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FOREWORD.

Dr. L. FREED, already well known as a writer and
lecturer on the borderland between sociology and psychiatry,
in the present work carries his careful field work and
detailed analyses into the very heart of psychiatry in coming
to grips with Schizophrenia, our most serious, extensive and,
tragic mental problem. In so doing he breaks new ground,
filling a gap in South African social psychiatric literature,
which Landis and Fage, for instance, have dealt with for
American and European population groups.

It is a merit of Dr. Freed?'s monograph that in
faithful adherence to his unitary approach, he has avoided
dualistic mind-body concepts, and has studied objectively the
causal role of the factors he has selected for consideration.
I would not hide the fact from our readers that Dr. Freed's
and my own ideological biases being diametrically opposed he
ls often inclined to postulate causal efficacy where I see
result.

I may perhaps be permitted a word on the substance of
Dr. Freeéd's investigation. The book opens with a scholarly
review of the concept of Schizophrenia. We are then intro-
duced to the clinical material which comprises 15 schizophrenic
patients for intensive clinical study and another group of 50
cases of the same condition to be investigated for the operation
of socio-economic factors. These data are amplified for
statistical purposes in some instances by more extensive
figures culled from the Annual Reports of the Commissioner
for Mental Hygiene, to say nothing of a small group of 6
organic cases with schizoform symptomatology. The case
“histories are in my opinion well done, being comprehensive both
longitudinally and in cross section, and convey the impression
of authenticity and accuracy.

The ma jor contribution that this work makes is however
undoubtedly the detailed consideration of highly specialised
as well as more general sociological factors as bearing on the
aetiology of Schizophrenia. The list includes sex, race,
birth order, marital status, nativity and cultural conflict
between native-born and foreign-born generations, socio-economic
status including overcrowding in the home, occupational
mobility and parental disharmony. Dr. Freed is the first to
admit the provisional nature of the inferences to be drawn on
many of these points and the need for further investigation.

In conclusion it only remains for me to say how honour-
ed I am that my good friend Dr. Freed has accorded to me the
privilege of introducing his monograph, and to express the
opinion that serious students of psychiatry and sociology will
derive benefit from perusal of this careful study.

L.A. HURST M.D., Ph. D.
Physician Superintendent,
Sterkfontein Hospital, Krugersdorp.

Senior Lecturer in Psychiatry,
University of the Witwatersrand.

Krugersdorp.

27th January, 1954.
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CHAPTER I.
INTRODUCTORY.

An investigatioh of the problem of schiiophrenia
necessitates in the first instance recourse to the fbi-
lowing procedures: (I) A definition of the problem and a
description of the stptomatology upon which the diagnosis
of the disorder is based; (II) An elucidation of the method-
ological approach té the problem; and (III) A statment in
regard to the sources of the clinical material which the
investigator has utilised for the purpose of his research.
These procedures are treated of in some detail in thejensu—

ing sections.

I
DEFINITION OF SCHIZOPHRENIA &ND A DESCRIPTION OF ITS

SYMPTOMATOLOGY .

Sbhizophrenia, or dementia precox, has been defined by
(1) . . » :
Gillies as a form of grave mental disorder characterised

by a special type of impairment of thought, emotion, volite

ion, and motor reactions. The course of the illness may

show either a gradual progress to chronicity or else assume

the form of a series of pefiodic attacks, Complete recov-

ery from the disease may occur spontaneously, but in the

absence of modern treatment it .usually ends in severe dis~

integration of the personality.,

The nature of the disorder was poorly understood until

recent years. Thus many cases which to-day would be diag-

nosed as schizophrenia were at one time variously called

puberty insanity, juvenile insanity, adolescent insanity,

hebephrenia, masturbatory insanity, primary dementia, delus-

ional insanity, and catatonia - as though these were separate

entities. Emil Kraepelin (1856-1926), however, recognised

a denominator common to all of them, and so -~ .in 1896 - he

unified these diverse diagnostic terms under the term demen-

tia precox. His observation of patients over many years had

proved to him conclusively that although the initial clinical

(i7 Hunter Gillies (1952)"Psychosés—schizophrenia", in the

British Encgclopaedia of Medical Practice, 3rd Edit-
ion. Vol. 1Q0. Butterworth & Co. I.td. Tondon. pD.370.
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manifestations could be most protean, the terminal states

were similar. He adopted the term dementia precox because,
in the particular series of cases which he had studied, the

early symptoms of the disease manifested themselves soon

after puberty, and quickly ended in apparent dementia. Bleuler

(1857-1939), however, noted subsequently that many cases

began in adult life and that+true dementia was in fact in=-

frequent. Accordingly, in 1911, he coined.the name schizo~

phrenia, which describes the "splitting™ or loosening of the

psyehic funpﬂions-which is.characteristic of the disorder.

But Bleuler, and others before him, in their description of

the nature of this disease, attributed the attendant symp-

tomatology entirely to a disorganisation of the categories of

- the individual psyche., In doing so, however, they gave cred~

ence to the concept of psycho-physical parallelism, accor=-

ding to which the functions of the soma and the functions of

the psyche were erroncously considered to run parallel to or
independently of one anothér; In an ensuing section evidence
will be presented to show, among other ﬁhings, that the schizo-

phrenic subject, even as the normal individual, is a psycho-

somatic personality, and that the components of:the two seg-

ments of the personality are functionall& related to one

another. Accordingly, the symptomatology of schizophrenia -

which is produced by the impact of a severe disorganising

stimulus upon the consciousness of the individual personal-

ity ~ must be described (A) with reference to the disorgan-~
" isation occurring primarily in the psychic segment of the
personality; (B) with reference to the associated disorgan-

isation of the somatic segment of the personality, and (C)

with reference to the disorganisation occurring primarily in

the somatic segment of the personality. These three aspects

of the symptomatologic problem of schizophrenia are consider

ed hereunder:

(o) “'THE SYMPTOMATOLOGY OF SCHIZOPHRENIA EMERGING PRIMARILY
FROM-THE DISORGENISAT ION OF THE PSYCHIC SEGMENT OF.THE

PERSONALITY
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The effect of the impact of a severe disorganising

stimulus upon the psyche is to disturb the diverse categories

of consciousness which have hitherto existed in such_a fine
state of harmonic integration as to potentiate an adequate
perception bf, and an adequate adaptation to, reality, Accor-
dingly, this aspect of the symptomatology must be studied

with reference to the disturbance of the categories of cog-

nition, affect, conation, etc.

(a) The symptomatology of schizophrenia associated with

the disturbance of the category of cognition,

The distortion of intellectual processes'Which occurs

-in the schizophrenic reactions involves a grave disturbance

of the individual's perception of time and space, of quality

and value, of logical order, and of causally connected events,
The disturbance of cognition which occurs in schizophrenia
‘leads inevitably to the autistic form of thinking, that is,
a form of thinking which is purely subjective in character,

and has no relation to objective reality. Where, however,

perception of a segment of reality does occur, the things

perceived become subjectively inverted, and are given a value,

and a meaning which do not accord with realitys Autistic
thinking in the schizophrenic may carry with it.the belief

that the materials perceived derive, not from,thékdbjective
world, but from the subjective world - a belief which may

find expression in phantasies, delusions, hallucinations, etc. .
The contert of thought in g%her'words, is largely endogenoﬁs.

Hinsie and Shatzky, 1940 . Autistic thinking, in so far as

it bears no rela%i?n to reality, is perforce illogical.
2

(Vigotsky, 1934) . The special aspects of the schizophrenic

reaction pattern include the following: -~

(1) The schizophrenic illusions: These have been de-

fined by Bleuler as "perceptual misidentifications" of the

(1) L.E. Hinsie and J. Shatzky (1940): Psychiatric Dictionary,
New York, Oxford Univ. Press,

(2) L. Vigotsky (1934 "Thought in Schlzophrenla", Arch., Neurol
& Psychiat., 1 1063,

(3) E. Bleuler 1@50 : Dementia praecox or the Group of Schizo
phrenias, Internatlonal Univ. Press, New York, p.72. '
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sensory field ranging from the everyday and accepted "nor-
malY to the grossly deviant phendmenoa; Thus things and

objedts may become distorted, inverted and personalised. The

illusions of schizophrenia represent wishful and dereistic-

ally symbolic thinking, but as compensatory mechanisms aim-

ing to restore "the steady state", they are worthless because

they have no reference to the harmonic values which comprise

reality.

(2) The schizpphrenic hallucinations: These result

from a distortion ‘or disorganisation of sensory perception,

and particularly of auditbry perception, without any readily

apparent sensory stimuli., Almost every schizophrenic hears

"voices" either occasionally or continually.
Hallueinations of bodily sensations mayroceur in a
great variety of forms. Thus any organ may be the seat of

"the most severe pain", and every bone in the body may "ache"
Hallucinations of kinaesthetic senses are not infrequent.
Thus a patienf may believe that he is performing certain

(1)
bodily movement§ when in fact he is not (Bleuler, 1950)

(3) The schizophrenic delusions: A patieft's wishes,

hopes and fears may find expression in diverse delusions,

such as delusions of persecution, and delusions of grandeur.

In the former, the patient harbours the belief that all the

world is against him; in the latter thé belief that he is

really greater, nobler, and -finer than he really is.

Delusions of reference are not uncommon. In this a

. patient may believe that people are whispering things about
him.

(4) The schizophrenic memory disturbances: The schizo-

phrenic may exhibit diverse forms of memory dysfunction.

Thus he may show hypermnesia, or hyperfunction of memofy,

consisting in a peculiar capacity to register more details

than a normal persons would in like circumstances; or amnesia,

consisting in loss of memory for new or remote events; or

(1) Bleuler, Op. Cit., pp. 97, 100, and 117.
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or paramnesia,consisting in the memory of events which

have never actually occurred.

(5) Distunbances of association: These render the

patient incapable of directing his own thoughts, and as a

result the world'and his own personality scem different to

him,

(6)_ Disturbances of orientation: This involves an im-

pairment of the patient's perception of spatial and temporal

rclationse.

(7) Disturbances of attention: The capacity for con-

centrated attention is greatly disturbed in the schizophrenics

_(b) Symptomatology of schizophrenia agsociated with

disturbance of the category of affect:

The disturbance of the category of affect may lead to

the melancholic and manic forms of emotional behaviour. The
melancholic manifestations, which may be recferred to as depres.
sion, is probably the primary reaction, and the manic manifes-

tation may bc construed as secondary on the assumptiom that

it is compensatory in character. ¥Bisorganisation of affect,

may furthermore be characterised by a mixture of reactions,
such as euphoria, flight of ideas, and increased activity.

(c) Symptomatology of schizophrenia associated with

disturbance of the category of conation:

The disturbance of conation or volition is part and

parcel of the gcneral psychlc dlsorganlsutlon which occurs

in schizophrenia. The category of conation, which expresses

itself in a capacity for voluntary activity, becomes, in

the schizophrenic, modified, exaggerated, or pervertéd,
(1) :

Twomey has described three fundamental forms of disorganis-

ation of volition, namely:-

(1) Decrease of volition or abulia: In this the pat-

ient carries out voluntary acts slowly and with difficulty,

‘and in an extreme case may befome completely immobile and

stuporose.

(1) J.C, Twomey (1951): "The Psychosesg" 15 VIII in
Cluver:Social Medicine. entral News gency Ltd.

South Africa, pp. 201-203,
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(2) Increase of volition or therbulla- In this the

patient's behaviour is characterised by an abnormal facile

"release of voluntary acts, restlessness, constant activity,

violence, and destruction.

(3} Perversion of volition: This may be expressed

in one or other of the following forms:

(i) Impulsiveness, wherein the patient may engage in

sudden, more or less uncontrollable acts when in a state of

abnormal irritability.

(ii) Stereotypy, wherein the patient shows a morbid

tendency to remain in the same position, repeat tlie same

actions, or use the same words over and over again.

(iii)Perseveration, wherein the patient persists

in a particular actio@once it is begun, but the action

requires some external stimulus to set it off,.

(iv) Negativism, wherein the patient does the

opposite of what is expected or requested of him.

(v) Suggestibility, wherein ~ in contrast to

negativism -~ the patient displays automatic obedience. This

mode of behaviour may assume one or other of the following

forms: gatalepsy or flexibilitas cerea, in which the patient's

limbs remain indefinitely in the position in which they are

placed; echolalia, in which the patient repeats words or

phrases addressed to him; echopraxia, in which the patient

repeats actions performed in front of him,

(vi) Automatism, wherein the patient carries out

acts without being aware of their meaning or even of their

occurrence.

(vii) Posturing,wherein the patient strikes pecul-

iar attitudes which reflect the tone of the patient's general

mental state.

B. THE bYMPTOMATOLOGY OF SGHIZOPHRENIA EMERGING FROM

THE ASSOCIATED DISORGANISATION OF THE SOMATIC
SEGMENT or ThE PhRSONALITY.

The effects of psychic disorganisation are of necessity

transmitted sooner or latsr to the somatic segment of the
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personality, and the resultant psycho-somatic disorganisat-

ion gives rise to,a behaviour change more complex than here-
tofore. The increased coemplexity of this chahge 1s determ=-

ined by the disorganisation which proceeds apace in the

diverse components or "systems™ of the soma., Accordingly,

the complication of the symptomatology which occufs must be

examined with reference to each clinical system.

(a) The symptomatology of schizophrenia emerging from

the associated disorganisation of the central

nervous system,

This may be considered under the following heads:-

(1) Sleep:. This.may be disturbed during the

acute or chronic phase of the disorder,

(2) Fatigue: Some patients tire very easily, both
mentally and physically; while others may appear to be

guite indefatiguable,

(3) Headache: This is very common,'and may take

a great variety of forms,

(4) Sensory disturbance: Paraesthesia, hyperaes-

thesia, and analgesia are commonly present.

(5) Motor disturbances: These may include paral-

ysis, in the form of hemiplegia; idio-muscular contractions,

and fibrillary contractions.

{(6) Disturbances of co-ordination.

(7) Disturbances of reflexes - superficial and

deepe

(8) Psycho-motor tension states: These states

include the following: -

(i) Cagalegsz:. In this the patdéent may present an

ironed out facies with tense lines and features: or he may

persistently maintain a forced posture suggesting a state

of muscular rigidity, and also a certain degree of resis-

tance to passive movement; or he may go into the opposite‘

condition of "flexibilitas cerea" or "waxy flexibility",

wherein he becomes incapable of spontaneous movement; but
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maintains the exact position in which he is passively placed.

(ii) Stupor: In this a patient's reaction to
his environment may be markedly diminished or even entirely
absent., '

(iii) Stereotypy: The inclination to stereo-

typy in movement, action, posture, speech, writing,drawing,
musical performgnce, thought, and desire is commonly met

with in schigophrenia.

(iv) Mannerism: A patient may take on a certain
ﬁose which is artificial, stilted,'and pompous; or he may
“develop peculiar mannerisms as regards walking, washing,

dressing, eating and speaking.

(v) Negatigism: Negativistic behaviour may
assume an active or a passive form. In passive negativism,
the patient cannot.: or will not, do what is expéctéd of him;
in active negativism,_thg,papiént_may‘&b*éfﬁhéiiﬁﬁe'ver&
opposite of what is requested of him, or elSe something other

than what is expected.,

(vi) Command-automatism: A patient may obey

mote or less mechanically any and every suggestion and com=-
) i

ndhd coming from the outside, and without being able to

re8ist them in any way, Flexibilitas cerea has been included

by Kraepelin in the phenomenon of commandfautomépism. Echo=

praxia and Echolalia are common modalities of command—

automatism."ln this a patient may imitate an act or a ges-

ture or echo a sound or a voice without thinking, without

discrimination, and without any evidence of resistance.

(vii) "Internalautomatism: In this apatient's

modalities of behaviour are automatic, occurring without any

suggestion from an outside person,

Vviii) Impulsivity: Impulsive behaviour in the

schizophrenib is morefgften éﬁtomatic rather than affective
in character, and occurs readily in that type of patient whose
thought and sensory impressions arc constantly tormenting

hinm.

(ix) Spcech and writing deviations: Abnormal-
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ities in speech and writing are commonly present. Emotional

blocking, poverty of ideas, incoherence, clouding, delusions
and other anomalies are expressed in the language gf the
patients. The modality of speech, states Bleuler, inevit-
ably undergoes a great change., Cameron(?)has characterised
the talk of disorganised schizophrenics, on the basis of
studies of their behaviour in situations requiring verbal and
vmanipulatory solutions, as (1) asyndetic, i.e., lacking in
essantial connectives; (2) metonymic, i.e., lacking in pre-

cise definitive terms for whish approxXimate but related

terms or phrases are substituted (many of these being personal

idioms); (3) interpenetrative, i.e., having parts of one

theme appearing as intrusive gragments in another unrelated

theme; (4) ob¥érinclusive, i.e., speech making reference to

factual and imaginal material which are, however, remotely

related; (5) non-corresponding , i.e., speech which reflects

no correspondence between what the schizophrenic said and

what he actually did,

Graphological anomalies are not uncommon

(v) Symptomatology of schizophrenia emerging from

the associated disorganisation of cardio-

vascular system.

