are virtu-
ally devoid of autonomic side effects. As
with phenothiazines, barbiturates are
potentiated, but the butyrophenones also
show specific antagonism of amphetamine
and apomorphine. The butyrophenones
are potent producers of extrapyramidal
syndromes.

Butyrophenones are used as alternatives or
in addition to phenothiazines in the treat-
ment of schizophrenia. They find a similar
alternative role in organic brain syndromes.
The potent inhibitory effect on psycho-
motor activity has made haloperidol par-
ticularly valuable in the treatment of
mania, and initial parenteral administra-
tion is the rule, normally in hospital.
Haloperido!l in small doses has been ad-
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vocated for phobic anxiety neurosis but
results are not dramatic.

Side effects are comparatively few. Like
the phenothiazines the most important are
the extra-pyramidal reactions and these
are more likely to be of the dystonic type
although akinesia is not uncommon.
Correction or prevention by anti-
Parkinsonism agents is straightforward
and advised. Minor side effects include
insomnia, blurred vision, hypotension and
gastro-intestinal symptoms. Epilepsy may
be reactivated. Paradoxical reactions occur,
taking the form of toxic psychoses with
agitation, disorientation, confabulation
and visual hallucinations; depression also
occurs. A disquieting syndrome peculiar
to the butyrophenones has been recognized
with sweating, dehydration, hyperthermia,
and a dazed state of mind. It responds to
drug withdrawal.



Caffeine

Caffeine is a member of the xanthine
group of compounds, and together with
its congeners theophylline and theobro-
mine it is widely distributed in nature and
as widely consumed by man. These alka-
loids are present in various combinations
in coffee, tea, cocoa and cola drinks, of
which coffee in the prepared form contains
the largest amount of caffeine, about

150 mg. in a cup. The origin of these
beverages is shrouded in obscurity.
Caffeine is a powerful and general stimu-
lant of the central nervous system, en-
hancing cortical function as well as
stimulating medullary centres. Although
central stimulation is the most prominent
effect and the basis of its widespread
consumption, there are other significant
actions. The myocardium is stimulated
directly; peripheral blood vessels are
dilated in contrast to the cerebral circula-
tion which is reduced; there is a mild
diuretic action ; gastric secretion is in-
creased, and the metabolic rate is elevated.
There is no doubt that tolerance and
dependence occur but this is only mild
and withdrawal produces no more than
headache and irritability for a few days.
Fortunately caffeine containing drinks are
one of the few remaining pleasures left

to man that have not been discovered to
cause serious pharmacological mischief.
The substance is rarely prescribed for its
psychostimulant effects and it has no place
in psychiatric practice. The main thera-
peutic use of caffeine is in the treatment of
headache and migraine when it is usually
combined with analgesics or ergot
alkaloids respectively.

Cannabis sativa

Cannabis is obtained from the flowering
tips and leaves of the cannabis sativa plant.
The resin extracted from the plant or
dried leaves may be used as source mater-
ial. The active principals of cannabis are
chemically members of the tetra
hydrocannabinol group of substances.
Dependence of cannabis type is character-
ized by psychological dependence (q.v.) —
often severe but no physical dependence
(q.v.) occurs. The effects of cannabis
include tachycardia, raised blood pressure,
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conjunctival injection, pallor, faintness and
later headache and nausea. Cannabis users
look for effects such as insouciance,
loquaciousness and mild hilarity, but in
high concentrations excitement and hallu-
cinosis can occur.

Acute reactions to cannabis have been
described and these include unreality
feelings, disorganized thinking and schizo-
phreniform psychoses. Whether these are
direct cannabis effects or whether they are
reactions triggered off in unstable people

is open to question but does not devalue
their potential seriousness when diagnosed.
Permanent long term effects of cannabis
have not clearly been demonstrated, but
there is evidence to suggest that in the
short term it can lead people into states
of disorganized inertia. In the United
Kingdom it is subject to the Dangerous
Drugs Act and internationally is controlled
by the Single Convention of which this
country is one of the signatories.

Leaves of the cannabis sativa plant
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The relationship of cannabis usage to
crime is far from clear. Certainly its use is
common amongst delinquent subcultures
in the United States, but for that matter it
appears to be widely used by ‘normal’
individuals there. There is no clear
evidence to suggest that cannabis per se
causes violent and antisocial behaviour in
unstable individuals. Again whilst there is
no evidence that its use leads to progres-
sion to opiate use there is some evidence
to associate its use with progression to the
use of hallucinogenic-drugs (q.v.).

Capgras syndrome

This is the syndrome of illusions of false
recognition; it is usually observed in
patients with paranoid schizophrenia, but
is also present in some subjects with other
chronic paranoid psychoses. The patient
asserts that people around him (i.e. staff
or other patients) are really relatives or
friends. Less commonly patients claim
that people in the ward have changed their
appearance so that they will not be recog-
nized, or are relatives who have been
placed there to ‘act out’ the role of being
patients. Variations on the central theme
of misidentification may lead to very
complex conceptualizations. The treat-
ment is that of the underlying condition
and the prognosis is likewise that of the
underlying condition.

Carbon dioxide retention

This is associated with oxygen therapy,
severe emphysema and status asthmaticus.
Psychiatric symptoms occur when the CO»
arterial tension rises to 120 mm Hg.
Clouding of consciousness with headache,
muscular twitchings, confusion, dis-
orientation and hallucinations leads to
coma. A coarse tremor may occur. In some
cases encephalopathy with raised intra-
cranial pressure and papilloedema occurs.
Treatment comprises the administration
of oxygen at not more than 1-3 litres a
minute to maintain an arterial saturation
of 80-859%,, plus nikethamide intraven-
ously (10-15 ml. every two to three hours).
Excess COs is thought to interfere with
intracellular enzyme systems leading to
defective utilization of oxygen.

Carbon dioxide therapy

The inhalation of 309, carbon dioxide
and 709% oxygen was introduced by
Meduna in 1950. Early claims for its value
in many types of neurotic patient have not
been substantiated. Basically it provides
the means of an excitatory abreaction and
as such may be helpful for removal of re-
cently acquired hysterical conversion
symptoms.

Carbon disulphide poisoning

The acute central nervous system symp-
toms include headache, excitement,
narcosis and finally motor and respiratory
paralysis. Following recovery, symptoms
of neurasthenia (emotional lability, anor-
exia, easy fatiguability), sleep disturbance
and epileptic seizures may persist for
months. Chronic poisoning leads to these
neurasthenic symptoms, Parkinsonism and
a chronic brain syndrome. Treatment is
directed towards removal of the toxin and
artificial respiration.

SEE ALSO Poisons affecting mental state.

Carbon monoxide poisoning

Acute central nervous system symptoms
include headache, visual disturbances,
drowsiness, mental confusion and coma.
Judgement is disturbed and insight is
lacking. Permanent brain damage may
result. At first loss of memory and a Korsa-
koff’s syndrome (q.v.) may be prominent
together with a confusional state. Neuras-
thenia (emotional lability, easy fatiguabil-
ity, poor concentration and memory) and
depression may be prolonged. Post-anoxic
encephalopathy may follow an apparent
recovery with features of Parkinsonism,
peripheral neuritis, a chronic brain syn-
drome with apraxia, agnosia and aphasia.
Acute organic psychoses may last for
months but have a relatively favourable
prognosis.