The cardio-vascular functions may become impaired in

schizophrenia. This may be reflected (i) in alterations in

the pulse rate; (ii) in changes in the blood-pressure; and (iii

in the vaso-motor disturbances which not infrequently occurs

(1) Bleuler, Op. Cit., pp. 147-148,
(2) N..ggmg on,éLQBBA:"Rgasgnin%, rgg{eSﬁion andsgogmunic§g-
izophrenics". sy¢hol., Monog, O,1; e
%19§8 : BE s%ug fn thigkingygn Sénite Biterioraton ant
schizophrenic disorganisation'", Amer, J. Psychol,.,51:
650-665; Idem (1939):"Deterioration and regression in
schizophrenic %hink'n%". J. Abnormal & Psychol., 34:
265-270; Idem 1939}: Schizophrenic thinking in a
pggglem-solving situation", J. Ment. Science, 85: 1612~
1085, 4

$©<) Vide (i) Bleuler, Op. cit,; (ii) Lingjaerde, C.L. Loane
and H. Strom (1950):"Variation of blood pressure
with age in schizophrenics", Nord. med.,43: 167-170;

(iii) M. Schachter (1949):"Characteristics of tension in
schizophrenic ¢conditions®™, Neurobiologica, 12: 163-167,
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(c) Symptomatology-emerging“from the associated

disorganisation of the.respiraﬁogy system.

Respiratory disturbances, e.g., pulmonary tuberculosis,

‘ . .
are not uncommon in schizophrenia,

(d) Symptomatology emerging from the associated disorgaﬁ-

isation of the gastro-~intestinal svstem.

The gastro-intestinal disturbances commpnly met with in

schizophrenia include (i) Anorexia - usually accompanied by
symptoms of gastric catarrh; (ii) Bulimia; (iii) Ptyalism;

(iv) Hyperchlorhydria; (v) Constipation, and (vi) Dyséntery

| <
and severe diarrhoea.

(e} Symptomatology emerging from thc associated .dige-

organisation of the genito~urinary system,

‘The urine output and the excretion of urea, chlorides,

Xk

‘and alkaline salts are variously affected in schizophrenia,

(f) Symptomatology emerging from the agsociated

disorganisation of the haemopoetic system,

The presence of chlorosis, anaemia, increased frag-

ility of the red cells and of an increased coagulation time

has been reported in different series of cases investigated
XXXX

by Kahlbaum, Steele, Vorster, Bruce, and Obici and Bonon.,
The frequency of schizophrenic psychoses in pernicious '
- (1)

anaemia has been reported on by Friedlander and Dagradi.

(g) Symptomatology emerging from the associated

disorganisation of the blood chemistry.

The disturbances in the blood chemistry of schizo-

phrenics does not appear to be marked. Thus Gottfried
(x) Vide (i) Annual Report of Commissioner of Mental

Hggiepe, Union of South Africa, 1949; (iig Regort of

thé Ministry of Health. Cmd, 8342, HIM.5.0. 1950;

(iii% Bleuler and B.A. Zurgilgen (1949):"Tuberkulose
(

und Schizophrenie". Wien, med, Wchschr.,99:357~358,
(xx) Vide (i) Annual Report of Commissioner of Mental Hygiene

Union of South Africa, 1949 0263 (1i) Regort of. the

Ministry of Health, Ufited Kiggdom, 1950, Cmd. 8342,
H.M.5.0. p. 82. | :

XXX) Vide Bleuler, op. cit., p. 163,

x¥xx) Vide Bleuler, op. cit., p. 164, ff.

(1) J.H. Friedlander & A,F, Dagradi (1949%:"Schizophrenic
psychosis with pernicious anaemia", Psychiat., Quart.,

25: pp. 444-456, , :
(2) S.Pe Gottfired,(1949);“Serum;probgin fractionation stud-
ies on schizophrenia"™; Psydho-somatic Med. 11:334-335,
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found that the mean total protein, albumin, globulin, the

albumin-globulin ratio, and euglobin values of schizophrenic
patienﬁs before treatment agreed closely with those obtained

for normals, and that the mean pseudo-globulin level differed

from the normal, being slightly higher. The blood sugar curv-

es follow a characteristic course in schizophrenia, according

: 1)
to Holmgren and Wohlfahrt(

(h) Symptomatology. emerging from the disturbed nutrit-

ional status.
12) : . .
Llopis, citing his experience with pellagrins during

the recent Spanish war, has stéted that mental disorders
are commonly enéod}ered in conditions of awitaminosis like
pellagra. The clinical symptoms, which may vary consider-
ably according té the severity of the avitaminosis, are
however, non-specific, and may'be indistinguishable from

a typical schizophrenia,

(1) Symptomatology emerging from the associated

malignant dsegeneration of the soma.
(3)

Schefflen has reported that carcinoma of the pancreas

was slightly more frequent in schizophrenic patients, al-

though the diSturbance of pathological types and sites was

the same as in the general population.

(j) Swymptomatology emerging from the associated

disorganisation of the endocrine system.

Thyroid dysfunction, like myxoedema, may produce &har-

acteristic paraphrenic or other psychotic symptoms, Su&h,

cases have been observed by the writer at the Johannesbursg

General Hospital.

(k) Symptomatology emerging from the associated

disorganisation of the skeletal system.

Trophic disturbances like osteomalacia and bone

TITH. Homgren and S. Wohlfahrt (1947): "Course of blood

sugar curve in mentall{ healthy subjects and in schizo-
phrenics during adrenalin tolerance tests for day and
night", Acta psychiat. et neurol. Supp. 46,pp.132-144,

(2) B, Llogis (1950):"La psychose pellagreuse et les groblemes
psychiatriques™, Schweiz. Arch, Neurol. Psychiat,,

66 : 172-192,
(3) A.E, Schefflen (1951):"Malignant tumours in the institut.

ionalised psychotic population™, Arch. Neurol. Psychiat.
66: 145-155, 3
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fragility have been described by Bleuler in old hospital

inmates.

(1) Symptomatology emerging from the associated

disorganisation of the cutancous system.

Disturbances in the function of the sweat glands have

been reported by Bleuler to occur in the various types of the

disorder. Thus sweating may be greatly increased in some
patients, but decreased in others - especially in conditions
of excitement. Localised sweating , c.g. of the hands has

been observed by the writer in a few cases.

(C) THE SYMPTOMATOLOGY OF SCHIZOPHRENIA EMERGING PRIMARILY

FROM THE DISORGANISATION OF THE SOMATIC SEGMENT OF
' THE PERSONALITY.

A symptomatology indistinguishable from that met with

in the functional type of schizophrenia may be met with in

~ primary disease conditions of one or other components of the

soma, These disease conditions include the following: -

(a) Infecpions: e.g.:-, .
(17 yphilis of the central nervous system,
viz.Meningoencephalitis type (general
paresis) ,
Meningovascular type (cerebral syphilis)
Intra~cranial gumma;

%ii) Tuberculous meningitis;
iil) Epidemic encephalitis;
(iv) Sydenham's chOrea;

etc., STC.

(b) Intoxication, €.g.: -
Alcoholic intoxication, presenting as

,Ei) Delirium tremens; |
i1)- - Korsakow's psychosis
(iii) Acute hallucinatdiors;

(c) Drug addiction or other exogenous poisoning, e.g.:

Addiction to opium and its derivatives,
to barbiturates, poisoning by metals,

gases, etc,

(&) Trauma, resulting in

—Ti) Traumatic delirium;
}i;) Post-traumatic personality disorders;
ii1) Post-traumatic mental deterioration.

(e) Cardio-vascular disorganisation, e.g.:

(i) Cerebral arteriosclerosis;
(ii) Cetebral embolism;
(1ii) Congestive cardiac failure.

(f) Renal disorganisation, e.g,.k ' :
~Chronic nephritis, presenting with uraemia
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Convulsive disorder, €.gy:~- .
(8) 1 pilep 1c’det%fioratlon;
(ii) Epileptic clouded states

(h) Senility, presenting with:
i Senile psychoses, €.8st ="
(1) Delirgogs and donfused types.

Depressed and agitated types.
Paranoid types.
- (ii) Alzheimer's disease
(iii) Involutional melancholia, e.g.i-
Melancholic type
Paranoid typec.

(i) Endocrine disease, €.g.:)
1 yrotoxicosis

(ii) Myxoedema

(j) Nutritional disorder, €.g.:-
' Pellagra;

(k) Neoplasia, €.8ei= ‘
1 Intracranial necoplasms
ii) Neoplasms outside the central nervous
systernt.

(1) Hereditary diseases, ©.Zei=
- (1) Multiple sclerosis
(ii) Paralysis .agitans
(iii) Huntington's chorea.

The symptomatology of schizophrenia, howsoever prod-

uced, may assume one of several patterns. Kraepelin has

described four fundamental forms of schizophrenia, viz:-

(a) The schizophrenia Simplex group or simple type.

In this disease type, the patient gradually loses inter-

(3

. " *
est, Instead of increasing in effectiveness during adol-.

escence and early childhood, tends to falter in his ability

to cope with the demands of his environment, The patient's

unconcern and apathy are at first misunderstood by friends

and relatives, and are not infrequently attributed by them

{

to "sheer indolence" or "lack of ambition". The striking

feature about the simple type of schizophrenia is that it is .

not characterised by emotional outbursts or by any obvious

halluoinatofy and deludional episodes, (N. Cameron) .

(b) The hebephrenic type:

This form of schizophrenia appears with sudden onset

in early puberty and is characterised by various affective

disturbances, by odd symbolic mannerisms, by silly incon-

gruous laughter, by bizarre notions, and by delusions which

(1) N. Cameron (1945):"™The Functional Psychoses", in J. Mc.
: V. Hunt: Personality and the Behaviour Disorders, The

Ronald Press Co., New York, Vol. 2, p. 893,
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are vague, unsystematised, and fragmentary. A patient of this

category is invariably torn by opposite emotions. Thus he
may affect pathos one moment, and give himself over to clown-
ing in the next, Melancholic andmanic excitements may appear
at one time in the course of the disease. Deterioration in
hebephrenia is always marked. Ihterfefence.with the fantas-
ies or activiﬁies of this type of patient 1s apt to elicit
sudden impulsive retaliation. (Noyes, 1939).

(¢) The catatonic tvpe.

In this group, the onset of the distinguishing symptoms
may be sudden or insidious. |

In cases of sudden onset, motility disorders predom-

inate'such as gﬁgggﬁand excitement, we well as the less
dramatic reactiqns or repétitions, posturing, gesturing, and .
grimacinge. 'The agitation in this hyperkinetic phase may

vary between manic and melancholic conditions, and confusional

and stuporose states. A period of quiescence may set in

in which the patient is able to correct his delusional

ideas, rid himself of his hallucinations, and resume elemen--
‘tary work again.
When the onset is insidious, the catatonia may appeai

with or without agitation, and with or without negativism.

The stupor in catatonic schizophrenia is an active and not

a passive immobility. Thus a patient may resist any attempt

made to change the position of his limbs or trunk. He may

remain quite observant, too, in spite of his stupor, and be

able to reéall'the chance remarks of a medical attendant, A

patient may come out of a stupor as suddenly as he goes'into

it, and then in response to some hallucinatory command, he

may suddenly attack a person, -and later go into stupor,
' (2) ' -
{Homburger), 1932 .

(d) The paranoid type:

In this category delusions dominate the clinical picture

L1 A, Noyes, (1939):Modern Clinical Psychiatry, 2nd Edition,

Philadelphia. Saunders. -
(2) A. Homburger (1932):"Allgemeine Symptomatologie :Motorik",

in Bumke, O.:Hamdbuch der Geisteskrankheiten, Bd.9:
Die Schizophrenie, Berlin, Springer.
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The delusions are mainly persecutory or grandiose in, gher-

acter. The somatic complaints met with in such patients,

especially.those of a hypochondriacal nature, are'co?sidered
' 1

to be delusional in some instances. (Billings, 1939) .

The paranoid delusions may at first be guite restricted in

| scope,fairly logical,and with congruant attitudes of resent -

ment, aggression, self-aggrandisement, anxiety, etc.; but
with increasing disorganisation, the scope and variety of
delusional topics increase, and for a time become less stable

and less logical. In patients given to delusions of per-

secution there is often a period of hallucinatory excitement;

mainly limited to the auditory sphere, and frequently com-

. o (2)
bined with marked confusion and disorientation.(Cameron, 1945) .
In every pattern of schizophrénic symptématology there

is nearly always present a degree of dementia, Thus schizo-

phrenic patients never act in acccrdance with the delusions

or distorted notions.

IT
METHODOLOGICAL APPROACH TO THE PROBLEM.

The description of the symptomatology of schizdphrenia

presented in the foregoing section, and which is based upon

the clinical observations of clinical investhgators, suggests

that the psychic disorganisation met with in the disorders

is not limited to the psyche, but that its effects are trans-

mitted to the soma as well; and that conversely, the effects

of disease occurring, in the first instance, in the soma are

not limited thereto, but are transmitted to the psyche. The
(3)
work of Selye, statés Le Vay has demonstrated that there is

"an intimate,connection between personality disorder and

emotional disturbance on the one hand, and physical disease

on the other; and it has provided, furthermore, the begin-

hing of a explanatiom in terms of the relation between stress

and target organs during disordered adaptation.” Selye has

(1) B. Billings:Handbook of Elementary Psychology and
Psychiatry, New York, Macmillan. Cited by Cameron

Op. cit. « 896,
Cameron (1945§. Op. cit., p. 896,

D. Levay (19525:"A Unitary conception of disease", The

British Journal for the Philosophy of Sc¢,,Vol. III
No. 10, pp. 157-168. , phy 3V O .

(2
(3

—

L
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shown that emotional-stimuli may be equally as effective
as physical stress in setting the adaptation mechanism in

"motion. The pituitary gland is intimately related to the

thalamic and subthalamic regions of the brain, and it can be

assumed that ecmotional stress is capable, not only of its
well-known property of affecting the blood vessels and vis-
cera through the vegetative nervous system, which has its
headquarters in this region, but also of stimulating the

anterior pituitary to secrete its corticotrophic hormones,:
so initiating the adaptation response on the hormonal sidee.
This direct connection betwéen emotion and the formation of
cortical hormones is important as knowledge accumulates about

the peripheral effects of these hormones."In psychoses like

schizophrenia, a typical bodily configuration suggests that

hormonal dysfunction is a constant part of the disease".
(1) :
(Le Vay, 1952) .

In the last twenty years a systematised school of

thought has developed, associated with the names of Flanders,

Dunbar, amd Franz Alexander in the United Statew and James

Halliday in Britain, which seeks to link causally particular

2
~personality types with particular diseases. ' Hallidaé in par-

ticular has shown that there is a significant association

between the emotionally upsetting event or situation and

the emergence or recurrence of the bodily diéturbande; that

there is a disproportion &n the sex incidenae of these dig-

orders; . and that they are

,commonly,in close relations of

such patients, exposed to the same emotional atmosphere,

than in thc general population, and that the patient who

develops one form of psychosomatic disorder is liable to suf-

fer recurrence, or the substitution of another form. Halliday

states further that the concept of a psychosomatic affection

bears resemblance to Selye's concept of stress diseases,

but in Western civilisation the common forms of stress are

not those of extremes of heat or cold or malnutrition, but

{17 David Le Vay (1952)™Hans oelye and a unitary conception
of disease". The Brit. J. for the Philosophy of Sc.,
Vol. III, No.10, Pp.157-168 '

(2) J. Halliddy (1950):"Significance of discovery of the

effects of cortisons", Lancet, 2. Sep., p. 365,
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emoticnal, and these stresses are.attended by dysfunction

"of the nervous and endccrine mechanisms which may take a

great variety of forms. The position has been well summer-
’ | (1)
ised by Weiss and English o "All illness®, they state, "is

a problem of disturbance of psychec and soma, hence all med-

icine is psychosomatic medicine. When this thoroughly

understood, there will no longer be a necessity for the

term psychosomatic medicine; Dboth parts of the term will
be implicit in the word"medicine".
In the light of the body of knowledge examined hefein,

it is apparent that the task confronting the clinical inves- .

tigator of a pérticular disorder, e.g. schizophrenia, log- .

| ically necessitates the determination of the psychological

and the physical factors contributory‘théreto and also the
relationship between them. Accordingly, the methodological
approach‘followed in this'study in regard to the invesﬁigat-'
ion of the particular problem of séhizophrenia consists in
the utilisation of such procedures as will facilitate the
identification ofvthé complex of factors which are oper-

ive within the humamicontinuum, - that is the body-mind-
surround, and which project the symptomatoiogy of‘the disore
der. The approach adoptéd accordingly embraée the following
procedures: -

(1) Investigation of personal history of patient.