Treatment consists of pure oxygen given
by a mechanical respirator or by mouth-to-
mouth in an emergency.

SEE ALsoO Poisons affecting mental state.
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Cardiospasm
(achalasia of the cardia)

The symptoms associated with cardio-
spasm may be mistakenly attributed to
anxiety and depression, for they may come
on following an emotional disturbance. A
feeling of obstruction, and a burning pain
substernally are complained of, and are
the result of an inability of the cardiac
sphincter to relax. Dilatation of the oeso-
phagus occurs. The condition must be
differentiated from globus hystericus and
other types of dysphagia — organic or
functional.

Cardiovascular system and
psychosomatic illness

1. The effect of emotion on the cardio-
vascular system

Anxiety often has a profound effect on the
cardiovascular system and can produce
tachycardia, palpitations, dizziness and
left inframammary pain. Many of these
symptoms produce further anxiety which
may lead to the patient’s suspicion of
heart disease. Cardiac-conditioned re-
sponses are acquired readily and are
difficult to extinguish so that once a panic
attack with marked cardiovascular
symptoms has been experienced, there is
a tendency for the attacks to be repeated
with a development of further anxiety and
the avoidance of situations associated with
the attacks. The patient can be reassured
that these anxiety induced cardiovascular
symptoms will not cause any organic
damage. Beta adrenergic blocking agents
such as propanolol are especially bene-
ficial in these patients, often combined
with a benzodiazepine.

Driving aggressive competitive personali-
ties are often associated with hypertension
or hypertensive heart disease and the
emotionally induced stress may be ac-
companied by a clinically elevated blood
lipid level. A genetic predisposition to
hypertension may be linked to certain
personality traits and associated factors
such as smoking and absence of exercise
may be more important than the patient’s
temperament. There is some evidence,
however, that emotional events may pre-
cipitate a cardiac infarction in patients

already predisposed. For example a care-
ful follow-up study on middle-aged
widowers has shown that in the six
months following bereavement the inci-
dence of fatal coronary thrombosis is
almost twice that of married men of the
same age.

2. The effect of cardiovascular disease on
the emotions

Patients who are seriously ill with heart
disease often show emotional reactions.
Patients who are dyspnoeic are often very
anxious as are patients with myocardial
infarction. The néed for easy communica-
tion between the patient, the doctors and
the nurses is often greater for these
patients than for ill people in general.
Surveys of coronary care units have
shown a high incidence of anxiety among
the patients and where it is absent may be
explained on the basis of denial. This is
perhaps the reason why some patients
with a myocardial infarction will later
deny that they have had a heart attack. It
is now axiomatic that mental as well as
physical rehabilitation is essential in
patients following a cardiac infarction
with an emphasis on what the patient can
do and advice on leading a full healthy
life.

3. Untoward effects of drugs

Depression is common in patients with
heart disease and tricyclic antidepressants
may have adverse effects in two ways.
First tricyclic antidepressants directly
antagonise the effect of adrenergic
neuronal blocking agents such as
guanethidine in hypertension. This is
because drugs such as guanethidine are
taken up into nerve endings through the
noradrenalin pathway and of course this
uptake mechanism is blocked by tricyclic
antidepressants. Thus a patient’s blood
pressure may be controlled by guane-
thidine until a tricyclic is added when the
blood pressure will rise to the pre-
treatment levels. Secondly, tricyclic anti-
depressants have a tendency to cause
cardiac dysrhythmias and should be used
with caution in patients with heart disease
when perhaps a beta adrenergic blocking
agent such as propanalol might be added.
From the opposite aspect reserpine and
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to a lesser extent alphamethyldopa may
cause depression in predisposed patients
and excessive medication with digitalis
and atropine, which may be used for the
treatment of bradycardia following a myo-
cardial infarction, may both cause mental
confusion.

Care orders

In England the Children’s and Young
Persons’ Act 1969 provides that a child or
young person who is ‘in need of care or
control’, i.e. who is psychologically dis-
turbed, socially deprived, or behaviour
disordered, can be submitted by a
juvenile court to the care of the local
authority for the area in which he lives.
The court is not empowered to determine
what type of treatment or care is re-
quired — this is left to the children’s de-
partment, with the object of introducing
flexibility of management.

Legislation based upon similar principles
exists in some other countries.

Castration

Castration, the removal of the testes, may
be carried out in elective surgical pro-
cedures, in some religious cults, e.g.
Skoptics, or may be carried out by schizo-
phrenics or transexual males as an impul-
sive act of self-mutilation. In some
countries it is carried out on some sexua!l
criminals, particularly rapists and aggres-
sive paedophiles, to reduce or obliterate
their sexual libido. Chemical castration is
sometimes employed in this country using
stilboestrol 5 mg. daily until libido is
suppressed, thereafter 1 mg daily being
continued. Cyproterone, a new anti-
androgen, may be more specific in achiev-
ing this in the future. There is some risk of
neoplastic change in the gynaecomastic
tissue which is invariably induced by pro-
longed oestrogen therapy. Pre-pubertal
castration produces failure of secondary
sexual characteristics with a marked
reduction in heterosexual drive and
aggressivity after puberty. In adults,
depressive reactions are common in the
post-operative period, whilst over the
succeeding one to two years, variable
degrees of reduction of sexual interest and

drive occur, together with some softening
of skin texture and reduction in beard
growth. In the older male, castration has
little effects on libido or secondary sexual
characteristics.

Fear of castration by the father was a
central theme of the Freudian Oedipus
complex, as a punishment for a boy’s
incestuous sexual desire for his mother.
Reactivation of this repressed fear at
adolescence and in adult life by another
female led to impotence. The individual
may then deviate to homosexual relation-
ships which do not activate this fear or
may require some symbolic penis substi-
tute such as a fetish in order to reassure
himself that the sexual partner has not
been castrated.

Catalepsy

This term refers to the peculiar rigidity
and alteration of muscle tone found most
characteristically in catatonic schizo-
phrenia (q.v.). The facial expression is
fixed, and the body assumes immobile
postures which sometimes appear un-
comfortable and would be difficult for a
normal person to maintain. Any attempt
to alter the posture of the patient displaying
catalepsy may be met with resistance
(negativism (q.v.)) or by adoption of the
new posture (waxy flexibility — flexibilitas
cerea (q.v.)).

Cataplexy

A form of abrupt usually generalized
muscular paresis leading to sudden col-
lapse without loss of consciousness. It is
generally triggered by emotion, usually
laughter. Of brief duration it occursin a
high proportion of patients with the
narcolepsy (q.v.) syndrome to which it is
almost exclusively limited. The term is
sometimes used for hypnotic sleep.



Catastrophic reaction

An emotional over-reaction of a patient
with organic brain disease when exposed
to a situation with which he cannot cope.
A rise in pulse rate, restlessness and
tremulousness may culminate in an out-
burst of tears or irritation.