This involves the collection of the following data:-

(a) In regard to the patient:

(1) Name

ii) - Age

iii) Birth order
iv) Place of birth
v) Sex

vi) Race

vii) Marital status

Qccupational status
ix) Occupational mobility
-Educational status
Economic status
Residential locus
Spatial mobility
Religious affiliation
Alcoholic addiction

Frequency

Quantity

Quality

R aRolakalia
< e e plepde e
~—d E. H—

<
[
[
[

(1] B. Weisg and 0.5. Wnglish, (1945):Dsychos e Modiol
) w5 Baunders oomp%ny,%ﬁiiage%%ﬁgayang oa éﬁ,ﬁ%.i%iE%:
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(xvi) Drug addiction
Freaquancy
Quantity

(xvii) Pasthiiﬁggses, or infections,
behaviour anomalies, etc,

.2+ 1. During intra’uterine life:.
conditions like infections,
eclampsia, traumatisms of
the motherO.,.Hydrocephalus,

other diseases of the

oe us®?
2. At birth: Promature labour

or difficult- or instrumental

delivery? with resulting

head injury? '

3., During infancy or childhood:

oomatic: mMeningltisSYe..
whooping .cough with intra-
cranial comglications,
convulsions®

Psvchlatrlc breathholding?
n1ghtmares°.°pur51stont
gnuresis?..stammering?..

nerveus mannersisms or
tics?..temper tantrums?.,.

nall—bltlngO..prolonged
thumb sucking?..inability
to play with other phll-

T dren? :
4, During adolsmcence or adult-

d:

M%g%ﬁam: Infections, e.g.:
mumps?..meningitis?.. ,
encephalitis?..abcesses?. ..
typhoid?..acute rheumatic
fever?,.chorea?,,small
pox?..diphtheria?..syph-
ilis?..Neurologic disor-
ders{other than above)?
Cardiac disorder?..
Respiratory disorders?.
Gastro-intestinal dis-
orders?..

Urinary dlﬁorders°..
Endocrine disorders?..
Disorders of the haemo-
Boietic system?..

isorders of the lym-
Bhatlc System?.., ; :

isorders of skeletal
Syatem?. e v e

S ical~-traumatic: QOper-
atlons and injuries in .
chronologlcal order.

Psychiatric: Neurosis©?,.
Psychesis?..special: man-
ifestations thereof in
form of ~ delingquency?..
crlmlnalltg ..truancy?.,
hoboism? omosexualltyO.u
grostltutlonO..alcoholism°

rug addiction?..religi-~ .
ous fanaticism?.. = and in

“the form of temporamental
abnormalities likeihypo- -
chondriacal disposition?
seclusiveness, emotional-
12bility?eeeees
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(xviii) Marital relationships:
Relationship with wife:
Age difference?....
Differences as to - educ
ational status?..temperamental
disposition?..economic status?
race?..sexual 1libido?..
religious affiliation?..
Relationships with children:
Emoticnal attachment to chil-
dren?..Emotional neglect by
) children®e.cess
(xix).  social participation: |
: Friendships?..Membership of clubs?,
Youth Associations?.. ctce.

(b) In regard to the patient'd parental family history
(i) The parents:

Age of Father..Mother
Race of Father..Mother
Nativity of Father..Mother
Marital relations:
HapDYesesoseNOt happy

Cause of broken home:
Peath of father, .Death of

-mother..Divorce, JDesertion
Re-marriage..poverty..drink
IncompatibilitVeeeoee
Duration of marriagee..e.. .
Religious affiliation:Father..
MOther....l'?
Educational. status:¥ather..
Mothereeseos
Occugational status:Father..
MO hero-o.o. ’
Occupational meobility:Father..
MchGI’..--'o .
Socio~econcmic stetus:Father.,.,
Mothersessss
Spatial mobility:Father..Mother
Medical History:

Tuberculosis:Father. .Mother.,.
Syphilis:Father, .Mother..

Blocd dgscyasia:Father..MothGr
Mental disorder:
Psychoneurosis:Father...
Mothere..
Psychosis:Father, .Mother..
Mental deficiency:Father..
Motheressos ’
Epilepsy :Father..Mother..
Habits:
Alcoholism:Father..Mother..
Drugs:Father. . Mother.,,
No. of children:
Ages.llt.anaosex..,oooolo
(ii) The Barent-child relationships:
. arental rejection?eeceee
Parental domination®?....
Parental overprotect@on?.s.e.
Parental perversion®...
(iii) " The sibling relationships:
Harmony..Jealousy..Quarrelling?
Patient's status in sibling
group:’ _
Fldest,seeee..YOUNZEST v aones

Only boy with sfsters.....
Only childessee
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(2) Investigation of psychic segment of patient's

perscnality.

This includes an examinaticn of ;-

(a) The general appearance and demeancur of patient:

(v) The history of present mental disorder:
Age at OnSGt.on ....date Of onsetgoélnn
Mode of onsets suddeRe...graduadlesecsecss
Farlier manifestat ionSesecees
_HosBital-record:
ate of admissicnecescoe
First diagnosSiSeecseeces
Treatmentecececosaeseses.
Date of dischargc.... :
(¢c) The present manifestations of mental disorder, c.g.
(1) Disturbances of cognition: ,
Autistic thinking ) : '
Delusions of:persSecution..grandeyr..
reference. ' :

Illusions:
Hallucinations: Auditory.......
kinaestheéliCeeeeooson.
Memory deviations:
Remote events:How old are you?..
When and where were you born?..
How many years were you at school?..
Recent events:Where do you live?,.
Where were you yesterday?..
When and how did you come.-to hos-
pital?....oO
Current events:How many meals did
you have to-day?..How often did
cu urinate to-day?...Did your
'id your bowels move to-day?....
Hypermnesia?
- Paramnesia? :
Deviations of association:
Deviations of attention:
(1) Inability to attend{aprosexia)
(ii) Increased attention
Hyperprosexia
Deviations(o por?entatio&:
(i) Time :
ii) Place
iii)Perscnal identity ‘
Peculiarities of conversation.....
Deviations of comprehension....
Deviations of judgment.e.ess
Intelligence gquotientes.es..
Psychometric testSeceeese

(ii) Disorders of affect:
Happy emctional svates:

Exaltation
Ecstagy
Buphoria
Unhappy emotional states: -
JDepression
Anxietg
spathy (Diminution or absence of
' emotionality)
Irritability:
, ATIZCT:
Fmotional instability:
(1ii) Uisfurbances O _conation:

Decrease of volition(abulia) or
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psychomotor retardation.

Increase of volition (hygérbulia)
or psychomotor excitement.,
Perversion of volition, e€.ge.:
ImpulsivenesSSeceses
StereotypPYoessscas
PerseveretioDesees
NegativiSMeeesoaas
S‘uggestibility'oo.oocoo .
Catalegsy(Flexibilitas cerea)
Echolaligecse :

Echopraxia....
AutomatisMesceosss

Posturingeeseceecses
(3) Investigation of the somatic segment'of the
R .. X
patient's personality.
This is done to establish, or exclude, the presence

of any primary'defect, such as a neurological, traumatic,
tokic, metabolic or nutritional disturbance, etc., which may
- be responsible‘for the psyéhotic condition; or, conversely,
to identify the secondary somatic defects precipitated by

the schizophrenic pattern of psychic disorganisation. Inves-

tigation of the somatic segment thus involves the following:-

(a) Observation of general physical appearance, €.g.:
Physique(constitution type)...Development.....

NutritioNeeeososees DehydratioNeecasses
Dysgpnoea........ COIJgh.ﬂ.l.....Q.
PallOI‘.........oo . CyanOSiSOCOOCGOO
Oedemaeceosessens

Skin: BruiseSe.seSCaTrSeeeeDCdSOreSacos

Jaundice...rash,.,..petichiae,..
Halroooo.ouon.-N&llSao.o.l.d....

VaricositieSeacoveee
DeformatieSeeesescea

Head Ell‘ld NeCk: Face.--’.scalp...-e eS.--.GaI'S..o. :
' Nos€sas.septum...throat..tonsilseaes

Thyroid..........pulsations.-.o.....

(b) Examination of the central nervous svstem:
This embraces examination of the following:-

(i) Speech functions:-

l. Spoken speech:
‘£D€VT§f%Bﬁ§“from normal articulation, €.g.:

Stammering,.....;olallin§ SpeeChecososscs
Screamingeeeseccesstacatioseeescesscensna

Slurringecseceeco

D’ysal:'thria........eana.l‘thria......... -
Revliations from normal interpretation of

Spoken specch, €.ge:-
‘-Wor@adegfnoés. ©

2. Written speech:=- . :
Uevia%ions 0f interpretation, e.g.
' visual aphasiases.
Deviations of production, €.g.
paragraphia '
(ii) Cranial nerve functions:-
olfactory nerve:

(x) Th@ plan of this section of our investigation is based oh
{i)Hutchison & Hunter(1952):Clinical Methods, Cassel & Co.,

London; and (ii) Purves-Stewart {(19%2): The Dia i
Nervoud Diseases, Edward Arnold,(Londgn. gno§1s Of.
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ANOSMiGoeeceessssso e PATOSMIBc0aascss

Hallucinations of smell.cceceocse
Second or Optic Nerve:
Acuity of visione...ess. AMblyopieccess
AmauroSliSececssaee
Field of vision: Concentric diminutione...
Gentral scotomlcesoss
Hemianopsia:
Su%erior....infgrior...oe
Bitemporal....binasaless..

Colour sense:
Third ,Fourth and Sixth Nerves:
3rd Nerve: PtOSiSeeeseoss
—— Pupil dilated and unable to
contractecescese

Loss of power to accommodate
1O0Nceveaecns : ’

4th Nerve: Impaired power of downward
movemen e & 0 o0 o0
6th Nerve: Inability to move eye
' outward.ceseos,
Diplopia on looking outward.....
Pupils: SiZ€seeesesShaDCoceess
Mobility: . o
Reaction to lightesiees

Reaction to accommod-
atioNesecs ‘

' -Cilio-spinal movement
Fifth Nerve: : of pupilecsscss :

fThe sensory root:

First or ophthalmig division: ) :
0SS _of sensibilivy oi conjunctiva,lach-
rymal gland, mesial part of skin of nose
as far as tip, the upper eyelilds,
the forehead, and the scalp as #ar as
the verteXeesoeoeosseo :

COI‘neal I'@erX - abOliShed? @ ® e 00000

Second or superior maxillary division:
Loss of sensibility of cheek, front of
temple,  lower eyelid, and its conjunc-
tiva, "side of nosey; "upper lip, upper
teeth, lining membrane of nose, upper
part of pharynx, roof of mouth, soft"
palate, and tonsilSeececese
Loss of palate reflex, .

Third or inferior maxillary division :

joined by the motor root:
LL,oss of sensibility oT lower part of
face, lower lip, side of head, the ear,

the tongue, lower teethicesseae
The motor root:

Paralysis of muscles of mastication .....
Paralysis of tenser tympani..osse
Seventh Nerve(Facial): '
Paralysis of muscles of face and ScalDeso.
Affee%ed side of Tface expressionless.?.‘..
Naso-labial fold less pronounced on '
.one sid€esesaco
Furrows of the brow smoothed OUteesocess
- Eye more widely open than the other.....
Mouth drawn toyheglthy Sid€esscse
Patient unable to whistl€.ceseeo
Eighth Nerve: (Auditory): : .
Impairment of hearing.....Rinne's TesStessc.

Weber's Test.....abnormal auditory sen~
sgtions , e.g. TinnituSevesee

Hyperaesthesia of auditory nerve (hyper-
ACUSLIS) cooeenss

Hallucinations of soundesssese
VertigOsecesecace
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Ninth Nerve(Glossopharyngeal):
Impairment of power of taste in the -

posterior part of the tongueeseese
Absence of pharyngeal refleéXeesjpe

Egnzg~ﬂﬁ§x§ (Vagus): | ‘
aralysis of soft palate, pharynx and
larynXeecosees
Regurgitation of fluids through nose

On swallowingeee oo -
Inabilit¥ to pronounce words requiring
complete closure of the nasogha;ynxo
Absence of movement of palate during
phonationeesss
Voice hoarse and de€Pessscss
Blementh Nerve: .
T pParalysis of upper part of trapezius,
€.8., patient unable to shrug shoul-

der against passive resistanc€eec.s
Paralysis of sternomastoid causing

weakness in rotation of chin towards
the opposite sideeces

Twelfth Nerve (hypoglossal):

Paralysis of muscles of tongue, e.g.,
Can patient move tonguc?eoece
Any wasting of tongue?eeceee

Cervical sympathetic: .

ANy S1ghs 01 paralysis, €.Ze
Recession of eyeballeeeoses,
Slight drooping of upper 1lidoeese.
Contraction of pupil with absence of

dilatation on shading the eye or
instillation of cocain€esee..

Abolition of eiliospinal refleXses..
Absence of sweating on corresponding
~ half of head and neck and over
whole upper limb on same side,..
(iii) Motor functions: PP . '
l. Investigation of motor power:
{1) Upper limb:
Claw hand?ceeocess
Progressive muscular atrophy?esess
WI‘iSt—-dI‘Op?. [ B AR B Y 3
(1i) Trunk muscles: _
Weakness of muscles of abdomenN?eecess
Babinskits "rising-up Sign®?eeecses. .
Paralysis of a portion of abdominal
) Wall?eeesse
(1ii)The head muscles:
(iv) The lower 1imb:
Paresis?eseees
Paralysis?eceecs
Hemiplesia%eeseoe
Paraplegia?.cee e
Monoplegia?asssesn
2. Investigation of muscular co-ordination:
{17 In the UPPET 1iMb%eeese. '
(ii) Inkhe lower 1imb%.....
" Rombergisy (in Tabes)%eceese
Adiodokokinesia (in Friedmwich's
.y . AtaXia)?.oo-- '
-3« Nutrition of muscles:
Atroghy or wasting of any muscles?..,
_ Pseudo-hypertrophy of any muscleS?...
4. Mascle tone: . R
Hypertonia or spasticibyV?ecesse -
eag.?i} Spasgicity?%g lesion of
. pyramidal tracts?....
(ii) Muscular rigidity in extra-
pyramidal motor disorders:
€eos~ ‘
Paralysis agitans
Parkinsonism following
encephalitis lethargica

H
H
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H 6ton a‘P..'..ﬂ..... .o N
‘Xg.g. %i) in tabes; (ii) in chorea;

-{iii) in cerebellar disorderse.es.
ContractureS?ceseaee

Kernig's sign:- :
T €.8. (1) meningitis; (ii)_sub-
arachroid haemorrhage; (iii)
' sciatica.
5, Abnormal muscular movements: v
(i) Any exaggerated involuntary muscular
coptractions (spasm)®ese...
(1i) Contwunuous {(tonic) muscular contrac-

tions?..... . B .

(iii)Intermittent (clonic) muscular con-
traCtionS?.....-- ’ :

(iv) Tetanic spasm, e.g, in tetanus , in
strychnlpgpélsonlng, hydrophoﬁla,
hysterical fitsS?.asee

(v) Tetany (intermitting spasms of mus=-
cles) as in hypocalcaemia®eeecss

(vi) Convulsions, e.g: ‘ .
in a whole group of muscles, as in
epilepsSy?e e
sn individual muscles, as in
éﬁcé%halitis lethargiéa?....

(vii) Tremor, e.g.: ) ;
Fine tremor , as in :Egophthalmic

goitre, alcoholism, metallic
POisoNing?esece .

Intention tremor, as in disseminat-
ion sclerosis?seesese |
(viii)Fibrillary twitching(clonic contrac-
tion of individual fibres in a
muscle) as in progressive mus-

cular atrophy?eyescece

(ix) Choreic movements {involuntary

movements of a purpose-like char-
acter occurring in individual
muscles)e.g. in chorea minor or

. St, Vitus Dance?eeceves. .

(x) Ties (co-ordinated, repetitive, pur-

. pOSive aCtS)?oo.ooo

(xi) Athetosis (slow muscular contrace .

tions which lead to continuous and

deliberate twisting movements es-
pecially affecting the hands and

' feet) .
(iv) Sensory functions:
l. Tactile sensibility:

Anaesthesia?eceese

Hyperaesthesia, e.g. in-
hysteria, alcoholic peripheral
neuritis‘?.. o e & s

Delayed conduction_ of stimuli, e.g.
in tabes, alcoholic peripheral

neuritis?eeeeccss
2. Sensibility to pain:
(i) Superficial pain?.ee..
(ii) Pressure pain?..c....
Analgesia, e.g. Often absent in
tabes.
Hyperalgesiafeeesoses
3¢ Thermal sensibility:
Thresholds for heat and cold?ees.
4, Sense of position (Tested with patients eyes
. closed):
Apprseciation of movement:
(i) Direction?eese..

(ii) Extent?eseeee
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5, Reeognition of size, shape and form:
' ASTCTEOBN0S1S esvnse
6 Appreciation of weight:
i) By hands®eeeeeee
il) By feeﬁ?........ :
7 e Appreciation of vibration or pallaesthesia:
Absent or diminished 1n -
(1) Tabes
ii). Peripheral neuritis
jii) Diabetes
8. Abnormal sensations, €.8.:-~ . . .
Paraesthesia - (experienced by patient in
absence of external stimulus) e.g.:-
"needles and pins", numbnegs, heats and
chills,pressure, girdle pain - as in tabes,
lightning psin - as in tabes, pruritds,
formication.
(v) Reflexes:
1. Superficial reflexes: . )
absent in : (1)  Anaesthesia of skin
(ii) Disease of sensory fibres

of posterior nerve roots;
-{1iii) Changes in the grey matter

of the cord; .