Catatonic schizophrenia

Catatonia is the least common of the
schizophrenic (q.v.) types and is character-
ized by alternating periods of excessive and
diminished mobility. Reduced mobility or
stupor can be of any degree from slowness
to immobility and mutism. Even in the
extreme degree the patient is fully con-
scious. Excitement can be extreme and
violent; usually purposeless and unplan-
ned. Other disorders of mobility are
blocking, sudden arrest of movement;
mannerisms, stilted, repetitive forms of
expressions and behaviour; fixed postures
maintained for long periods; flexibilitas
cerea (q.v.) in which limbs remain in un-
natural attitudes in which they are placed.
Sometimes the patient is excessively
compliant (automatic obedience (q.v.)) and
at other times resists simple requests, e.g.
soils shortly after refusing to use a toilet
(negativism (q.v.)).

Language may be very disordered. A flow
of unintelligible rubbish or patterned
scribbling may replace communication by
speech and writing.

The florid manifestations of catatonia have
been greatly modified by the improvement
in hygiene, freedom and occupation in
psychiatric institutions.

Catecholamines

The three catecholamines of biological
importance are dopamine (q.v.), nora-
drenaline (q.v.) and adrenaline (q.v.).
These have widespread actions as neuro-
transmitters and hormones. They are
synthesized from tyrosine (see diagram)
and are metabolized by O-methylation
and deamination.

Dopamine is an important central trans-
mitter in the brain, in particular for the
pathway leading from the substantia nigra
to the corpus striatum. Degeneration of
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these cells is the prime lesion underlying
Parkinsonism. There is also some evi-
dence that dopamine systems may be
pathologically overactive in schizophrenia.
Noradrenaline is the transmitter of the
post-ganglionic adrenergic nerves, i.e.
most sympathetic nerves, and also probably
in some areas in the brain. In the periphery
it stimulates mainly a receptors leading to
a rise in blood pressure, and increased
peripheral vascular resistance. The cere-
bral blood flow is reduced. In the brain
noradrenaline is probably concerned in
mechanisms underlying mood, learning
reactions and reward signalling systems.
At the adrenergic synapse it is stored in
vesicles as a complex with ATP and is
released by exocytosis. Termination of its
action on the post-synaptic receptor de-
pends on re-uptake into the pre-synaptic
terminal. Drugs like cocaine, amphetamine
and imipramine block this re-uptake and
raise effective levels of free amine at the
receptors. This may explain their mood-
elevating effect. Monoamine oxidase
inhibitors may also raise mood by raising
free brain noradrenaline by blocking the
main enzyme — monoamine oxidase which
destroys it. Reserpine, on the other hand,
disrupts the stores for both catecholamines
and serotonin and this may be the cause of
the clinical depression.

Adrenaline is the major hormone released
from the adrenal medulla. It is also found
in some parts of the brain. Dispute still
exists on whether the main central
adrenergic transmitter is noradrenaline or
adrenaline. S receptors in the sympathetic
nervous system are more sensitive to
adrenaline than are « receptors. In con-
sequence, its range of actions includes:

(a) raising B.P. by peripheral vaso-con-
striction, increased heart rate and direct
myocardial stimulation; (b) blood flow to
muscles is increased; (¢) smooth muscle
may either be relaxed (e.g. bronchial) or
constricted (e.g. spleen); (d) metabolic
effects include increased breakdown of
glycogen to glucose, and release of free
fatty acids from depot fats; () when in-
jected directly into the cerebral vesicles
in small doses adrenaline induces ex-
citatory effects including cortical activa-
tion (via the reticular formation), emesis,
ovulation and stimulation of the motor
cortex. Liarge doses induce stupor, and
interference with release of antidiuretic
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hormone and thyrotropic hormone.
Recent histochemical methods have
enabled us to trace the neurones in the
brain containing noradrenaline and sero-
tonin. The cell bodies of the noradrena-
line-containing neurones are mainly
located in a long narrow nucleus — the locus
coerulus — in the pons and medulla and the
serotonin neurone cell bodies are located
in another similar nucleus — the raphe
nucleus. From here the axons are distri-
buted all over the brain and many of the
terminals are distributed between neurones
rather than on them. This suggests that
these amines may act in a different way in
the brain to transmitters like acetylcholine.
For example, noradrenaline may act as a
widespread signal saying ‘positive rein-
forcement received’, e.g. it would be
released with pleasure-producing stimuli.
Association between the external stimulus

7
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responsible for these synapses being active
and positive reinforcement (e.g. food)
would facilitate a chemical change at these
synapses to form a memory engram (q.v.).
Likewise another transmitter could simi-
larly mediate negative reinforcement (pain)
and shut off these synapses.

SEE ALSO Biochemical and neurophysio-
logical background to mental disease and
Brain monoamines.

Catechol-O-methyltransferase

This is a magnesium dependent enzyme
located in the cytosol which rapidly
catalyses the inactivation of the catechol-
amines (q.v.) by methylation of the
hydroxyl group at the 3 position utilizing
S-adenosylmethionine as the source of the
methyl groups. There are high concentra-
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tions of the enzyme in the liver and in
relation to nerve synapses.

The first stage in the metabolism of the
catecholamines can be either methylation
assisted by catechol-O-methyltransferase
or oxidation by monoamine-oxidase (q.v.).
'The noradrenaline (adrenaline) compon-
ent which is bound is initially meta-
bolized by the mitochondrial monoamine-
oxidase, while the free amines are initially
methylated.

Catharsis
SEE Abreaction.

Cathexis

To describe the charge of energy con-
nected with an idea, an event, a part of the
body, Freud used the word besetzung,
now translated into English as cathexis.
At the time, Freud was still thinking in
neurological terms of a nervous energy,
for the notion of a quantum of energy
subject to various changes, is central to a
theory of dynamic psychology. The diffi-
culty lies in defining such energy in non-
physical terms. Thus, cathexis, although
much used by psychoanalysts, is an im-
precise and unsatisfactory term, little used
in psychiatry proper.

Causalgia

A condition caused by injury to peripheral
sympathetic nerve fibres, particularly those
supplying the palms and soles. It is cha-
racterized by burning pain which may be
associated with vasomotor, trophic and
dermal changes in the affected part.

Cephalalgia
SEE Headache.

Cerebellum

The cerebellum, joined to the brain stem
by their three massive cerebellar peduncles,
occupies the greater part of the posterior
cranial fossa and covers the roof of the
fourth ventricle.

The cerebellum consists of two lateral
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hemispheres joined by a median vermis.
The surface grey (cellular) matter is
thrown into a series of fairly regular con-
volutions (folia). Within its central white
matter lie in each hemisphere, the large
crenated dentate nucleus and the other
cerebellar nuclei (fastigius, emboliformis
and globusus).

Microscopically the cerebellar cortex has
a regular arrangement with an inhibitory
outflow from the large Purkinje cells to
the cerebellar nuclei. These Purkinje cells
are themselves acted upon by the basket
cells and granular cells together with the
parallel fibres. They receive their input
from the pontine nuclei and the inferior
olive via the mossy and climbing fibres
respectively. The pontine nuclei and in-
ferior olive in turn receive a rich supply
of impulses derived from association areas
of the cerebral cortex, collaterals from the
pyramidal tract, proprioceptive and posi-
tional information and somatosensory in-
put from many parts of the body. The
main outflow from the cerebellar nuclei
goes via the ventral lateral nuclei of the
thalamus to the motor cortex but a
supply also travels to the mid-brain nuclei
that send extrapyramidal motor paths to
the anterior horn of the spinal cord.
Modern theory ascribes three main func-
tions to the cerebellum, all in association
with other parts of the central nervous
system: control of balance; learned pre-
programmes for initiation of fine move-
ments; feedback control influencing the
finesse of movements during their per-
formance.

Cerebral angiography

‘The technique of displaying the cerebral
vasculature by taking serial X-ray photo-
graphs after injection of radio-opaque
contrast medium into the carotid or
vertebral arteries. It is employed (1) to
show cerebral vascular lesions such as
aneurysms, angiomas, vessel occlusions,
and artheromatous plaques. (2) To
demonstrate abnormal intracranial masses
(e.g. tumours, abscesses, and haema-
tomas). These will cause abnormal dis-
placement of blood vessels, and in some
cases the masses may be supplied with
abnormal vessels the character of which
may give clues to the exact pathology.
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Normal lateral angiogram

Contrast medium may either be injected
directly into the carotid and vertebral
arteries after percutaneous passage of the
needle, or these vessels may be injected
with contrast from below via flexible
catheters passed into the aortic arch from
the subclavian or femoral arteries. In
either case the procedure is time-con-
suming and is an unpleasant experience
for the patient. In many centres, general
anaesthesia is normally given. Even in ex-
perienced hands there are definite risks
(greater in the case of vertebral than
carotid angiography) of causing ischaemic
cerebral damage from vascular spasm
thrombosis or embolization. Cerebral
angiography should never be lightly
undertaken and should preferably only be
carried out under the supervision of a
physician with special experience in the
investigation and management of neuro-
logical disease. With the advent of com-
puterized axial tomography (EMI-scan) it
is likely that the future use of cerebral
angiography will come to be largely re-
stricted to selected cases of cerebral
vascular disease.

Cerebral diplegia

Spasticity of symmetrical distribution,
mainly affecting the lower limbs, is ob-
served in many mentally subnormal (q.v.)
patients. There is no single cause of this
type of cerebral palsy (q.v.), but anoxia at
or around the time of birth is important in
the aetiology. In some instances, cerebral
diplegia together with mental subnorm-

ality follows an autosomal recessive pattern
of inheritance. There is evidence also that
a specific recessive syndrome exists, con-
sisting of spastic diplegia, ichthyosis and
mental subnormality.

Cerebral hemispheres

The two cerebral hemispheres, lying
laterally, are joined to the rostral portion
of the brain stem by the cerebral ped-
uncles and to each other by a large trans-
verse fibre bundle - the corpus callosum.
The cerebral peduncles contain the main
fibre pathways — motor a2nd sensory — that
link the cerebral cortex, the highest level
of the brain, with lower centres.

The surface of the brain which is com-
posed of nerve cells is markedly con-
voluted to form the gyri and intervening
sulci, and within this nerve cell covering
(the grey matter) lies the white matter of
interconnecting fibre pathways. Each
cerebral cortex is composed of four con-
joined lobes, frontal, parietal, occipital
and temporal.

The cortex with certain subcortical struc-
tures is the site for cognizance of the en-
vironment, interpretation, thought and
for voluntary movement. Traditional
theory ascribed specific areas of the cortex
as subserving different functions, but it
now appears likely that close integration
and simultaneous activity by several parts
is essential for normal cortical activity.
Sensory radiations flow from the thalamus
and its related structures to the cortex.
There is a spatial relationship of primary
sensory reception in the cortex. The
general sensations lie in the postcentral
gyrus, vision in the area of the calcarine
fissure on the medial side of the occipital
pole, hearing in the upper part of the
temporal lobe and smell and taste in the
deeper parts of the brain around the
region of the uncus or upper operculum
of the Sylvian fissure. Representation is
contralateral to the receptors. Perception
(g.v.) depends on the interpretation of
the sensory input based upon prior ex-
perience (memory — q.v.) coupled with
the existing situation and perception may
thus be distorted (illusion, g.v. hallucina-
tions, q.v. delusions, q.v.). The process of
memory store, which appears to exist
bilaterally and widely within the cerebral



cortex, is known as engram (q.v.) for-
mation.

The prime area for the voluntary motor
concept appears to lie in the precentral
area of the frontal cortex. While un-
learned movements, for example in in-
fancy, may result from a cortical trans-
mission to the main motor area (area 4)
in the precentral gyrus, modern theory
ascribes the programming and control of
fine learned voluntary movements (q.v.)
to the cerebellum (q.v.). From the
pyramidal cells in area 4 the motor tract
carries the downflow of motor impulses
to the anterior horn and hence the
muscles,

The cerebral cortex also contains vast
areas to which no exact function has been
ascribed. As a result of surgical or patho-
logical oblation experiments some of these
areas, it is suggested, may subserve ‘as~
sociation’ activity in perception but the
remaining portions are termed the ‘silent
areas’ and are believed to be essential for
the highest central process of thought and
decision.

There is co-ordination of both cerebral
cartices through the extensive cross-
linking (e.g. corpus callosum) and one
cerebral cortex is normally ‘dominant’
over the other. Thus in right-eyed
(handed) people the left cerebral hemi-
sphere is dominant and the speech centre
is located in that hemisphere. However,
the activities of the two hemispheres ap-
pear-not to be quite uniform; the domin-
ant hemisphere is concerned with the
logical, well organized thought processes,
the non-dominant with the random pat-
terns typical of art form perception.

Cerebral palsy and mental
subnormality

Cerebral palsy, due to a wide variety of
causes, frequently accompanies mental
subnormality, the same cerebral insult
accounting for both effects. Neurologically,
pyramidal signs are most commonly
observed and may show as hemiplegia,
diplegia, quadriplegia and in a variety of
clinical pictures. In a number of instances
extrapyramidal signs are observed, includ-
ing choreoathetosis and ataxia. The clinical
neurological picture depends on the ana-
tomical site of the lesion, and in many
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cases both pyramidal and extrapyramidal
signs are present.

The aetiology is usually environmental,
anoxia at birth being an important cause;
many patients with cerebral palsy and
mental subnormality having a history of a
difficult birth, a twin birth, etc. Cerebral
palsy may appear as part of the clinical
picture in many conditions associated with
mental subnormality; for example, micro-
cephaly, for which, also, there is no single
cause. Choreoathetosis and mental sub-
normality may result from maternal and
foetal antigenic incompatibility (SEE
Rhesus factor). Cerebral diplegia has been
attributed in a number of instances to a
rare autosomal recessive gene defect. A
syndrome consisting of spastic diplegia,
ichthyosis and mental subnormality has
been shown to follow a recessive pattern of
inheritance.

The management of patients with mental
subnormality and cerebral palsy depends
essentially upon physiotherapy and
specialized training, for example speech
training, to develop to the full the physical
and mental potentialities present. The
prognosis varies from patient to patient
and must be assessed individually; it
depends largely on the degree of neuro-
logical involvement and the severity of the
mental subnormality.

Cerebromacular degeneration
SEE Amaurotic family idiocy.

Character

The term character is sometimes used as

if synonymous with personality (q.v.), but,
more strictly, refers to those aspects of an
individual’s personality which are likely to
be evaluated by others in relation to social,
ethical or moral criteria. Thus a person’s
character structure represents the rela-
tively stable and predictable, organized
and integrated set of motives, attitudes,
values, defence mechanisms and modes of
impulse expression which determine his
manner of adjustment to his social environ-
ment. The degree of organization and
integration determines the ‘strength’ of
this character.