(iv) Lesions of moftor nerve
fibres;

(v) Lesions of fibres of mus-"

cles; -
absent or diminished on ﬁaralysed gside in
' hemiplegia
(i) Plantar reflex:
NOoTmAaL{TIE€XO0T) response?esess .
Extensor response (Babinski's sign}?...
Present in organic lesions of the
pyramidal tract »
Flexor response present in - °
Functional paralysis, tabes, and
peripheral neuritis, and polio
myelitis - provided reflex arc is
intact, and_in paralysis agitens,
myopathy and chorea.

(ii) ZEpigastric _and abdominal reflexes:
PresSent (NorTmal] ?eessss

Absent ( as when pyramidal tract of
the same side is” in any way affected)
(iii) Superficial reflexes dependent on

cranial nerves:

Conjunctival (depending on the integ-
rity of the 5th(sensory
and Vth(motor Ceacne )

alat (degending on integrity
of glossopharyngeal and
the vagus nervesP?....

2., Deep or tendon reflexes: _
{1/  Knee jerk { 3rd and 4th lumbar segment
of spine) }
Present?.....absent{e.g. tabes,peri-
' pheral neuritis)?..
Exaggerated (e.g, in ugper motor
lesions, in hysteria, and
other functional condit-~
.. ionS)?oooano
(ii) Ankle jerk(lst amd 2nd sacral segments)

Present?....absent?...,exaggerated?...
Ankle clonus: Present (when there is

disease affecting lst and
3rd sacral segment)?eees
. absent?eeee
(iii) Triceps =~ or elbow jerk (7th and 8th
cervical segments):
Present?iceeoescabsent®eseeesss
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(iv) Biceps or flexer 3erk(5th and 6th
cervical)
Present9..... absent?eee.
(v) - Wrist jerk (6th cervical)
Present?e... 2bsent?eeeces
(vi) Jaw jerk (Motor nucleus of 5th Nerve)
5' Organic reflexes and sphlnters
(i) Deglutition:
T pitfriculty in swallow1ng
(ii) Defaecation {4th and 5th sacral seg-
ments) '
Incontinence 2eeseewn s
‘Difficultymin act?eeeess
: TenesmUS?eeccsees )
(1ii) Micturition: (1llth and 12th Thoracic
1st Lumbar, and 2nd rd
4th sacral segments)
Retention?.eeeese
Incontinence?sseesse
lefloulty or pain in act?esee.e
(vi) Trophlc functions:
’ Nutrition of different tissues or organs may
be impaired in diseases of the nervous system,-
(i) The bones:
Brittle from interstitial absorp-
tion%eevees
Spontaneous fracture(in oesteopathy)
©(ii) The joints:
Painless effusion with or without
atrophy, or enlargement of the
articuldr ends of the bones?.s e
Bones and €01nts involved together
(osteo-arthropathies)
(iii) The skin:
Erythema°....Perforat1n§ ulcers as
in tabes, diabetes?.ee..
Gangrene?....Painless Whitlows?,eess
(iv) BEpidermic appendage:
Alopecia?....nails dry and brittle?..

{v) Muscles: -
' ALTODNY?eoosace
(vi) Glandular organs, c.2. testes
The ATTrODNY Y e evens
Eea, .
l. The pupils:
A Reactions to_ light?.....to accommodat ?
2« The fundus oculi: & ton?
(i) The optic disec: ‘
ShapeO....ColourQ....Atronhy°....
Edge of disc: Papilloedecmpi(as in-
increased intracran-
ial pressure, e.g.
cerebral tumour,
T.B., meningitis,
meningococcal men-
ingitis,
chronic nephritis,
malignant hyperten—
_sion,
anaemia)?e.eees
Surroundlngs Of diSClesesscnss
(ii) The blood vessels:

Pulsation (as in aortlc regurgit-
ation)?eceececcecs

Haemorrhages(as in -~ hyperten-
sion,chronic heph-
rltls, aplastic an-’
aemia, leukaemia,
thrombopenic purpura

retlnal_arterlo—
SCleroSisS)Peeecess
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(iii)The macular region:
En01rcIeH“6§%WETte spots(as in

hypertensive retinitis)?.....
(iv) Periphery:
T Stigmata of -

Disseminated chor01d1tls°.....
‘Retinitis pegmentosa?eesss

Hypertensive reftinitis?eecece
Diabetic retinitis?escess
- Leuccaemiec retinitis?.sse

Choroidal milliary TeBe?eeceve
Cerebro-spinal fluid:

1, Colour: .
gar (as in health)?eeseccs

(dye to,pus or red blood cells)?
Clo%rgégmatlon' (gs in menlngltls, cereleml
tumour or in polqneurltls),
b C iogical examination
° VPEGO%YBOblS, o7 6XCE8S Of CellS?easvea
Polymorphoneclear pleocytosis(as in men-

g1ltisPeooeso
Lymphocytic pleocyt051s(as in syphllls)

Mixed type of pleoc¥t051s as n T.B.,
meningitis and poliomyelitis)?esess

» ical examination:
: QQQ%@@@Lns —Normal amount ( i.e. trace of
albumin and hardly any glob-

ulin, and total proteln not
more than 35 mgms per 100

cCS CeSeFe)?e0nain
jL in increased(as in G.Pele)?eeess

1“ in

1luco: Normal amount (i.e. 50 to 7
mgms. glucose per 100 ccs

Dlm%né hed(as in acute mﬁnlng-
it1 EERE

Chlorides:Normal amount (i.e. about 750

mgms, per 100 cCS)Pegaee
Diminisbed (as in menlngltla)

Increased (as in renal effici-
Wasse¢mdnn reaction: ency)
Positive (in G.P.I. in 100%, in Tabes
. . ln 80?).0.0..00
Negative:iseocoeoeooss
Tange's Colloidal gold test:
~ Positive {in syphilis of C.N.S.)%ceues
{¢) Examination of the cardio-vascular system:
_ T THTS INVOIvES The TolLlowing procedures: -
(1) Inspection of precordia -
10 Gecermine
o Yorm of precordia
« loVEments

Pt i Sl

cu@

i

1

2 .
gi) In the precordlal region, e.g.:Apex beat?
i1) Outside precordial Tegion: e.g.

pulgations in root of neck?eeeeee
5. Pr&sence or absence of distended veins on
the chest wall or in the neck.
(2) Palpitation -
' to confirm or modify results obtalned by

inspection, viz.:
1.Form of precold1a°
2 Movepﬁggfmpf = - :
TETTTTADPEX beaty viz. position?...character?..
(i)} Other precordiul pulsations?eeeccscs
(1ii) Pulsations outside precordla
BQV;bratlons

nating within the heart?seee e,
l r é%natlng exocardially (frlctlon)5

fB‘Percuss:on e

to determine the bounderies of the heart
and surrounding viscera, etc..
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(4) Auscultati on of the heart and vessels:
to determine -
the character of the heart sounds w1th
respect to -
(i?p Intensity of first and 2nd sounds?

ii) Reduplication of 1lst or 2nd sounds
iii) Regular?....lrregulal?eecsecss
(iv) Quality,e.g. abnormal murmurs?..e.s
(5) Examination of Pulse:
0 determine -
(i) the ratese....(1i) the ThythMeeses

(iii) the volume.....(iv)the condition
of wallSeeeee

(6) Examination of Blood Pressure:
VETOLIC DICSBULCccsesssse

Diastolic pressurcseseecse
(7) Blectrocardiographic examination
fWhen specially indicated)

(8) Radiological examination
3 Wﬁ‘e"n"g"‘s peeially 1ndicated)
(a) Examlnqtlon of the respiratory system:
Thils embraces =~

(1) Inspection, to determine -
1. Form of &hest: -

Normal®eoeoeoabnOrmal?eeceose
2. Movements of chest:

(i), Rate per minute?sesecsce
i1) Ratio between respiratory rate and

UlSCPe0sees
(iii) gm og..
Insplratlon prolonged?......
. Explratlon prolonged?eess oo
(iv) Type
(v) Character
(2) Percussion, to determine -
(1) The bounderies of the lungs
(ii) The resonance of the lungs
(3) -Palpation, to determine - v
l. Form of chest
2. Movements of chest
3o Vibrations:

éi) Fremitus
i1) Vocal fremitus

increased...diminished...absehtses.

. 4, Tenderness
(4) Auscultation, to determinec

1. GCharacter of respiratory sounds:
1) vesicular

(ii) Broncial breathing-
2. Vocal resonance

Increased...dlmlnlshed...absent.o.
5. Accompaniments
(1) Rales...f{ii)Friction...(iii)sounds...
(5) Radiological examination of chest
(Where specia]ly inﬁlcaﬁeai

(6 )1 EXﬁmknatlon of 88 um, §ggra01ng -

gye_insp
i ULV LU
21{) 8olour Y

(iii) Odour

2o Nhﬁ%g§coplc examination, for .
_ ular rucﬁures like pus, etc.

ii)- Bacterla, €. g.,Tubercle bacillus,
preumococci, etce.
(e) Examination of haemopoietic system:

This embraces amon% other things -
(1) The study of cellular changeS, viz.::

1. Haemoglobin determination
2+- Enummeration of red cells

Se Enumeration of leucocytes
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4, Differentidi leucocyte count. : v
54 Observat ions on the red cells in a stained -
blood film, e.g. for nucleated red cells,
reticulocytes, abnormalities in size, ab-
normalities in shape, etc, . )
6e Observation on the leucocytes in a stained
blood film, e.g. for mature cells, or ime
mature cells like myelocytes, myeioblasts, etc.
(2) The study of serological changes, €.g.:

Flocculation and precipitation tests, as in

syphilis.
(3) The study of physical and chemical changes, c.g.
le "Sedimentatdon of red cells -
(Increased in all conditions where there is
tissue breakdown, e.g. cancer.)
2 Fragility of red cells
(ingyea?ed in most cases of acholuric jaun-
ice
3. Bilirubinaemia

) (Increased in obstructive jaundice).
(f) Examination of lymphatic system:

To determine whether there is - .

(1) A generalised enlargement of lymphatic glands,
as occurs in:- ’ '
Lymphatic leukaemia
Hodgkin's Disease, etc. '

(2) A localised lymphatic glandular enlargement, as
occurs 1in sepsis, l.B., and malignan iséase.

(g) Examination of the alimentary system and abdomen:

This embraces , among other things, the following:-
(1) ZExamination of the mothh, viz.:-

Lipssssesteetheecco@UMSeessetONgUCevsase
{2) ZExamination of the throat, viz:-
Palateoetocfauoas.on-upharynX.letobreathcoott
(3) Examination of the abdomen,by -
lnspeCtlonl‘UOOQ.'D
Palpation.esocceces
Percussionesecoees
Auscultationeecess
(4) ZExamination of abdominal viscera, viz.:-
StomacChecesooases
leerl...iﬁo...(.
Gall-bladdereses.
SPleeNescsseccens
KidneySoeeceoeoano
The Urine: -~
Quantity....;......-
COlO'uroooaoooc.tooeo

DenSity.o-oooooao-oo
ReactiONsieeeeeossons

Bloodttolnooiaoeacto
Sugarooo.-.oouooa.ono
B-"ile.oo.ooocooote‘oc

Pus.‘.'..'.“....'-.’.

Micrsocopic appearance of urinary

' deposits.
Intestines

Character Of St00l.eecesenses

Bile.....ot..ﬂI.......O.....

_ Haemorrhageivoeosssasscssene
(h) Examination of the locomotory system:
BoneS........I..ﬂ
Vertebral columleseseeess
Skullcﬁﬁ.'.'-.lﬂl
Galt, eogo:"
Sgaspic A1t Pceeanoase
Ataxic gait(in tabesS)?eeeeeesns
Reeling gait(in cerebellar ataxial?...
Festinant gait(in paralysis agitans)?..
Waddllng-gait(gn pgeudozhyper rophié
aralysis)?...and in congenital
gislocation of_the,hip)?%.....
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High-stepping gait(from peripheral
: neuritis affecting -
“antr. tibial nerve)?. -
(1) Examination of the cutaneous system:
This embraces inspection for the following:-

Pallor{as in various anaemic states)?eececees

Yellowness (as in haemolytic jaundice, when,
tint is pale lemon yellow; Or 1n
obstructive jaundice, when tint

‘ is dark yellow)Peeeess

Bronzing ( as in AddiBon's Disease)?eeescse

Barthy tint (as dn chronic malaria, in syph-

ilis or in cancer)?esves

Dusky tint( as in heart failure)?.ecee

Eruptions -

Erythemdtous?....Macular?........

Papular?sesesesesvesicular?eveces
Pustular?oo-.cr'oPurpurlc?béooo'o
" UlCErSTeessesesacscasans ) ‘

Scars?,........o;......
11T,

SOURCES OF CLINICAL MATERIAL.

Thre clinical material discussed herein was personally
investigated by the writer and was derived from the following

sources: -

(1) The Sterkfontein Hospital, Krugersdorp, where -
(i) A group of 15 schizophrenic patients,both male
~ ang female were personally examined both clinic-
ally and psycheatrically on a number of success-

ive occasions covering a period of approxdmately
100 hours. :

(This group is referred to in the text as the
wAWTGTOUpP OL patients). )
(ii) The data of a group of 50 patients were examined

to evaluvate the factors of age, heredity, and
marital status, economic status, educational wc.

status, residential status, population density in
" the etlology of the disorder. "

(This group is referred to in the text as the
"X* sroup of patients.)

(2{ The Neuro-psychgatric Degartment of the Johannesburg .
General Hospital where the data of a group of 50 patients

were examined in order to,evaluate further the factor of

heredity, marital status, oc¢cupational status, economic.stét-

us, educational status, residential status, and population

density in the etiology of the disorder.

» (This group is referred to in the text as the
ny" oroup of patientsS.).

- (3) The Annual Reports of the Commissioner of Mental
Hygiene of the Union_of South Africa, in which data were anal-
ysed with a view to determining the tactors of sex, race, and
nativity in the etiology of the disorder.

(Tqis group is referred to in the.text as the
T ETOUp

(4) The private medical practice .of the writer in
which 6 patients with organic disease and presenting a

gchizoform symptomatology were investigated,

(This group of patients is referred to
in the TeXt as the "BY group).
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The data in regard to thé personal histofy of the "A"
group of patients were obtained only in part-from the clinic-
al records made available to the writer at the Sterkfonteiln
Hospital; Dbut as these were inadequate from the point of

view of the special character or our investigation, we found

ourselves obligated to communicate with the parents or close

relatives of the patients concerned, In eight instances we

were able to make direct contact with relatives on the Sun-

day afternoon when they visited the Hospital, and arrangements

were then made by the writer to visit them at their homes.

In the remaining seven instances, contact was made with the

parents or close relatives either by writing or by teleph-~

one, and again arrangements were made for the writer to visit

them at the home. Home visits had to be répeatéd at least

twice in each case, as we found that relatives were under-

standably shy of confiding the intimate private details of

their lives, ' A knowledge of English and Afrikaans enabled

the writer to establish a certain measure of confidence. The

reaction of the affected families to the presence of insanity

in the family circle varied a great deal. Thus some regarded

it as a "social disaster® in that "it had spoiled the chances

of marriage for the daughters in the family". Some said that

it had been"a protracted agony" and that they "could not

bear it any longer". Some said thgt their child "had been

bewitched by an evil eye". And some said wildly:"Why should
it happen to pweple like us?"

Not all the information which we sought could be ob-

tained from parents -~ where these existed - and invariably

it had to be supplemented by interrogating a brother, a sis-

ter, or even an in-law. Some questions which we put to

[

one member of a family would be repeated~to another in

order to ensure accuracy in regard to certain details upon
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which the final analysis was to be made.

Furthermore, in five instances, data relating to the

personal history of patients had necessarily to be supplem-

ented by the perusal of records at the Neuropsychiatric

| Department of the Johannesbiurg General Hospital and at the

offices of the Mental Hygiene Society of the Witwatersrand,

Johannesburg, through which channels these patiéents had

initially passed before referral to the Sterkfontein Hos-

pital, Krugersdorp.

The data obtained. by the interrogation of relatives,

by the examination of the patients themselveé, and through

the perusal of supplementary records, are mobilised in the

ensuing chapters under the following,heads:-

I The presentatdon of the data;

II The analysis of the data;

III Evaluation of response to treatment;

v Conclusions.
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CHAP. 1II.
PRESENTATION QF THE DATA.

The data presented herewith relate to (a) thé~"A"
group of patients, and (b) the "B" group of patients, The
nA® group of patients were found, in our investigatdon, to
be without any organic basis for the attendant schizophrenie

disorder, while the "B" group were found to have an organic

basis for the condition. Ten cases selected from the "A"™
v . ,

' group are presented hereunder for illustrative purposes, the
data in each case representing a cross-section of the

human contlnuum, wherein are exposed the complex of factors
oontrlbutory both to the causatlon and symptomdtology of the
disorder.' The data relating to the "B" group of cases are
likewise presented, but are of #more limited character and
yet adéquate from the point of view of identifying the fac~
tors responsible for the emergence of the schizophreniform

symptomatology. ' .
(A)  THE VA" GROUP OF CASES.

CASE NO.L1.

(1) Patient's personal history:

(a) Patient-~---, an Buropean male; aged 26 years; the
gldest of 5 children; borﬁf‘i%*?ﬁﬁﬁﬁﬁé sburg; single; by

occupation a storemqn in the Navy, but subsequently , after
discharge from the Navy during Worla War II, was in three

different clerical jobs for short pcrlods haV1ng to abandon
tnémfarr‘cﬁ‘aﬁtﬁﬁﬁtlﬁr“h1s nervousness; passed matriculat ion;
cconomic status was fair, having earned about £35 a month

as a clerk, resided lﬂvvvv-Str. Bertrams ; parents had

six changes of residence w1th1n 12 years, but patient has

lived apart from-them for varglng peraéods ; Dbelonged to the
Jewish religion, but had spent his earlier years at a Cath-

olic Boarding School, later embracing the Catholic faith and
then renouncing it; was not addicted to alcohol; was ad-

dicted to drugs to the extent of taking Secconal and Luminal
in 1% grain doses at nlght on account of 1nsomn1a.

Past illnesses: The period of gestation of the mother
of the patient was not attended by any toxaemia of pregnancy,

and patient's birth was noptmal.

During infancy patient had measles, whooping-cough,
and mumps., He suffered from occasional night terrors; he

was afraid to go to sleep because of the fear of dying in the



4.

night; he would then read from his prayer-book and ask
God to protect him from evil,

During adolescence, patient contracted virus 'flu on
a number occasions , and always bggcame delirious with

a high temperature, He was always afraid of dying. He had
no other serious illness. He developed masturbatory habltg
at about the age of 13 years., One day he was caught by his

father and given a thrashing. Thinking that he had done
something s%ameful, the patient ran away from home and made

his way to Durban and from there wrote to his father that
he wished to die and that he was going to drown himself in

the sea, Thec boy was subsequently found in a state of
destitution by the Police and sent badk home,

Social participation: Patient had one schoolboY_friegd
and even then they scldom went out together as they lived in
different suburbs. He belonged to no youth clubs and rarely
went to bioscopes -~ as "there was just not enough money for
these things", Patient was at one time deeply In love with
a school-girl friend of his;  she was considered verg beaut-
iful, but she would have noﬁhing to do with him as she con-
sidered him somewhat odd and gawky; once he savedlup enough
money to buy her a volume of Shakespeare's plays, thinking _
thatyfhis wguld awaken her interestpin him, bu¥ dhe returned
it with a note saying that after due consideration with her
mother, she could not possibly accept it; this was a big
blow to the patient, and his suffering was made worse by

the fact that other members of the family maede_a mocker¥ of
his discomfiture; patient was not gquite himself after that;

he avoided his familg, kept a good deal to himself, and be-
haved like a beaten dog

.

(b) Patient's parcntal family history: The age of the
father Wag"SI*aﬁﬁ"ﬁg”tﬁ@'mﬁtﬁ@T“4¥3 both parents were born
of the Jewish race and religion; both parents were born

TIBelgium; and both had a primary School education; father
was a tailor, and always in same trade, and earned £40-£60

a month; mother was always a housewife. Parents lived in
sEme nouse for 18 years but had to move because area had

deteriorated.

Medical history: Father was asthmatic, was shy and

withdrawn, snd given to anxiet¥. The mother had rheumatiic
fever and was under treatment for mitraI~steénosis. There

was no evidence of grave mental disorder in the rest of the
family. The number of chIldren 1in vhe tamily was 5, two

girls and three boys aged 17,19,21,24 and 26 years,

The father-mother relationships were not happy, and

were marred by the struggle to make ends meet; gg%rrelling
between the parents occurred at intervals, but usually

stopped_as_quickly as they flared u and_ the angry words
spoﬁen by bgth pagties-wege invariagiy followed‘%yyremorse.

There was, however, no {oy in their lives, and they scemed
to be incapable of kindling it in their childrcn.

. JThe parent-child relationships were unsatisfacborg;
patien as domy € 4 ather, and over-loved by the
mother. The attitude of the parents to thc other siblings
was similar except that in the case of the one daughter

sg@cial favouritism was shown. The unsatisfactory parent-
child relationships were due largely to the culture-conflict

in the home, The parents &ept doggedly to the ways and
manners of their homeland, while the children were over-

whelmingly orientated to the culture of South Africa,

The sibling relations were fair, Patient,however,
was somewhat jealous of a younger brother who had made greater

educational progress than himself to the extent that he
had taken a geg%ee at the University.
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(2) Psychiatric investigation of the patient:

istory of present disorder: The age of the pat=-
tont '3 JRbSEory of present disorder:. ioncwas®sd’ yensst and
the date of onset the earlier part of 1946, The mode of onset
appeared to be gradual. In 1943, while on service with the
Royal Navy, patient's ship was repeatedly exposed to dive-

bombing attacks, which had a shattering effect upon his_-
‘nerves. Bome months later, while on ac¢tive service in India,

he contracted amoebic dysentery, and was brought back to
Wynberg Hospital, 1in € Cape, where he was treated with
Emetine, E.B.l. and other drugs. He had recurrences of diar-

rhoea, and received altogether fice_courses of Emetine treat-~
ment. He continued to complain of laxity of bowels (three
stools a dag) without blood or mucus - abdominal cramps and
peri-anal chafing. Recently he had recurrences of blood in
the stools. Also, in 1943, while in India, patient twisted

his left ankle while coming down a gangway, and his left
anklIe nas since remained weak with a tendency to inversion

when running,., Patient was hospitalised for three weeks in
India with an anxiety state, the symptoms of which were insom-
nia, forgetfulness, and jumpiness._ These symptoms recurred on
his return to the Union in rch, 1946, and led to the initial
period of treatment at ----- Hospital qohannesbur%. Phgsical
examination at this time revealed nofhlng except for a barely
palpable tender liver edge and hypermobility at the left

ankle joint,

On 12.9., 1946, patient was admitted to the —~--- Hospital
complaining of being nervy ahd jumpy,.of having nightmares

and , of difficultg,in concentrating. Observation of the |
patient at this time showed that Ae was poorly co-operative

at Physical training and Occugational Therapy. He always
had some excuse for not attendinge He was,however, noted to

mix well and to te_take advantage of the recreational facilit-
ies. He slpet well. Patient was treated at first by super-
ficial psychotherapy and ordinary hospital routine, and on the

18th Oct,,1946,he was transferred at his own regwest to the
Dispersal Depof for final discharge from the U.D.F. Patient

then went into clerical employment. However, he had to
abandon his employment on account of the recurrence of his
nervousness, and he was subsequently readmitted to the =~—e---
Hospital on 13.3.1947, His employment had entailed much
strain, and, in addition to becoming tense and anxious, he

began to suffer from insomnia and to experience a recurrence
of the diarrhoses from which he had suffered in the Far East.
He remained without employment for two months, and stayed at
Toc H during that time. He was taken back on strength on
15.2.47, and referred for further treatment. Subsequently
patient was referred to the Demobilisation Readjustment Of-

fTicer for financial assistance to attend the course in Commerce
at the University. On 2nd May he was referred to Dr,—----

Pypsician-specialist, who regarded the case as chronic
amoeb1§81s, and suggested a course of Biodoquin and Sulpha-
quanadine, which was dulg carried out. The orthopaedic
surgeon, éapt. ————— y made a diagnosis of complete rupture
of external lateral ligament of the left ankle joint, and
considered the condition probably due to the alieged injury;
he ordered an appliance, and considered the disability to

be lS%mfor a recurrent dislocation of the left ankle., The

ophthalmologist, Dre=--== , reported a mild chronic conjunce—
tivitis, On the 20th June, 1947, the patient was transferred
TO the O.P.D. of the =—=w-- ﬁOSpitél, He continued his Univ-

ersity studies, and was able to be boarded when his University

Grant came through In June 1947 atient complained of hi
inability to make ﬁrogress at his’Ugiversity sgudies; heh%gs

unable to concentrate, apd had recurrence of anxiety. He was
referred to a Psychologist, Dr, ==-== y WnO noted In him a per-~

sistance of anxiety, acute self-consciousness with incipient

projection of his inferiority feelings onto his envir
in ghe form of suspigion thgt one o% the tests Wasldgg?ggg-
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ately designed to make a laughing-stock of him, Patient
waslgdwise§ to discontinue h%s University studies. On 12.11.

1947 atient was readmitted to -=--- Hospital because of a
seriéspof extraordinary statements he hag made at 0.P.D.
interviews in regard to the signifcance of numbers. He

stated that various numbers signified good, and other numbers
evil., He remarked that the wa% pcople sat’had peculiar sig-

nificance, and at subsequent interviecws revealed a thought-
content which was fantastic and illogical, Thus patien

felt that "it was very significant that Dre~--—- was wearing

a red tie on a MondaY. In view of his lack of interest, .
vagueness, withdrawal, and preoccupation With the rancastic,

a diagnosis of schizophrenia simglex‘was made, and patient
was glven a course O Teactmen 7 oigh Dosage Insulin and
Electro-convulsive Therapy. The investigation and treatment

of his bowel condition was cgntinued at the same time, Pat-
ient's condition inproved. ﬁe was discharged, re-admitted and

discharged on a number of occasions since,

(b) General appearance and demeanour of patient:

Examined on Sep. 1952, patient appeared to be untidy,

and his hair was dishevelled., He sgemed to be Bmtirely un-
aware of his. slovenly appeargnce. He stared into vacancy

for a while and periodically became highly introtensive,

clenching his fists as he_struggled to reply to guestions.,
He looked as though he had been behind prison walls for years

and had forgotten what the outside world had ever looked like.
Patient looked anxious and frightened, and freguently picked

at his clothing during the interview, When asked what was

the matter, patient got up quietly and gtood in a corner with
his back towards us, and said:"Give my love to my people”,

and then began to cry. He thought that he had been punished
for his shortcomings, and felt that he ough © commip SU=-
icide., Patient'!s general trend was pessimistic and self-

depreciatory. He felt that he had .come benﬁmbed,'aﬁ'a that

Egrts of his body looked as though they did not belong to
iMe

Disturbances of cognition were manifest, and took the.
form T auty C g, mpaired memory for remote and
recent events, and, to a lesser extent, for current events.
Patient was also dlsorientated for timé and place, but hot
as to his personal identity. His speech was slow, laboured,

and_stacatto, indicating a degree of blockiné. His powers |
of logical association were impaired; ™ ChUsS he expressed his

ideas in a bizarre manner, saying, for exemple:"My soul is
white because my hair is black"™. "Patient's powers of com-~
prehension were impaired to the extent that he was slow to
grasp a total situation; thus when given gencil and paper
and asked to sign his name, he took an intensely long Time
to respond., Patient was uneble to solve simple arithmetical
problems such as items 47 (1) on the Individual Scale of the
National Burgau of Educational Research, and he.did not know
who was the Prime Minister of the Union’of South Africa, or
which was the Administrative Capital. Patient's insight

was impaired, having no understanding of the general nature,
course and implications of his disorder; he attributed his
mental condition to gurely physical factors such as the
climate., He had no delusions” or hallucinations of any kind.
His mental age on the Individual Scsle of the N.B.E.R. was
Dule Years.

Disturbances of affect were clearly evident. Patient

looked nervous, gitpery and depregsed. He said he could
not carry on, znd wished he were dead. The patient'!s mood
was worried and sad and at times his description of his com-

plaint was not in harmony with his mood. Thus he wore a sad
expression while recalling some joyful memory of his boyhood.

Disturbances of conation were present to the extent
that patient did not have the will to live, and his volition
was generally decreased,
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(3) Physical examination of the patient:

(a) General physical appearance:

Patient was an asthenic type ‘and.his autrPtional
status was impaired, NO Sbnormalifies like parlor,cyanosis,

dyspnoea, etc,, werec detected., His height was 5'10" and
hgspweigﬁt 131’ 1bs, !

(b) Central Nervous Sgstem:
Speech functions: impaired; articulation  was
.slow and laboured. x

Cranial nerve functions were intact.

Motor functions: Motor power, muscular co-ordin-
ation, and muscle-tong were
difficult to assess. Slight
atrophy of muscles of left
leg on account of disuse due
to recurrent dislocatdon of

left ankle; no abnormal muse
cular movements,

Sensory functions: These were difficult to assess,
on account of subjective fac~
tors on part of patient. ’
Reflexes: Superficial reflexes present.
Deep reflexes exaggerated,
particularly supinator; knee
and ankle jerks.,
Organic relfexes normal,
'rophic functions:No abnormalities detected.
The eye: Pupils react sluggishly to
' light and accommodation.
Fundus oculi: No abnormal-
ities present,
{c) Cardiovascular System:
No abnormalities detectcd bg inspection, percus-
sion, palpation or auscultation. .
B.P. 125/80; P.R.:70, regular, equal in time
and force, .
(d) Respiratory System:
No abnormalities detected by, inspection ercus-
" “sion, paipa%?on, or auscu¥tatign o » P
(e) Haemopoietic System:

Investigation of cellular content of blood was

not indicated by clinical examination.
(f) Lymphatic System:
No avnormalities detected, :
(g) Alimentary System: .
No abnormalities in mouth or throat. Liver edge .
palpable and tender; abdominal wall tender
in left iliac region.
(h) Endocrine System:
No abnormalities detected.
(1) Locomotory System:
DIsTocatrion of left ankle joint.
) . Gait is slow.
(i) Cutaneous System:
Cheilosis present; pellagrous condition of

skin evident,

—

_Pati?nt responded to High Dosage Insulin Therapy; and
was given in all 24 comas. The duration of treatment was

approximately six weeks.

CASE NOQ.2.

(1) Patient's personal history:

(a Paticnt «---a- an European male, aged 36 vyears
the elgest of six children DY L1T8T marriag%; bornyin N}

————

Transvaal; single; by occupation a farm labourer, assisted
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his father on tobacco farm for 8 years, then joined Army in
1840, but discharged after 2 years on account of nervous
disturbance; 1left school in Std. VII, was impecunious: nag
lived on farm in N, Transvaal all his working life, buf had
sgent the last 7 months on Calvinia; had had only one chanée
of regidence ; belonged to the —===-a Church; was not—addicte
to drugs or to @alcohols

Past illnesses: Patient's birth was normal, the mother'c
pregnalicy veing uneventful., Durifig infancy, patient had
German measles, chicken pox,and Whoopiqg‘cough;. was terrif-
ied of going to school, as he was afraid of the teachers and
being bullied by the older boys; could not de simple arith-

metic sums when_ in Std. III, and he had %yeat difficulty in
learning to read. During adolescence, patient had no serious

medical illness; but was always a lonely boy, and always
hypercritical of the membefs of hi¥§ Tamily; he would often
say that they could not understand him; he had certain sex
difficulties durin% his late teens; his sexval interests
extended to the clothing of his 51sﬁers; and aunt once accused
him of being g pervert and said that_"the curse of Cain"

would be upon him and that there would be hell and brimstone
for him when he died; patient began to believe that he was

steeped in the sins of the flesh, and that no good would
ever come to him,

Social participation: Patient joined the boy scouts as
a youth, and became a bugler; he could not take part in
boxing because,his head would begin to throb_and his nerves
would become too tense. The friends of his Boy Scout days
soon disappeared as they grew older, He could not mix with
them as he always felt overpowered by their free and easy
talk and behaviour, He was passionately fond of some girls,

but they didn't seem yo like him. They thought he was a
little queer and guite unlike the general fun of boys who

were full of fun and animal spirits., They nicknamed him
"the minister"” because he always wore a solemn face and was

abstemious in his habitse.

(b) DPatient's parental family history: The age of the
father was 83 and mother had died two years ago at the age
of 63 years; both parents were European and Afrikaans-

- speaking and of the samec religious persuasion; father was

born in the Transvaal,and the mother in the Cape; _father
a primary school education , and mother passed Std. IV;

father was by occupation a farmer, earned between £30 and
£40 a month, afid Was umable to malntain a decent living stan-
for his family; mother was a housewife; spatial mobility

of parents was almost nil, having lived on same farm for
almost 30 years, '

Medical history: Father had alway$ been a healthy
giant of a man; was quick-tempered in his relationships

with the patient; would speak very little to his family at
the tabde, and wads inclined to reggrd them as an oneroug

burden, The mother always felt socially inferior to other
people in the neighbourhoos and was, to the annoyance of

her children, always over-friendly to strangers; she suffered

from asthma. There had never Ween any evidence of grave
mental disorder in the rést of the family. The father had

6_children by his first marriage and 7 children by his second.