Character structure has become an
explanatory concept in relation to the
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aetiology of neurosis as exemplified by the
distinction between character and situation
neuroses. Psycho-analytic theory, in par-
ticular, stresses the importance of the
neurotic character.
Character is acquired by a process of
learning, but learning in a social context.
Social psychologists and sociologists use
the term socialization to describe the pro-
cess by which an individual learns the
modes of behaviour and value patterns
approved of by the group. All agree that
this type of learning mainly occurs in a
context of social interaction with more
powerful and prestigeful members of the
group. Thus, although quite apt to adults
adapting to new social settings, the term
socialization is generally used in relation to
children and, in particular, to the training
imposed on children by parents and other
authority figures in the society.
Behaviouristically inclined psycholo-
gists account for socialization and, there-
fore, for character formation in terms of
normal learning processes and, in particu-
lar, the reinforcing effects of the pattern
of rewards and punishments imposed by
the parents. Even they, however, stress the
importance of imitation (q.v.) and related,
less exact copying of a social model.
Freudian (q.v.) theory goes a stage further
with its concept of identification (q.v.),
implying internalization of the model to
incorporate parental values and acquire a
superego (q.v.). Psychoanalysis also
stresses critical maturational stages in
child-development at which the libido
(q.v.) (erotic energy) becomes attached to
distinctive activities and objects appro-
priate to the stage. Oral, anal, phallic and
genital stages are described. Fixations (q.v.)
the permanent attachment of some libido,
may occur at each of these stages and these
fixations have permanent effects on the
character structure and determine the
degree of regression (q.v.) (return to a
more childish type of behaviour and emo-
tional response) which is characteristic of
neurotic disorder. Thus the adult of anal
character structure is said to be pedantic,
parsimonious, petulant and obsessional.
These traits are considered to represent
residual reactions to parental interference
during toilet training with the pleasures
associated with elimination during the
anal stage of development.

Character neurosis

Another name for a personality disorder.

This term is more widely used in the usa
tharf in Great Britain where it is held that
the word ‘character’ (q.v.) is unscientific

and denotes a moral judgement.

Charcot, Jean-Martin (1825-93)

The leading neurologist of his day, Charcot
became interested in hypnosis, and devoted
much of his time and energy to somewhat
ill-conceived experiments with young and
suggestible women. His dramatic demon-
strations at the Saltpétriére attracted
Freud, amongst others, to Paris. Hysteria
was investigated in great detail, and
although Charcot’s colleague, Pierre Janet
(1859-1947), made solid contributions to
the psychopathology of this condition,
Charcot perhaps did more to retard than
to advance our knowledge of hysteria.

Cheese reaction

The so-called ‘cheese reaction’ has become
a familiar adverse effect occurring when
some patients taking monoamine oxidase
inhibitor drugs (q.v.) consume food sub-
stances containing indirect pressor amines.
Cheese was the first such food to be
identified and hence the name, but other
foods include yeast extracts, such as Mar-
mite and Bovril, and whole sliced broad



beans. Certain drugs and cough medicines
have a similar effect. Chianti wine and
beer contain small amounts of tyramine
and partly because of this reason, but
mainly because of the increased tendency
to get drunk, patients taking monoamine
oxidase inhibitors should drink alcohol in
moderation only. The crisis usually takes
the form of an intense occipital and tem-
poral headache which becomes generalized
with palpitations, tachycardia, profuse
sweating, and associated hypertension.
Vomiting may occur, the pain may be
intense, and subarachnoid haemorrhage
and death may occur.

The hypertensive mechanism is due to the
ingestion of indirect pressor amines such
as tyramine. Tyramine is usually meta-
bolized by monoamine oxidase in the gut
wall or liver, but when this enzyme is
inhibited, the amine escapes into the
circulation and may excite a pressor
response through the displacement of
noradrenaline from binding sites.

An acute hypertensive attack is treated by
intravenous phentolamine, but failing this
parenteral chlorpromazine can be given.
Prevention can be effected by careful
dietary precautions but patients may find
these restrictions irksome.

Chemical poisons, causing mental
illness
SEE Poisons affecting mental state.

Cherry-red spot

A cherry-red spot is often seen on retino-
scopy in Tay—-Sachs disease (q.v.), or the
infantile form of amaurotic family idiocy
(q.v.). It is due to macular degeneration.
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Though said to be pathognomonic of the
condition, it has been observed in other
forms of lipidosis, and is not a constant
finding in Tay-Sachs disease.

x? — The chi-square test

Pronounced ‘ki’. This is one of the most
commonly used tests in the statistical
analysis of therapeutic trials. For example,
in a test of a new anti-depressant substance
there may be results expressed as per-
centages of patients cured for groups of
different size receiving either a placebo,
one or more established drugs or the new
drug at two different dose levels. The x2
test determines whether the different
percentages observed can be explained by
chance or probably depend on the therapy.

Child development

Child development occurs as a result of
interaction between maturation (nature)
and learning (nurture). When either is
absent, development does not occur. A
child not exposed to reading material can-
not learn to read any more than can an
anencephalic child, however many books
are available.

The acquisition of most skills depends on.
both nature and nurture. Nevertheless,
their relative importance can often be
established; for example, it is likely that
in underdeveloped countries social factors
— poor antenatal and perinatal care, lack

of environmental stimulation etc. — are of
primary importance in determining
intelligence, whereas in countries enjoying
a more satisfactory standard of living,
genetic factors are more significant. Com-
parative studies of identical and non-
identical twins provide further information
on this subject. One further broad general-
ization can be made. Rudimentary
achievement is usually mainly biologically
determined whereas complex skills depend
more on social learning. For example, in
the United Kingdom the age at which
children learn to speak in three-word
sentences is not related to social class,
whereas later utilization of language skill is
very much related to social class.

Normal development does not always
occur in a smooth orderly fashion, nor are
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all skills achieved at the same rate. A child
may be advanced in motor development
but delayed in language and vice versa.
The situation is complicated when there is
evidence of brain damage. Here certain
functions may fail to develop because of
anatomical damage (as in cerebral palsy)
whereas in the same child other skills may
be slow to develop because of a matura-
tional delay, or the child may be handi-
capped in learning skills only because of
lack of appropriate stimulation. A child
with cerebral palsy may develop secondary
problems in the area of tactile discrimina-
tion if his motor disability is allowed to
prevent his gaining experience in handling
common objects.

The American psychologist, Arnold
Gesell, pioneered the use of developmental
assessment tests, and all subsequent
attempts to quantify infant achievement
owe a great deal to him. Gesell divided
developmental skills into motor, adaptive,
language, and personal-social. Standard-
1zed information is available on norms for
achievement in each of these areas.
Developmental assessment provides a
good picture of how the infant is function-
ing in comparison with other children of
his own age. Until the age of about 2 to 3
years however, it cannot provide any
useful prediction of later achievement for
any individual child other than the grossly
retarded.

The measurement of emotional develop-
ment in childhood presents more problems,
because it is more difficult to find objective
signs of emotional maturity. Emotional
expression in the new-born infant is
limited to response to frustration, depriva-
tion and pain. Within the first two months,
expression of pleasure usually occurs. By

six months, it is possible to distinguish
between the negative emotions of fear,
anger and disgust. Jealousy may be clearly
shown before 18 months. Anger responses,
which are more common in boys than girls
from the age of 2 onwards, become more
directed and retaliatory between the ages
of 2 and 5. Specific fears are most common
between the ages of 2 and 3, but remain
extremely frequent after this age.

In the area of language development,
norms are more clearly established.
Because 979% of children have acquired
single words by the age of 2 and the same
proportion of 3-year-olds are using three-
word sentences, any child falling outside
these limits of normality, is in need of
careful further assessment.

SEE AL.s0 Child psychiatry.

Child guidance clinics

Child guidance clinics exist for the diag-
nosis and treatment of behavioural and
emotional disorders in childhood. In
contrast to child psychiatric departments
in hospitals, they are usually situated in
establishments closely linked to other
community health and welfare facilities.
The clinic team consists of psychiatrist,
educational psychologist, psychiatric social
worker, and psychotherapist. The director
of the clinic may be the psychiatrist, but
in some cases the educational psychologist
is responsible for administration. The
traditional pattern of working in the clinic
following referral is for the social worker
to make an initial contact with the family
to take a history. The psychiatrist subse-
quently sees the child and family in a
diagnostic session. Assessment of intelli-
gence and educational attainment is carried
out as necessary by the educational psy-
chologist. T'raditionally, also, the most
usual form of treatment 1s psychotherapy
which may be conducted by psychiatrist
or psychotherapist on a verbal or play
basis. Recommendations may be made for
environmental changes, such as placement
in a special school for maladjusted children.
Over the past few years, there has been a
considerable increase in flexibility in the
functioning of many child guidance clinics.
A family approach to both diagnosis and
treatment with joint interviewing of family
members has become more common.



Further, a wider range of treatments,
including the use of drugs and behaviour
therapy, is more frequently available.
Staff in the clinics are spending more time
in counselling other professional workers
who are involved in the day-to-day care
of the disturbed child.

SEE ALsO Child psychiatry.

Child psychiatry

Child psychiatry concerns itself with all
aspects of disordered behaviour and emo-
tional life during the period of maturation.
Like adult psychiatry, indeed like all
medicine, it has no clearly defined boun-
daries. Its area of interest merges imper-
ceptibly into the fields of paediatrics,
education and social welfare. Further,
many of the mental disabilities from which
children suffer are not pathological entities,
but exaggerations of common variations
in development. Some understanding of
the normal processes of psychological
maturation and of the many influences
acting upon the child is therefore an
essential preliminary to diagnosis and
treatment of the abnormal.

There is no agreed scheme of diagnosis in
child psychiatry. Some child psychiatrists
indeed eschew diagnosis altogether,
believing that the subject is too complex
to allow for the use of simple diagnostic
labels. The classification presented here
does not presuppose any theoretical frame-
work. It is a system based as far as possible
on observable behaviour, and has been
shown to have value with regard to prog-
nosis and treatment.

Adaptation disorders occur in the pre-
school years, and are also commonly known
as ‘management problems’ of early child-
hood. Temperamental differences between
children result in variation of mood,
sleeping, feeding and excretory habits
which are sometimes extreme. In the first
few years of life both the child and its
parents have the task of achieving a mutual
adaptation which is both within the range
of the child’s capacities and is tolerable to
the parents. Where this process of adapta-
tion fails to occur and either the child or
the parents are handicapped by the situa-
tion, a disorder of adaptation may be said
to exist. In contrast to the position in the
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older child and the adult, it is often but
not always futile to attempt a diagnosis
‘within the child’ in the pre-school years.
The 2-year-old child who wakes at 5 a.m.
and cries continuously until 6.30 a.m.
when his parents eventually resign them-
selves to the task of amusing him, the 9-
month-old who refuses to eat as wide a
range of food as his mother would wish,
the 4-year-old who clings repeatedly to his
mother when she takes him to nursery
school, but settles happily when she has
gone — these are all children who may be
brought to the doctor presenting with mild
adaptation disorders characterized by the
lack of ‘fit’ between the parents’ expecta-
tions of behaviour and the child’s capacity
to rise to these expectations.

Emotional disorders in childhood occur when
there is a handicapping disorder of affective
life. The emotional state is often at least
partly understandable in the light of the
situation in which the child is living, but,
not uncommonly, the unhappiness or
anxiety shown by the child may seem
disproportionate.

Emotional disorders are probably the most
common type of mental disorder seen in
childhood. Anxiety may be ‘free floating’ .
(q.v.), unattached to any specific object
and showing itself by undue worrying,
sleep disturbances (especially nightmares),
enuresis (q.v.), recurrent abdominal pain
or headaches, or it may be specific or
phobic in character. All children show
specific fears at some time or other, but in
a proportion the fearfulness can prevent
the child from leading a normal life.
Unlike the adult, the child only rarely
shows general social anxieties or agora-
phobia (fear of open spaces). Specific
animal phobias, of dogs, cats, spiders, etc.,
are more frequent, and other specific
situational phobias include fear of school,
fear of separation from mother, and fear
of the dark. Some children have an obses-
sional component to their anxiety states
with persistent ruminative worrying, but
full-blown obsessional disorder is rare in
this age-group. Depressive illness may
occur in childhood but it is unusual to see
the typical features of adult depression.
More commonly malaise and general
irritability occur without marked disturb-
ance of appetite or sleep. Suicidal attempts
are rare before the age of 15, but when
they do occur they should be taken every
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bit as seriously as at a later age.

Conduct disorders in childhood exist when
there is a significant antisocial component
to the child’s behaviour. In the early school
years this may show itself merely by
aggressive behaviour and disobedience
either at home or at school, but as the child
gets older more overt signs of deviant
behaviour supervene. Repeated stealing
within the home has a different significance
from stealing in shops or at school, but
both must be regarded as evidence for the
presence of a conduct disorder. Truancy
(which should be sharply distinguished
from school phobia or school refusal (q.v.))
involves absence from school when an
attempt is made by the child to disguise or
cover up the unwillingness to attend.
Repeated bullying, sexual misbehaviour,
running away from home, wanton destruc-
tiveness and fire-setting are also manifesta-
tions of a conduct disorder. The child may
be regarded as delinquent if he is repeat-
edly committing offences against the law
whether or not these are detected. Theories
of delinquency vary in the importance
they attribute to the personality of the
child and the-environment in which he
lives. Certainly, a number of delinquent
children show, in addition, a significant
emotional disorder.

Developmental disorders in childhood occur
as extremes of normal variations in matur-
ation. Here there is commonly a family
history of similar disorders. It has already
been mentioned that enuresis may occur
as a symptom of anxiety, but more com-
monly it arises from a delay in maturation
of the neurophysiological mechanisms
necessary for the inhibition of involuntary
micturition. Encopresis (g.v.) or involun-
tary passage of faeces in inappropriate
situations may also occur as a maturational
disorder, but with this symptom there is
frequently a significant underlying or
associated emotional problem. Develop-
mental language disorders, including
developmental aphasia, are rare. More
commonly, severe reading difficulties may
be regarded as due to a specific develop-
mental dyslexia, or at any rate a variant of
this condition. Common features shared
by all these developmental disorders is the
fact that they occur preponderantly in
boys and that there is a tendency (some-
times a disappointingly slow tendency)
towards spontaneous improvement.