The father-mother relationships: were inadecquate,
Ther@‘WEE“ﬁB"Iﬁvg“UEtW€§ﬁ'tﬁ§mT‘E§d they always seemed to be
perpetually afraid of one another, There was no drunken-
ness nor any vicious atmosphere in the home, but there was

always poverty and struggle, and the burden of both scemed

too much to bear, There was never any time over for the
giving and receiving of affection. The parents remained

strangers to one another down the years of their married life,




. 39 [

The parent-child relationships: were far from satis-
fagtorv., The father always wore a severe and sullen ex-
pressign, and che cnildreg really thought that he was a strong-
"willed man with a masterful personality whose only fault was -

that he was poor; but later the children began to entertain
gtave doubtspaboﬁt the strength of their fatfier's character,

and soon began to despise him openly. The father then began
to~withdrawgfrom his family, ang instead of helping the mother
with the children he would spend most of his nights playing

dominoes in a Greek cafe in the nearby village, and there
boast of the financial acumen which hé never actually pos-

sesed., The mother was humble, of a retiring disposition,

and always f&It sclf-conscious in the presence of strangers;
she had sad eyes and spent her nights in praying for brighter
days which were never to come. The mother transmitted her
disposition to her children, and her memory kept them to-
gether for a number of years after her death. When her el-
dest child became afflicted with mental disorder she went

inmto the backyard to cry and to ask "Why should it happen

to_people like us?" The patient's mental illness hastened her
end, for she bore him a certain tender love.

The sibling relations were guite unsatisfactory. There
was g great deal of frictiom between the sibling children

and the step~children. The latter had it in Tor the gatient
and in fact resented his presence in the hosuehold. he

father, however, was quite indifferent to the friction that
want on between the two sets of children, for he regarded
them all as a burden to himself. Patient used to keep a
photograph of his mother in his breast pocket; but when the
stepmother discovered this she incited her own children to
tease him about being a "Mummy's darling'". This would lead
to fisticuffs among the children, and when the father inter-
vened, 1t was but to %ive'ghe patient a thrashing with a riem.
The children 8lcept 3 To 4 in a room, with only a paraffin
lamp to illuminate it, When one wanted to read , the other
wanted to sleep, and this was an added cause of strife among
the children. '

(2) _Psychiatric investigation of the patient:

(a) History of .the present disorder:

.. The age of the patient at the cnset of the Eresent
condition Was 34 years, according to & Statement by the
relatives; Dbut close questioning showed rather that patient's
present méental condition had its beginning in childhood. As
a child he already showed evidence of being unhappy. He

played very little with other ¢hildren ,and was on that ac-
count regarded as difficult. He went tOo school at the age

of 7, but his scholastic progress was poor., Thus he reached
Std. IV only at the age o? 16, He found the lessons extremely
difficult, and failed three times., He tried very hard to be
like other boys. He used to pray to God 2 im,

he fasted befgre an exan.,, ho%ing tﬁat theOLg;%pw%t%d gggronce
his prayer., But patient failed his exam. His father was
annoyed, and made him leave school. Patient was thus obliged

to work with his father who was a "bywoner® on the farm of a
Mr o == « The boy planted tobacco a%g wheat and received 33

per cent of the earnings, On the farm the pationt scemed
quite happy, was very quiet, but not very friendly. He was
good at his work, however, =and his parents were pleased that
he at_last had some ability in this direction., But _patient
was all too prone to worry about small things that didn't at
all matter, and occasionally he would lose his_ temper for
sport periods if he did not get his own way. Patient's social
1life at this time was very circumscribed. He never went out

with girsl.His main diversion in his spare time was readin
the Bible. He would never read any other book, He indulgéd

in no sport. His speech was not peculiar, and there was
nothing outstanding about ,what he 8aid, Fe never laughed at
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any jokes made by the members of his family, and never made
jokes himself. He was like this for a number of years. In
the past year, that is in 1951, paticent became more reticent

than ever, and spoke only in gnswer to.direct guestions, but
ne was still ablg to cargy onqw1th his physical work, When

World War II broke out, patient was encouraged by his familX
to join the army, as they felt that "miXing w1tp other people
in the rough might knock the nonsense out of him". But
atient did not do so. He began to have outbursts of bad
emper and to swear a great deal without any provocation.
Whenever he was addressed by his brothers and sisters he would
not answer, He compalined %o them that his body felt all
numb,and that at times he could not hear properly. One day

while working in the fields, he suddenly beggn to cry._  He
was seized w%th sudden bter.‘r"or. He wasyafra?d of the lone-

liness of the veld., He was afraid of dying. That night the
patient could not sleep. The following day he was taken to a
doctor in =-=--= , 18 miles away. The family was informed
that his®senuwces het ingegee ondat hy_ so hard _gewerk het'".
The patient was given in%e%tions and gills, and “these helped

to sedate him for a few hours, Patient next began to complain
of pain in the stomach. He felt he could not work because of

his crying, and so he went to live with his brother in -----
for one month, Later his family sent him to stag_with another
" brother in «---- , thinking that”this might help him. But -

patient continued to act peculiarly., He would sit down in
one place and look blankly into space.for about 5~10 minutes,

and then all of a sudden he would burst out singing. At other

times he would bend down to the floor and make the motion of
scrubbing; or he would sit for long periods simply plucking

at his clothes, or he would stand in the doarway ih a fixed
position without even moving. Patient never recognised the
members of his family while going through these acts. He

would later watch them sugpiciously. He would refuse to take
his food, or to speak, unless spoken to. He had to be led

to his bed at night, For days he would never sit down eXcept
for meals. He would continually pick at his nose without

a handkerchief , or continually scratch his face and neck,
or continually scrape on an identical spot on the wall day.
after day. ,Patisnt was never able to carry out any of the
small domestic chores expected of him, He ne¥er befouled
himself, and never committed any immodest or immoral act. The
family were not able to say whether the patient had any
delusions or hallucingtions, but they were definite that he
had no epileptic seizures., Patient was finally admitted to
the -ww=- Hospital in September, 1952, with a diagnosis of
schizophrenia ca¥atonica. At this Hospital he was treated
with High Dosage Insulin, and after a period of three months

he was dischsrged as "improved".

(b) General appearance and demeancur of patient as at
oeptember, 1952.

The patient looked much older than his years; he had a

vacant stare, and looked forlorn and apprchensive; his dem-
eanour was subdued; he answered all questions in a slow
drawling fashion. His affect was impaired; he spoke monot-
onously without any_ emotdon, although occasionally he smiled
and grinned fatuously. He knew he had been in hoSpital,

and when asked for what reason, he said that he had "funn
feelings™ in his abdomen that went up to his mouth and mage
him feel very ill, Patient gave the impression of being a

mental defective with schizophrenic features,

Disturbances of cognition were manifest. Patientts
thoughts were austistic , and had no relation to objective

reality. Hig attention . was poorly sustained throughout the
interview. He Was diforientated for time, but not for place

or personal identity. His powers of comprehension and
logical association were impaired. HiS Speech was slow and
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laboured, énd there was no evidence of neologism or echo-

1 is memory was impaired for remote events and,to a les-
ég%lgiteﬁt, 0 cent evgnts. He had the delusion that peop-

le were following him, and that they were constantly talking
about him and threateﬁing him. He constantly picked at¥ ﬁiS'
shirt throughout the interview, and when asked to refrain

just went on_as though he were completely degf. Patient
%ngﬁg insight into thegnature or thepcause of his condition,.

He believed that God had punished him because he had taken to
the Bible too late. Patignt's M,A. on the Individual Scale

of the N.,B.E.R. was 3,8 years. Patient smiled and grimaced

alternately at different stages of the interview, and towards
the close Ke began to cry, agking "Who am 12" "Where is my

home?" Finally, the patient lapsed into a state of degression,
and kept his head averted while we endeavoured desperately :
to contact him. There appeared to be no association between

his mood and thought content.

Disturbances of conation were manifest, and were in the
nature o apbulia , Hi1S chiiel mannerism consisted in a rest-

less tugging of his shirt,

(3) Physical examination of the patient:

(a) General phvsicalaabpearance:

Patient was an athletic type. His nutritional status
was poor, No abnormaITfT§§”likgppallor,‘UVEEﬁSTET“@tET"W@re
present, He had marked acne of the face. His height was
5'103" and his wéight was 142 1bs,

(b) Central Nervous System: i. Pat . la
- S ot . ., were impaired, Patient wou
peeeh. functions: . begin 5 sentence and then

complete it onlg after an in-
terval of five to ten seconds

Cranial nerve functions:were intact,

Motor functions: could not be assessed as pat.
was resistive and negativis-

tic when an attempt was made
to test for motor power,mus-
cular co-ordination,and mus-
cle tone.,There was,however,
no atrophy of muscies,and no
. abnormal muscular movements,
Sensory functions: were likewise difficult to
assess on account of pat-

ient's shallowness of affect.
Reflexes: Superficial abdominal reflex-

es could not be elicited,but
the plantor reflex was tlex-
or. Deep reflexes were pres-

ent,but not exaggerated.Or-
ganic reflexes wére normal.

Trophic functions: were normal
Tne eye: , Pupils reacted sluggishly to

light and accommodation.The

fundus oculi was normal in
appearance.,

(c) Cardiovascular System:
No abnormallties were detscted by inspection,

palpation, percussion,or auscultation. The

B.P. was 110/72; _the P,R. was 68, and the beat
regular, and equal in time and force,

(d) Haemopoietic System:
investigation of blood was not indicated by the
clinical examination of the patient.,

g Respiratory System: nil.
sfg EYﬁSﬁﬁfib"gﬁs%émT"

Clinical examination revelaed no abnormalities,
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Alimentary System: .
(&) No gross abnormalities were detected.

Clinically patient was edentulous. .
Halitosis was present; and topgge heavily furred.

Genito-urinary System: L. )

() Thera Wwers no ciinical indications of renal
dysfunction. There was no albumen , sugar, or
pus in the urine. :

i Endocrine System:
(1) NG abnormalities detected.
(j) Locomotor System:

i 's sait was slow and deliberate. The second
ngéegﬁirdgtoes of his right foot had the hammer-

toe deformity; but this was not responsible for
the peculiarlﬁy of his gait.
(k) Cutaneous System:
T%e ﬁnly abnormalities were acne of the face and
ack. :

Patient responded to High Dosage Insulin Therapy, and
was given altogether 32 comas. The duration of his treat-

ment was approximately 8 weeks,

CASE NO., 3.

(1) Patient's personal history:

(a) Patient ----- , an European male, aged 21 years,
the second eldest of seven children, born in Jeppes, Johan-
nesburg, single, by occupation an outTitter's salesman; was
in 5 diffeérent jobs 1n the space of 2% years; left school in

Std, VI; had earned £20-£25 a month, but was now impecunious;
resided with parents in Bertrams, Jéhannesburg; spatial

mobility high in that his different jobs took him into 8
iTTerent towns in the Transvaal; was not attacheéd to any

church; was not addicted to alcohol or drugs.

Past medical history: Patient's health was normal, but
mother developed kidneg trouble during pregnancy and subse-
quently suffered from high blood pressure. During infancy,
patient contracted infantile diarrhoea, and, in the course
of the illness, segticaemia developed; he got a mastoid
abcess in both €a¥rs, &  operation by a Johann€®SUUrg ear-
nose-and-throat surgeon saved his life; patient became thin
and emaciated after these two severe iilnesses, and it took
him more than three years to recover his strength; he was

always afraid of beiné left alone; lKe alwa¥s wanted his fath-
er to b 1 ¢ , but his Tather was a quiet,
dour sort of man who never showed any emotional warmth; pat-
ient nevertheless always yearned for his father's affection;
at school patient made poor progress; he learned to read much

later than the majority of children_ in his class; he could
not add or subtract like other children, and as a result was

regarded by his teacher as a dunce and made to stand in a
corner wearing a dunce cap, while all thé other children
shouted out in chorus:'"Dunce, dunce, double "D"L"; patient

thereafter was afpaid to §o to school, and, as an esxcuse
often shammed i €58, HI ergave him'a thrashing and
forced him to go to school; 1later, at the age of 11 atient

became ill with typhoid fever; he was taken fo hospifa where
he spent 8 weecks; patient lost 2 ycars schooling as a result

of his illness, and he felt very bitter about the fact that
he was somewhat older than the average boy in his class; when

he returned to school after his attack of enteric fever, he
found that he could not concentrate, and that he was partic-
ularly poor at arithmetic; he failed in all his arithmetic
tests and so was mocked by the boys and dubbed a failure; the
boys at school used to gréet hum With the words:"Hello,failurec*”
During adolsscence, patient had no_severe ghysical illnesses,
put he aIways compialned of being depressed; he used to say
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that there was a funny pressure in his head, which madg him
feel half-conscious o¥ Els urroundings; patient had defin-

ite sex difficulties %ust after the age of puberty; he used
to masturbate Tairly irequently; once he was caught 1in bed
with his sister's corset; his sister threatened him that she

d tell the parents unless he did everything she asked,
gg%%ent g%ew topfear his sister, and on one occasion actually

ran away from home, thinking that she had secretly informed
the pargnts of "thé terriblé thing" that he had done.

ial participation: Patient never mixed readily with
other %%%%I%Tgiﬁéiwag“ﬁtways shy and self-conscious; he had
one or two friends at the primary school, but as he grew
older, he became lonely; hearly all his school friends
had gone to high school , and a number went on later to the

University and became professional men; but he just became a
rolling~sgone, always going from one job to another, and

never hap in any one of them; he brooded_intenselg over
the fact Egat the social distance between himself an h}s,
former acquaintances had increased with the year®; paticnt

was fond of certain girls he knew, but he begame sclf-conscilous
in their company, and was afraid that they might laugh him

out of court because of the gawky ways he was supposed to

have; patient joined the Boy Scouts for a while, but he soon

left because he could not stand being bossed about by the
patrol~leader, '

(b) ‘Patient's parental family history: The age of the
father was 48 and the mother 45; father and mother were both

Eurogean; father was born in Poland and mother in Latvia;
ould read EngTTS8n but was unable to write 1it; mother

was completel¥ illiterate in English, and was letrate onl
in Yiddish; h® Tacher was by occupationan outfitter, an
his stroc was patronised mainly by mine native®; the mother

was a housewife, and occasionally assisted her husband during
the afternoon; "father was in thé business for very many years;

the family, as a whole, were poor, and were just able to make
ends meet; the parents had 1ived in the same house for about

12 years, but were hoping to move to a better area for the
sake of the girls,as soon as the bond was paid off.

Medical history: The father was a quiet, reserved type
of man, but occasionally he would have outbursts of temper,
which would,however, last_only for a short while., These
outbursts weére usuaily followed by an attack of asthma ,
which would subside as soon as he had been given an injection
of adrcnalin by the family doctor. The mother suffered from
heart disease which followed an attack of rheumatic fever
some ten years previously. 6 She could not lie up in bed for
the three months period which the doctor had prescribed, and

her breathlessness on exertiom became worse as the years
went bye.

| The father-mother relationships ~were anythin% but
adequate, € parcncs seldom ad anything to say to one
another, When they went out walking , the father always went

ahead of the mother as though he were half-ashamed of her,
They seldom quarrelled with one another, but would sit on the

verandah for hours on end without a_word ever passing between
them., The silence between them would occasionally bé

broken by a passing reference to friends and relations in
the old country.

The parent-child relationships: were unsatisfatboyy. -
The parents never appeared to take an active interest in
the affairs of their children, for there was always that
insuperable cultural barrier betwecen them. The parents grew

to be afraid of their children because they were acguiring
an cducation and a smartness which they thémseclves Iacked and
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which bade fair to widening the chasm between them, The
children in timedeveloped a special contempt for the father,
because he was " a rceligious fanatic with his face buried in
the past"; and they rebelled against attending thc daily
religious services, because they felt that it was somehow
divorced from the immediate realities of 1life. The parents
were never actually cruel to the children, but they could not

understand the new world to which they now belonged. The
children could not come to the parents with thelr daily

grobl@ms. They werc inclined too readily to put their chil-
ren in the wrong without considering the facts of a matter
which had weighed in their favour. The children as a result
grew up with a sense of loneliness ahd developed a ?eeling of
inferiority, Home became of sort of prison from which the
children sought to excape, Nevertheless the parents showed
great concern for the children when they were 1ll, and the

children, in turn, had a certain compassion for the parents.

Sibling relations: The children got on well together

when they were young, but when they left_school and went to
work, thgy begag togdrift slowly a%art. E&ch had his own
interests, and the differences in salary earned engendered
certain jealousices among them, but were not serious enough
to disrupt their day-to-day rclationships.

(2) Psychiatric investigation of the patient:

(a) History of the present disorder: The age of the
patient at the onset of the present condition was 18 years.