Hyperkinetic disorder in childhood is
characterized by a severe degree of over-
activity associated with impulsiveness,
undue distractibility and short attention
span. Children with organic brain dis-
disorders show the syndrome quite com-
monly, but most children with the hyper-
kinetic syndrome show no evidence of
organic disorder.

Psychotic disorders in childhood may be
subdivided into three main groups. Child-
hood autism (q.v.) is a severe disorder of
communication arising in infancy and
associated with characteristic mannerisms
and patterns of intellectual ability. Between
infancy and about the age of 10, psychotic
disorders are excessively rare and usually
indicate the presence of organic, often
progressive, brain disease. At about the
age of 10, classical schizophrenia and
manic-depressive psychosis, although
most uncommon, do sometimes appear.
These conditions arise with increasing
frequency during the period of adolescence.
Neurotic disorders of adult type (psycho-
neuroses) are also rare before puberty.
However, hysterical and obsessional dis-
orders do occur and have their own
characteristic symptomatology at this age
period.

Personality disorders should only be diag-
nosed with great caution in childhood, for
this diagnosis rests on the establishment of
long-lasting patterns of maladaptive
behaviour and relationships. Nevertheless,
it must be acknowledged that some
children present with such marked passive
or aggressive traits from early childhood
right through to adolescence that the term
‘personality disorder’ does seem justified.
In addition to the above-mentioned, there
are a number of well-recognized syn-
dromes which do not fit into this classifi-
cation. Tics (q.v.) (rapid jerky repetitive
movements of the body) may form part

of an anxiety state, but may also occur as
an isolated phenomenon. Gilles de la
Tourette syndrome (q.v.) is a rare luxu-
riant form of the condition in which the
tics take the additional form of involuntary
obscene utterances. Anorexia nervosa can
occur in full-blown form from the age of
10 upwards, and even before this there
may be a history of extreme food faddiness.
Classification of the child’s psychiatric
state is only one aspect of diagnosis in
child psychiatric practice. In addition, it



is important to assess the relationships
within the family and other possible
environmental stresses acting on the child;
the child’s probable level of intelligence,
and educational attainment, and the
child’s physical state.

The evaluation of family relationships
always involves looking at a number of
different aspects of family functioning.
Clearly, it is naive to consider that it is
possible to divide families up into ‘good’
and ‘bad’ for a mother may have a splendid
relationship with her husband and get on
badly with her son, or alternatively may
interact healthily with her whole family at
one point in time, but only with irrita-
bility at another time when she is de-
pressed. The general practitioner will
often have the advantage of knowing a
family over a long period of time and this
will enable him to observe the development
of relationship patterns within the family.
He will often have had the opportunity of
observing directly the warmth and affec-
tion which the parents are able to show
each other at times of crisis. He will also
note the amount of understanding sym-
pathy, or hostility and rejection the couple
show in talking of each other during indi-
vidual consultations.

It is helpful to consider the parent—child
relationship in two main areas or dimen-
sions — the amount of control or autonomy
exercised and allowed, and the degree of
warmth, acceptance or their reverse that
the parents exhibit. Childhood personality
thrives best in a family atmosphere in
which the child is accepted for what he is,
and encouraged to develop independence
as rapidly as the growth of self-confidence
allows.

As children grow older, their social
achievements may sometimes lag behind
and sometimes leap ahead of their achieve-
ment in other spheres — motor, cognitive
and language. For example, following the
normal pattern whereby children are able
to distinguish their mother from other
human figures during the second six
months of life, a pattern of close attach-
ment to parents with concurrent fear of
strangers supervenes. As the child develops
gradual independence from its parents so
stranger anxiety diminishes, and the child
begins to form attachments to children of
its own age.

Any crises in the form, for example, of
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Mentally handicapped children learning through painting
to gain better control of theirmovements

physical illness, hospitalization, etc., may
result in a reversion to former patterns of
behaviour, the child becoming more
dependent on its mother, clinging to her
and terrified when she is out of sight.
Crises of this sort occur as part of normal
maturational development. For example,
when the child goes to school for the first
time the challenge this presents may result
in a regression to infantile habits because
the child is unable to cope with the partial
loss of his mother. Eventual achievement
of regular school attendance represents
successful adaptation to a new situation
which gives the child a self-confidence on
which he can build to take his next step to
independence.

Amongst the stresses likely to injure per-
sonality development in childhood, great
stress has been placed, especially by the
British psychiatrist John Bowlby, on the
effects of separation from mother. Subse-
quent research has shown that more com-
monly adverse personality characteristics
arise from experiences of deprivation
rather than just separation. The child who
is parted from his mother but goes to the
home of a familiar relative able to provide
adequate substitute mothering care is
much less likely to be affected adversely
than the child who has to enter an under-
staffed institution, orphanage or children’s
home.

The processes of social learning cannot
account for all the behaviour shown by
children, for temperamental characteris-
tics, either innate or occurring as a result
of very early mother-child interaction,
have been shown to exert a profound and
continuing effect upon childhood beha-
viour. Longitudinal studies suggest that
even within the first six months of life,
babies show their individuality in a
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variety of ways, many of them persisting
at least into middle childhood. Traits such
as irregularity of eating and sleeping,
adaptability, mood, and reaction to new
situations can be traced with some degree
of consistency through the early years of
life. The difficult child, crying easily,
unadaptable, and irregular in habits, is
more difficult to rear, more prone to elicit
rejecting attitudes in parents and, as a
consequence, more prone to develop
emotional and behaviour disorders. Some
children present so few problems that a
whole range of types of parental manage-
ment is likely to be successful whereas a
few have so many difficulties that most
parents would be defeated by them.

The diagnostic appraisal must involve
some assessment of the child’s intellectual
level and educational attainment, as
inappropriate school placement and learn-
ing difficulties may well be important
features in the aetiology of behaviour
disorders. Interviewing the child alone,

or, if he is under about the age of 8, with
his mother, about his life at school, his
interests, and the problem for which his
parents have brought him to the doctor,
will often elicit useful information about
the nature of the difficulties as well as
about the child’s intelligence. A helpful
guide to intelligence includes the complex-
ity of language used. A specimen of hand-
writing will indicate any severe degree of
motor clumsiness or perceptual disorder.
If the child reads for pleasure it is most
unlikely that he has a severe educational
problem in this area.

Assessment of the child’s physical state is
always important, and is imperative when
bodily symptoms are present. No artificial
line can be drawn between so-called
‘psychosomatic’ disease in childhood and
other forms of organic illness. Any physical
symptoms may have an emotional or
environmental precipitant, and any type
of emotional disorder may be accompanied
by bodily change. Nevertheless, certain
physical disorders and symptoms are
perhaps particularly prone to occur follow-
ing exposure to stress situations, and
certain physical disorders, especially brain
damage (q.v.) and epilepsy (q.v.), render a
child vulnerable to the development of
psychiatric disorder.