He had always been highly strung, and his_state of nervous
tension became worse at about the age of 16 years, when he

developed difficulties of & sexual nature, Once while playing
in the backyard a girl cousin sat on his knees. He developed
an orgasm and had a seminal emission, the nature of which

he did not understand. He cayght a fright, but found
nevertheless, that the scnsatidn was not unpleasant, an

he developed the habit of masturbation. He used to hear

from his friends that masturbation was a cause of insanity;

and as a result he made everymeffort to break his secret
habit, He thought he would bc able to overcome it by

becoming friendly with a young attractive girl in the neigh-
bourhood, He bought her a present for her birthday, and
took her out once or twice to the bioscope., One day his

mother noticed that the boy who was usuallg moros¢ had now
become too happy, and when she found out that a girl was

the cause of this change, she warned him that it would be
dangerous for him to carry on his affair, as the girl would
make him spend all his money and ruin him in various ways.
The Eatient protested that it was only an innocent affair,
but his mother said he was getting some dangerous ideas into
his hcad., She reminded him that he had to,help to support
the family for many years yet. As the months went by patient
began to find the_home atmosphere stuffy and burdensome,
On"Sundays he would leave home soon aftér breakfast and

yhen go for a long walk to the Kensington Koppies. Here he
would sit and dream and look at the tall city buildings in
the far distance. Once towards nightfall, things became sud-
denly dark in front of his eyes, a%d he tﬁoughtghe was going
blind. He became afraid of being there alone. He made for
home queickly and ran a good deal of the distance. When he

arrived home that night his family were at the table finishin
their supper. They %sked him ste¥nly where he had been €

and whg he looked so strange. He then looked into the mir-
ror and said:"Do I look strange?", and went straight to bed
with his clothes on. As the months went by, patient began to

lose all confidence in himself and could not face_up to his
job. He began to forget to do %h ngs, and had endless trouble

with his firm, Patient now became suspicious, and believed
that different people were persecuting him. He began to*gay

strange things guch as :"My father is always laughdng , always
confused, and is something of a gangster, but he is not the
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husband of my mother, nor the father of his children®. Pat-

ient's behaviour remaincd tolerably fair for a few months
ég%e.s A% a later stage he found hgmself faced with the prob-
lem of choosing between two jobs. He found this "an extreme-
ly difficult task" and chosc the one with the lower salary.
But he was soon asked to leave, the reason given being that

he couln't concentrate and couldn®s remember”., Patient then
gﬁgamq a rolling-stone, going from job to JOb.‘ He became

B tufn an office boy, a clerk, an assistant window-dresser,
and finally a learner salesman, but only for a very short
t?me. %at%ent %elt that he colldn't carry on, He was in des-
pair, and harboured thoughts of suicidc. _Patient was treated
by his family doctor for scveral months with sedat}ves,'but
his condition deteriorated, and finally he was admitted, on

the certificate of two psychiatrists, to the ----=- Hospital,

with the diagnosis of "“simple schizophrenia guery anxiety_
neurosis”,

(b) General appearance and demeanour of patient as at
October, 1952, '

Patient sat slumped in the chair and looked downcast
all the time. He had a confused stare; he laughed in a
childish superficial manner; he was hypomanic, had slight

feelings of unreality, and evinced a tendency to theatrical
mannerisms. He did hot know what he was doing in the -----

Hospital. He said he had been uncertain of things all his
1ife. He blamed himself "for not fighting track". He volun-
teered that he had never had sexuval relations; he "never

ave it a thought®, as he was afraid his girl friend would
%ose respect %%r nim. He "3ust wanted fr%endshlp". He hoped

the woman he would onec day marry would.be a virgin. He com-
plained of feeling strange. "Half the time", he stated, "I
don't know where I ame....Am I mad?"...."A noise comes into my
sleep and wakes me, I feel scared that I might be found out
and certificd mad or somcthing like that...Why does not God get
rid of me? He can't help me", Patient complained further that
he was being done in by "a great agony, by some mix-up", and he

Eroceeded to demonstrate this with his open hands around his
ead, He felt that he was now being punished by God for his

misdeeds, He felt strange, "I'm sure I am not myself", he
said, "I keep on testing myself, I understand now - I am
scared tne whole time"., He was ashamed of his mother because

she lived in poverty. He wanted to commit suicide.

. Disturbances of cognition were marnifest in the pat-
ient. "His mental processes wcre autistic in character and

bor little or no relation_to his objective environment,
His attentdon was difficult to hold and could be mobilised

only with great difficulty., He was only momentarily able to
grasp the purport of a lecading question, and he would then
wander away into irrelevant takk, resisting every attempt

made to direct him back to the original question. Patient
was highly disorientated for time.and, to a lesser extent,

for place; was also disorisntated as regards personal iden-
tity. He did not know that he was actual y in the -~---=
Hospital. Patient showed obvious deviations of comprehension.,

When shown a penny and a watch he knew that they were_but
could not state what theilr differcnce in value was. Patisnt's

owers of logical association were completelg impaired. Thus
e could not answcer such gquestions as :"What do you-do when..

- you are cold?" "What do you do when you arc hungry?" Pate-
ient's memory for remote and recent events was impaired, but
his memd¥y IOr current cvents was fairly good. Patientis
powers of retention and recall were impalred. He was not
able to recall a Tigure of three digits. His powers of

rcasonin were impaired. Patient's general insight into his
ﬁﬁﬁtaI‘E%ndltlon was nil, Patient had~delusiﬁﬁ§56T reference




46,

and auditory hallucinations. Hc said a noise came into his
head at night and commanded him to wak® up.

Paticnt's mental agce, as cestimated on the individual
scale of the Soufh ATTican National Bureau of Educational

Research was 3,6 yrs.

Disturbances of affect werec manifest, Throughout the

interview the patient looked depressed and_nervous, and his
occasional laughter was supefficial and only a mask to the
basic tension which dominated the clinical picture. There

appeared to be _a high degree of dissociation between pat-
iont's mood and conftent of his thoughts.

Disturbances of conation were manifest. Patient's
capacity for voluntary activity was diminished and was accom-

panied by a fair degree of psSychomotor retardation, He, K |
showed a tendency to0 reamin in the same stereotyped position,

and at times to do the opposite of what was requested of him.

Se Physical examination of the patient:

(a) General examination of the patient:

Paticent was an asthenic type. His nutritional status
was poor, No other abnormalities were manifest, His height

was 5'7" and his weight was 120 lbs.

{(b) Central Nervous System: ‘
Speech deviations were present, Patient occasion-

ally talked a.%reat deal but failed to convey
anything tangible to the listener. The entry

of a medical attendant into the interview room
would set him off uttering numberless words,
which conveyed no meaning. The motor side of

the patient's spegech was intact, but it was
peculiar in that it was characterised by an

absence of modulation,
Cranial nerve functions were intact,

. Motor functions could not be adequately assessed
on account of the patientt!s lack of comprehen-
sion and negativistic disposition. 1t " was thus
not possible to determine patient's motor pow-
er, muscular co-ordination , and muscle tone.
Abnormak muscular movements were not prescnt.

Sensory functions could not be assessed mainly

on account of patient's

negativism and shallowness of

affect.

‘Reflexes: Superficial abdominal reflexes

were absent or sl ish, but
plantar reflex wagg%lexér.

Deep reflexes were just gres~
] ent , but not exaggerated.
Trophic functions were normal .

The eye: Pupils reacted sl ishly to
: light and accommogg%ion.y The

fundus oculi was normal in ap-
' pearance,
{c) Cardiovascular System: No abnormalities were detected

by _ordinar linical methods. Th
B.P. was 185770; the P.R. was ©

72; and the beat regular, equal
L in time and force,
(d) Haemopoietic System:Investigation of blood was not
' indicated bg the clinical cxam~
ination of the patient., The -
. Blood Wassermann was negative,
(e) Lymphatic Systom: No adenopathy was pres%nt ‘e
(f) Allmentary System : Patient had several carious
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tecth and also a degree of

halitosis., His tongue was
furred.

g) Respiratory System: Nil. . i
(h) Genifo—urinarv gvstem: There was no clinical evidence
of renal dysfunction. There

was no albumen, sugar, Or
: us in the urine.
(k) Endocrine System: il.

j : ie i ait
(3) Losomotor System:  Tayientaia®,3 REOSTHIE E7Ss
fixed on the ground while he
walked. His movements were

encrally slow.
ﬁarked agne of face and backe.

(k) Cutancous Systemn:

Patient was put on High Dosage Insulin Therapy which
was applied over aperiod of approximately eight weeks. He

was given 28 comas.

" CASE NO. 4.

(1) Patient's personal history:

(a) Patient ----- , an European female , aged 37 years,

the eldest of 6 children; born in Port Elizabeth; single ;
by occupation a short-hand typist; had been in 7 TIiterent

.

jobs, and was repeatedly obliged to give up work on account:

of recurring nervous breakdowns; assed Form III, and left
School &b the age of 15; carned £87.10.0 a monthdt her last

position at the -----School, Johannesburg;  and was entirely
self-supporting; shared a rurnished room with another girl at
----- Bldgs.; Braamfontein, Johannesburg; has had 5 _changes

of residence_ in Johannespurg since hcr demobilisation from
T in 1845; has lived apart from her parents since

the a%e of 20 years and has worked at various times in Port
Elizabeth, Bloemfontein, Pretoria, ~nd finally in Johannes-
burg; belonged to the ~=--- Church, and was deeply devoted

[P Situt e

to her ®eligion ; was not addicted to alcohol; patient was
wont to take A.P. Caff,, Iuminal and passiflorine to allay
her nervousness, but was never hopelessly addicted to these
dTUugS «

Past medical histor%: Patient's birth was normal, but
her mothT €rc Tom albunimuria and hypertension tO- .
wards the close of the pregnancy, and labour had to be artif-
icially induced. During infancy, patient had the usuval ill-
nesses like measles, chicken pox, whoopin% cough and scarlet
fever. These ailments were not attended by any serious com-
plications, She developed a running ear during her bout
of scarlet fever, but this rapidly cleared up under treat-
ment. During adolescence patient developed a marked

acne of the face, which made her extremely self-conscious,
She felt that this made her most unpopular among the boys

and the girls at school._ Some of the girds used to_aveoid
her thinking that she had a "dreadful blood disease"™., The
condition of her facec grew worse after puberty, and her

menstral irregularities_worried her a great deal, too. It
happened quitée frequently that her periods were late or even

absent; and when she told her mother about 'it, the latter
regarded her with suspicion , and secretly feared that she had
"yielded to the temptations of the flesh™, The mother's

first impulge was not to call in a doctgr but to order the
father to give her a sound thrashing, This the father diad

not hesitate to do. Several months later the patient was
struck down with typhoid fever, and was laid up in Hospital
for several weeks, The father then told her that she had

been punished_for her sins, and that he would be praging for
her soul. Patient becamé afraid of her parents, and because

of their suspicion of her morals, was made to_obey their
every wish and command, Patient subsequently developed
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insomnia, Her appetite became poor; she lost weight, and
began to look tggn and scraggy? This made the fathe? all

the more impatient with her, and he began to call her "the
long slab of misery™and say. "Why don't you go out and do
a day's work instead of monkeying about the house?"

Social participation: Patient failed utterly to make
friends at school and also after leaving it. She had a
desire for male company, and, like other girls, was ecager ‘to
be taken out by young men. But she was always dreafully
self~conscious about her facial acne, and firmly believed
that this was the cause o Ten rinding no interest in her.
She wasill-at-ease and inhibited in ménts company, and just
could not Iét herself go. ohe was afraid that " one thing
might lecad to another" , and she had remembered her parents

stern warning about the "sins of the flesh", Men found her
uninteresting, and then dropped her after a first outing

to a show or some other public function. Patient subsequent -
lyntook to staring at herself in the mirror for hours at a

time and then stick her tongue out and laugh at herself,

(b) Patientt!s parental family history: The age of the

father was 63 at the time of his death, the mother 60; the
father was Irish and the mother Italian ; the father was born
in Iteland and the mother in Italy; father passed Std, V and
mother had a similar education; father was by occupation

a blacksmith and farrier, and the mother was & HOUSOWITG,
father's net earnings varied from £30-£50 a month; father
had only one change of occupation; parents had only 3 changes

of residence in a period of 15 years,

Medical history: Father suffered from chronic bronchitis

and emphysema for a number of years and finallg died from
hear AL at the age of 63; he was a withdrawn and sul-

len man, and alwags looked very stern, but in later vears
his children found him out to be a mofal coward and grew to

despise him,  Mother was a short obese woman who_suffered
from hypertension and chronic nephritis ; she had always been

an ailing woman, and a great deal of the burden of brin-
ging up the family fell on the shoulders of the patient; there
had been nohistory.of mental disorder in the family,

There were 6 children in the family, aged 37, 35, 30,
27, and 25 respectively.

The father-mother relationships were unhagpy, There
was no Teal 10 ctween Cll . atier seemed to be incapable

of showing any tenderpess to his wife, and regamrded her
primarily as a biological animal whose job it was to,bring
a brood of children into the world. Occasionally the father

would have bouts of alcoholism, especially when things went
badly with him at hig work, He would then come homd in a

flaming temper and curse his wife for "tricking him into a
marriage that he never really wanted". On oné occasion,
when he was beside himself, he pulled the table-cloth off

the breakfast table and smoshed all the plates, These out-
bursts invariably took place in the presénce of the children,

but whenever he came to, he would become ashamed of him-
self, The mother would then burst into tears, and,lock her-

self in the bedroom with the children. After about an hour

or two_the father would come to the door and ask for forgiwe-
ness, He would usually say that he had not been feeling

well and that he had been suffering a great deal .

Parent-chi®d relations: were most unsatisfactory., The
father Tegarded the children as a great burden., He often

complained that it was all too much for him, that he could
not stand the demands which were being consﬁantly made on him,
He always counted the days when his children would be able

y0 .80 out to _work and "hel ull the_bloody cart", The
ch1§dren, and the patient ?npparticular,'fglt that ,they were
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not wanted in the home, Patient dreamed of an early mar-
riage as a means of escaping from her wretched home envir-

onment. But she was discouraged bg her mother, as she was
required by her to drag up the rest of the family. Once

patient went out with an 014 school friend, She would look

quite hagpg on these occasions; but her father would then
remark thal she was happy because she was "tempted" by the

sins of the flesh®,

Sibling relations: were indifferent., There was neither

hated nor love among_them. They took each other for gran-
ted, so to speak, and each went his own way as the years
passed by. They seldom spoke to one another, and drifted
further and further apart after some of their number got
married., It was as if each did not wish to be reminded of

their wretched home environment.,

(2) Psychiatric investigation of the patient:

(a) History of present disorder:

The age of the patient at the onset of her present dis-
order was 26 years. The mode of onset appeared to be sudden .
At that time she was employed as a shorthand-typist at THE
----- Petrol Station, Bloemfontein, and to the members of the

staff she appeared to _be guite normal at first., But after
about four weeks she developed the habit of just staring

vacantly when spoken_to, and it would take her several min-
utes to bring herself {0 attention., Her strange behaviour was
at first put downby the staff to lack of sleep or perhaps to
some worrying time at home, Late she formed the habit of
standing rigldly in front of the office mir— w?*h her hat
on; and when told oo

to get on with her worik suc woull 3Ji

burst of laughter, return to her desk and 'phone the police
to inform them that she was a resgectable girl and that she
was in respectable employment and earning her own keep.
The office staff thought her behaviour queer, and called

in the Union doctor to examine her. He in turn called in
another doctor, and the two together, after several days
observation, _issued a _certificate to_the effect_ that she
was certifiable undér the Mental Disorders,Act and that she .
should be admitted as soon as possible to the —==-e- Hospital,
Hermental condition at this time, that is in,1941, was ~most
striking. She was then in a most excited state, and displayed

wide emotional oscillations, flight of ideas and  over-
anxiety, ©She was then aurally,and visually hallucinated ,

She stared wildly at the ceiling and said that people there
wanted to throw spiders at her. Her conversation was dis-
dis jointed and disconnected, and her attention could not be

engaged, She was restless and ngisg, and great difficulty
was exXperienced in keeping her in béd. Thére was an incohéer-

ence about her train of thought, which was also accompan-—
ied by emotional disturbances, She had strange impulsive
senseless mannerisms. She was most suggestible, and her

conduct was easily influenced by_those about her There was
a wild look in he¥ eyes. ©She mgde sterecotyped *movement s

with her hands and fingers., She kept on crossing her chest
and repeated words and phrases whicg she cnded with the
word "Amen}i™ Patient improved under treatment at the ~=——--
Hospijtal and was later discharged, but subsequentl on
12/8}44 she was re-admitted., gThé Medical Rgport zt’this time
stated that gatient was frequently tearful, She v *aperecd
and laughed to herself and was ha lucinated; when she swal-
- lowed water she could "feel it spilling allover her chest

inside, because she "had no gullet”, She said she was gi
to having complete blackouts% and that when alone she hgard.

voices, The words came right into her mouth and she could
feel them coming in. She said he ears were Broken, but
- could nevertheless understand what the voices said., Some-

times the voices spoke foreign languages. She kept savi
"T can't get betteg because %veryt%ing anyone sayg ggggng
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through me", She said her gullet was disconnected, and the
foodu%ust went everywhere i% her body., She could hear voices

wherever she went, She said her thoughts were being read
and that she could not sleep on account of the voices she

heard.