Recurrent abdominal pain and headaches
are found to have an organic basts only in

about 109, of cases. In a proportion of the
remainder, probably between 109, and

20 % an emotional cause can be found. The
child may be under stress at home or
school ; he may be using the pain as an
attention-seeking mechanism, or his
attention may become focused on his
stomach or his head because of an over-
anxious parent.

Emotional stress has been shown to play

a part in a variety of other illnesses. In
asthma (q.v.), probably about a third of
children have attacks precipitated by
emotion, usually excitement or apprehen-
sion, but most of these children also have
attacks precipitated by other situations,
especially exposure to allergens. The
presence of ketonuria in diabetes mellitus
(q.v.) has been related to environmental
stress in a diabetic adolescent. It is well
known that epilepsy occurs more fre-
quently when the sufferer is in an adverse
life situation. Telemetric studies have
shown that there is an increase in 4-6-
second spike and wave phenomena when
children are either understimulated or
exposed to learning tasks just beyond their
limits of ability.

In this brief general account of child
psychiatric disorders, most weight has
been put on the diagnostic appraisal. This
is because it is only after such an assess-
ment (which need not necessarily be so
full in many cases) that the practitioner is
in a position to judge whether a significant
disorder is present, and if it is, what are
the likely aetiological and precipitating
factors. Only in this way can rational
management and treatment be planned.

In many cases understanding the situation
leads the doctor directly to a course of
action in terms of guidance or discussion
with the parent about the nature of the
problem and measures which might lead
to its diminution.

When, despite the measures taken by the
family practitioner, a significantly handi-
capping psychiatric disorder persists,
referral to a child guidance clinic or
hospital child psychiatric department, if
this is available, should be considered. In
some cases, such as severe school phobia,
depression to the point of suicidal thoughts
or where there is a suspicion of an autistic
disorder, the referral is better made early
than late.



Children’s and Young Persons in
need of care

Most countries have in law a minimum
age at which a juvenile is held to be
personally responsible for his deeds.
Below this age the emphasis is normally
placed on parental care and discipline.
However, in some children the appro-
priate court may be convinced (a) that he
is guilty of the offence, (b) that he is
beyond the control of his parents or
guardians. The details vary from one
country to another, but most industrially
developed communities have, for such
cases, systems by which the child can be
cared for and kept under control within
a community home or other form of
institution.

SEE ALSO Community homes and
Fostering

Cholinergic

A term applied to those nerve fibres whose
endings liberate acetylcholine (q.v.) as the
synaptic transmitter substance. These
include all pre-ganglionic fibres in the
autonomic nervous system, all post-
ganglionic fibres in the parasympathetic
system, some post-ganglionic fibres in the
sympathetic system (e.g. sweat glands),
somatic motor nerve fibres and some fibres
within the central nervous system (e.g.
cortex).

SEE ALSO Acetylcholinesterase.

For a general account SEE ALsO Bio-
chemical and neurophysical background
to mental disease.
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Chloral hydrate

Chloral derivatives

Chloral is the oldest member of the hyp-
notic group. Its popularity waned when
barbiturates were introduced, for the
effects and side effects are similar, but it
has regained limited favour recently.

Chromosomes 89

Chloral is absorbed from the gastro-
intestinal tract and converted in the body
into the sedative trichloroethanol.
Chloral derivatives are safe and effective
hypnotics preferred to barbiturate in the
young for safety and less liable to produce
confusion in the elderly. Chloral poten-
tiates alcohol, indeed this mixture com-
prises the ‘knockout drops’ or ‘Micky
Finn’.

Chloral hydrate produces gastric irritation
and a number of alternative preparations
have been introduced which also liberate
trichlorcethanol in the body. The best
known examples are dichloralphenazone,
triclofos, and chlorhexadol.

SEE ALSO Hypnotics.

Cholinesterase

Acetylcholine (q.v.) must be rapidly re-
moved from the synapse if repolarization
is to occur. An important part of the pro-
cess is undertaken by the enzyme acetyl-
cholinesterase (also called true or specific
cholinesterase). It is found in high con-
centration in the cell membranes at
cholinergic nerve terminals, but is also
present in red cell and placental mem-
branes. It will hydrolyse several choline
esters but has a high affinity for acetyl-
choline. A second cholinesterase (pseudo-
cholinesterase, non-specific cholinesterase)
has different properties.

Chromosomes

Chromosomes are threadlike structures
within the cell nucleus. They are composed
of desoxyribonucleic acid, the molecular
structure of which carries a genetical code
determining growth and metabolism. The
human somatic cell has a normal comple-
ment of forty-six chromosomes, compris-
ing one pair of sex chromosomes (X and Y
in the male; two X chromosomes in the
females) and twenty-two pairs of auto-
somes. Techniques have been developed
for the microscopical examination of
chromosomes to detect abnormalities of
number and morphology.

Within the past decade numerous syn-
dromes and sporadic abnormalities have
been found to be associated with demon-
strable chromosomal defects. Demon-
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Diagram of normal chromosome pattern

strable autosomal abnormalities are usually
associated with severe mental subnormality
and marked anatomical changes. Mongol-
ism (q.v.) and the cri-du-chat syndrome
(q.v.) are examples of conditions associated
with demonstrable autosomal abnormali-
ties. Demonstrable sex chromosome
abnormalities, which are usually a devia-
tion from normal with respect to the
number of sex chromosomes, are less often
associated with marked physical mal-
formations and severe mental subnorm-
ality, but seem to be more frequently
associated with psychiatric changes,
especially in the field of personality. An
outstanding example is the XYY syndrome
(q.v.), characterized by the presence of an
extra Y chromosome in males and the
tendency to criminality and outbursts of
violence.

Visible chromosomal changes represent
very gross defects, but it is assumed that
finer chromosomal changes, or point
mutations, which are undetectable micro-
scopically, account for inherited conditions
such as the inborn errors of metabolism.
SEE ALSO Genetics and Sex-linked
inheritance.

Circadian rhythm

One of the innate rhythms of biological
activity, circadian rhythm refers to the
changes in physiological and psycho-
logical activities during a twenty-four
hour cycle. There are a number of bio-
logical clocks — ultradian (seconds,
minutes, hours), and infradian (days,
weeks, years). Disease, time changes,
drugs, and many other factors may affect
these rhythms. Jet travel is the most com-
mon disturber of circadian rhythm, jet
lag being experienced as fatigue, impaired
concentration, anxiety and insomnia, It
may take two or three weeks to adjust to
the time difference involved in a journey
from England to Australia, and the
symptoms at times may approach the in-
tensity of a developing anxiety neurosis.
In psychiatry biological rhythms have
been studied in relation to the phases of
manic depressive illness, to suicide, and
to menstrual disorders.

Citrullinuria

This is a rare inherited metabolic defect
associated with mental subnormality. The
amino-acid citrulline is found in large
quantities in the body fluids. It is presumed
that the enzyme deficiency in this con-
dition is of argininosuccinic acid synthe-
tase.

SEE ALSO Inherited metabolic defects.

Clang association
siEE Flight of ideas.

Classification of psychiatric illness

Nosological studies of disease are the
bases on which rest further advances in
knowledge of particular illnesses. Begin-
ning in the eighteenth century, the taxo-
nomy of mental illness slowly evolved
until, by the early years of this century, a
fair measure of agreement had been
reached amongst psychiatrists regarding
certain disease