Patient was discharged as improved after a long period
of treatment inHospital. Subsequently she felt well enough
to accept a position as shorthand-typist and bookkeeper a
the ~-~----School, in Johannesburg. Here she worked for sev=-

etal months, but her behaviour was always considered gtrange
by the other members of the staff, Shé always seemed ner-

vous and afraid of making a mistake in her work. She was
always shy and self-conscious, and could not mix very easily.
She kept herself aloof, and took her lunch on her own. She
alwags came to work earlier than_the other girls, and alwa¥s
asked permission to go home at closing time. On account o

her punctilious habits, she was nick-named "“the sweet goody-
goody". nPatient's behaviour became somewhat more strange

as the months went by, She developed the habit of putting

her hat on every time she left the office to go to the toilet
room, and then Torgot to take it off when she returned to her

typewriter. On one occasion, at about 3 in the afternoon,

she got up from her desk to tell the chief clerk that she

was tired and was going to bed, and then in his presence

began to remove_ her clothes., An attempt was made bg the
staff to restrain her, but she resisted and cried out wildly:
"Don't go near my body.....There are voices there' beautiful
voices, calling me". Dr. ~---- was immediately 'phoned ,

and he remembered Miss ~==--- as the patient whom he had treat-

ed some.gears before for schizophrenia paranoides, Patient
was admitted to —---- Hospitwa ol T1 Y , 1.

(b} General appearance and demeanour of patient as at
November 1952.

Patient was a tall well-built woman who d4id not really
look older than her years., She preferred to stand throughe-
out the interview; she had a pleasant expression and was
quite affable, Her coat and her handbag were worn and faded,

She appeared to be agitated. There was a wild look in her
eyes. ©She made stercéotyped movements with her hands and

fingers. She kept on crossing her,chest and rcpeated certain
words and phrases whicéh she ended with the word “Amen!" Pat,
ient said she had been a good bookkeeper, but that unforw-

tunately she had been criminally assaulted, and that ever
since people had wanted to throw spiders at her; She re-

sented being kept in ~---- Hospital, as she thought there
was nothing wrong with her, She demanded to know when she -
would be let outs Patient occasionally stopped abruptly in

the middle of a sentepce, and asked to be escused as she
had a number of very impdortant letters to write., The fol-

lowing letter is one of many which she tirelessly addressed
to imaginary male persons:

"Dear JimmK,

Thanks ever so much for wour notification of the
fact that you inténded paying me a visit on Saturday or
thereabouts, but I must inform you that I have written
to you a week or two prior to this letter to state that
I cannot be introduced to you_in person as your former
or divorced wife really wiShed to re-marry you. Really
you must accept this last letter as final as I discov-
ered the fact that you are too middle (sic) aged by ten
years for me ever to accept the marriage proposal if
should you ever have had_ the intention of actuall rop~
osing to me. Therefore I must request you not toypgy ghe
promised visit; and to discontinue corresponding with
me in futurg, I really have no intention of insulting
you, but this letter must be final. I am a patient

here in the Mental Hospital and have been hospitalised for
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ovor 2% yrs.now,and fully intend departing by il}icit
means ﬁyyﬁunniné away alone and regalnlng an office pos-
jtion as a Sale-Book—Keeper/Typist at Senior Salary;

d afterwards to invest Capital in a Business as _Co= .
%?oprietress/BooK-keeper/Typlst and ful} charge of office
and” part charge of purchasing to interview Travellers

ng en Partner Co=Proprietor to have charge over
gg%égﬁgg%%Teﬁeﬁ and Manager 8f business or Sales side of
business. Goodbye forever, and should you ever COrres-.
pond amdin I shaXl not repiy.. Wishing you everyting of

the best, :and trusting your daughter will have married

happiness,

Disturbances of cognition were clearlyldiSPlayed v_é
by the patient. Her thought processes were largely autistic,’
and she was very much withdrawn from the world of realltyi’

Patient was disorientated for time,.but not as to her per="

sonal identit : vironment; - thus she knew

that she was in the -----Hospital.,K Her attention could be
engaged, but held only with great difficUITy; her mind was
constantly being diverted by the belief that she had been

criminally assaulted, . Patient's Eower of comgrehensidnf -
was somewhat impaired; thus she € dairreren ctween
water and milk, and could tell the difference between a

dog and a horses . Patient could not give superior answer to
the'ball and field"™ problem, i.ec., item 44 in the I.S. -of

the N.B.E.R., Patient'!s power of lo%iCal association was ime "~
paired; thus she could not constr z om the =
words: Boy-river-stone., Patient's memory for remote events
was impaired, and she could only recall recent and current
events, Her gowers of retention and recall were impaired;
thus she could not repeat—&a TIgure oT SIX digits; nor Qould
she recall the contents of a brief news item read out to her, -
Her general insight wgs impaired, a fact which was reflected
in her lack of understanding of the nature of her mental -

condition, Patient's mental age as calculated on the Indiv- "~
idual Scale of the National Bureau of Educational Research

was approximately 10, Patient still had auditory and
visual delusions, and she still carried on~a conversation
with imaginary people; -and she still believed that women

patients were really men in disguise who werec committing
sexual offences on her.

Patient's affective disturbances varied a great deadys -
Thus sometimes she would be profoundly withdrawn and emotion-

ally unresponsive, and at other times she would be agitated , -
and then there were days, too,when she was incongruously

euphoric; dissociation between thought content and mood was
evident., .

Patisut®s_conation was disturbed to the extent that
she was abnormally suggestible ; thus she would recite the

whole of the Lord's Prayer when only the first line was
whispered into her ear. .

(3) Physical examination of the patient: -

(a) General physical appearance:

Patient was a tall athletic type. - Her nubritional

status was_good,and apart _from a high colourshe had no other
apparent abnormélltieg.- Her gait w%s somewhat stiff. 'Heg '

height was 5'2" and her weight 141 1bs,

(b) Central Nervous System :

The motor side of the patient's speech was intact; she

spoke rapidly and in a low monotone,:as though there were no
feeling behind her spoken words,-
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The cranial nerve functions were intact.

‘The motor functions with refercnce to_motor
power, muscUlar co-ordination, and muscle tone could not be

satisfactorily assessed. Abnormal muscular movements were
not present. Schsory functions could not be satisfactorily
assegsed° Thu€“€f‘f¥m€§”ﬁﬁrféﬁt would say that she could
feel a pin-prick in a given area, and at_other times she
would say she could not. The superficial and deep reflexes

ere sluggish, and the plantar reflexes were flexor. The

trophis functions were normal._ the Pugils reacted sluggishly
to Elgnc ane accommodation, and the US oculi was normal

in appearance.

{¢) Cardiovascular System:
No abnormalitices werg detected by_thg usual
0 O g " The B.B. was’ 140/95;  the
P.R. was 70, and the beat regular and equal in
time and force,
(d) Respiratory System: nil,
S} deemopoietic System: Invessigation .of the cellular
(o) cgntent olytne blood wasgnot indicated by the
clinical examination of the patient. The Blood
Wassermann was ncgative,
(f) Lymphatic System: MNo adenopathy wes present,

(g) Alimentary System: . . .
Zt16ut nad two carious teeth in her lower jaw,

Her tongue was heavily furred, and she had a
degree of halitosis, indicating some gastre-
intestinal disturbance.

(h) Genito-urinary System: .
TRETS Wags o clinical cevidence of renal dysfunc-
tion. Albumen and sugar were absent from the
urine.

(i) ZEndocrine System: nil.

() ZLocomotor System: Patient's_gait was normal, although
Her—Steps were short and quick, which was 1n

keeping with her general agitated condition.
(k) Cutanecus System: No abnormalities were detected.:

Patient responded to High Dosage Insulin Therapy which
was applied over 2 period of approximately ten weeks, She

was given 30 comas.,

CASE NO., 5

(1) Patient's personal history:

(a) Batien® ----—~. an iropsan. male, aged 22 years;
third eldest of 8 children; born in Jeppe, Johannesburg;
Single; Dy occupation an itingvant handyman; had at least
6 changes of occupation; left school in Std. V; had earned

£15~£20 a month, but now impecunious; resided at Westdene,
gy has had 7 changes of residence in the space

of 10 years; was a member of the —---- Church; was addicted
to alcohol, and took a bottle of brandy a week; was not addic-

ted to drugs.

Past medical history: Patient's birth presented ob-
stetrical difficulties, and  instruments had to be used for
delivery, but no injury was inflicted on the cranium. During
infancy, patient had the usual childhood ailments like
measles and whooping cough; but infantile diarrhoea at _the
age of 4 years, and a mild attack of acute anterior poliomye-
litis at the age of 10, greatly affected his,health and outlook
At one stage during his attack of infantile éiarrhoea, he suf=~-
fered from convulsions which were controlled with luminal,

- hot baths, etc. Patient later developed nocturnal enguresis,
which condition continued up to the age of 14 years, During
adolescence patient contracted bacillary dysentery, glan-
dular fever and infective hepatitia at various times,

L]
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and as a result of these protracted illnesses he lost 2
years of schooling. Patient had difficultg in applying hime
self to his school work, and hg found mathematics and physic-
al science his great stumbling block. He just could not

remember things as other bo¥s and %irls, He failed his
exama., and subsequently suffercd from insomnia for long per-

iods. The boys in his class began to mock him for being a
failure , and this worried him a great deal. It worried his

parents,toc,as they had set high hopes on a fine future for him-

Social participation: Patient had but two friends at
school, but as they passed into High School and were two
yvears ahead of him, they dropped him., Patlient was deeply
hurt by the collness of his former friends; He felt that

they were somegbody and that he was just notnin%. He tried
to 5tudy on his own for the matric.,but he jusT couldn't do

it. His mind always seemed blocked and confused, Patient's
thoughts subsequengly turned to scex, and in this he was large-
ly influenced by some rough characters in the neighbourhood.,

He secretlg admired their devil-may-care manner , and later
emulated the example of their promiscuous sexual adventures.

Patientts own character coarsenad as a result of this,

. (b) Patient's parental family history: Father died at

the age of 54 from pulmonary tuberculosis, when patient was 17
years; mother was Gctive ahd was aged 55 yecars; father was
Portuguese, born in Lourenco Margucs; mcther was English

and ovorn in England, Father was just 1ITérate, but had

no_ general cducation; mother went as far as Form III. Father
was by occupation an_underground miner, _and for the last
three yea 0 Is life had been on pension on account of
miners' phthisis. When father died, mother went out bbb work
in a City restaurant, and the children had in the main to fend
for themselves, Father was in the same occupation for a

%reat many years. The familg could not méke ends meet and
ad constantly to seek assistance om RO T the

Social Services, Family freguentlg moved from one home fo
ancther, mainly on account of ejectment orders which were
served on them for not paying their rent on due date; they

had 8m changes of residence in 7 years. The family final
establishedgthemselves in a smallysemi~detached co%tagg 'ly

whgrg they had to sleep four in a room and with two sharing
a eQ o '

-, Medical history: Father had ailed for years before
he dleE”TTﬁm“ﬁﬁIﬁﬁﬁagy T.B. He had often wanted to commit
suicide ,as he said he could not stand the din and the noise
of the children., He wanted to sleep and rest, but he said

the children wouldn't let him.

-There were 8 children in the family - three boys and
five girls, the patient being the cldest of the boys,

The father-mother relationships were passably fair,
The father_ was somewhat gealous of the mother's superior
educational standing, and he would hide his sense of infer-
iority behind a mask of stern inflexible resolution. The
children when young mistook this for great strength of char-
acter, but as they grew up they saw through their father's

pose and began to regard him as a fake. When her husband
contracted T.B. she was warned not to occupy the same bed-

room as himself , lest shc become infected herself, The hus' 5
band became suspicious of his wife's fidelity and believed g
that she had transferred her affections elsewhaere, Although

there was no truth in this , it led to bitter quarrel%in
and recrimination. One day when the father lost his temperp

he cougheq up a lot of blood and spewed on the floor, and
accused his wife of murdering him, His last words ﬁo.his

wife and children were:"You'll hang for all this - the lot
of youl”  Curse you alli"
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Parent-child relations were quite satisfactory when
the children were small, but as they grew up the father .

became more and more withdrawn from them., He felt that they
were not respecting his authority, and that there was some

veiled compact between the mother and the children, a com-
pact from %hich he was excluded} ‘The father used 'to use

foul language with the children on the slightest provocation,

and if any of the children dared to_stand up to him, he would
order the% out of the house and tell them tg earn their own

living. The children grew to hate their father, for he was kind
" and accommodating to the world outside, but brutal and callous

to the menbers of his family. And so they regsrded him as
a fake,

Sibling relations: The children got on tolerablz well
with one ano%ﬁer;"fﬁéj tried to help one another, as they
felt that they had all suffered& equally. ' _

(2) Psychiatric investigation of thefpétient:

(a) History of present disorder: The age of the pat-
ient at the onset of his present disorder was 15 years,

He was in Std. VI at the time. One day he came home from
- school to say that his "head was bursting", and that "he

didn't know where he was", He went to bed for three days
and said he was afraid he was going to die. He was afrai
to fall asleep because of the fear of impendind death, He

said that something had happened to him. _He could no_longer
do the things he used to be able to do. He could no longeér

add, subtract, or multiply._  He would constantly call out in
the night to his mother, and say:"Mother, what 1s going to
happen to me! I've lost two years alreadyil™ The he would

begin to sob hysterically and fipally fall asleep from
sheer exhaustion....The patient did not return to school.

The father felt that he had had enough fo the boy's_nonsense,
and ordered him to go out to work and earn his own living.
Patient got a job as an outfitter's assistant and the first

£5 he earned he bought himself a bicycle. He_took great
pride in his bicycle, and he cleaned 1t and polished it

every day, Once he had himself photographed with his bicycle
at his side, and kept the photograph on a small table rignt
next to his bed., Whenever he looked at the photograph

his face would beam with hapginess and then after a while,
give way to sadness, Patient still dreaded the night and

he was afraid of dying in his sleep., He became very religious
believing that this would enable him to overcome his fears,

He went to beqevery night with a prayer book clasped in his

hands..ssPatient subseguently developed sex difficulties

in the form of frequent masturbation, In order to over-
come the habit he was advised by some one to go out with
the boys and have a good time, Patient's manner changed

after this, and from being mild and withdrawm he became
boastful, aggressive, and arrogant. Once he contracted

gonorrhoea and this nearlg.put him out of his mind., He thought

he haq been punished for his sins and again became depressed

and withdrawn. Patient felt ashamed, and he left home for

several months, thinking that his presence in the housechold

. was no longer desired, gHe left ong job after another, and

his usual excuse was that his colleagues at work were

always rubbing it in for him, He was, quite sure that

they always talked disparagingly about him, and that his
resence was %enerally obmoxious _to them, Patient later
ggan to say that he must be a descendant of Jesus, because,
like Him he was "despised and rejected", He began to

pray a great deal because , as he said, he,wanted to be del-
ivered from his enemies, One day when he was alone in church

he said he heard the voice of the Angel Gabriel calling to

¥him. Patient's parents at this stag% began to be alar%ed

about his mental condition, Dr., =---- , & specialist psych-
latrist was called in and he diagnosed the case as "simple-
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schizophrenia® . Patient was admitted to the -----Hospital
in July, l952.

{b) General appearance and demeanour of paticnt as at
AUSUSt, 1902 - SR

Patient was tall and very flat chested and was obvious-
1y under weight for his height. He came into the Interviewlng

Room with a stooping gait, and spoke in a slow drawling tone
of voice. He sat in a slumped down position in his chalr
and stared dreamily into space, with his hands kept together

as if in praver. At no time did his_facial cXpression change.
Speaking %amg as a great effort, and he rarcly replied to *

questions unless they were repeated scveral times, His voice
was subdued and devoid of modulation, =nd his speech cone-
strained and frsgmentary. He was unable to give a sustained
account of his past expericnces He expressed ¥ague persec-
utory delusionspon beigg asked direct questions. "Everybody
is against me¥, he said, "yes everybody. They orec set on Bulie
ishing me because of my sins". Asked whether he ever touched
Jiquor or drugs, he replied:® Sadness - Everybody hated me "o
He admitted to masturbating on accasion, but he rationalised
his behaviour by the statment:"My friends forced me to do so,
now I seec they werc trying to harm me", Patient was fully
oricntated for place, but tc a much lesser extent for time,
and he showed a lack of cmotional expression and some block=-

ing_of thought. There was usually a long pause before he
replied to questions. When patieht was Interviewad again

some three weeks later, he described auditory hallucinations,

saying:" It is not othér people's voices I hear, but only the
voices of my own thoughts®™. Patient at this stage showed a

degree of intellectunl deberioration.

v Disturbances of cognition were not of a grave character,
The pattern of the patient's thought was mildly autistic. He
knew the medical attendants and male nurses bg name, He

knew that he was in,the ~--== Hospital, and had very vague.
insight into the nature of his illness, but he was somewaht
disorientated for time and as to personal identity. His memory
for currcnt events was better than his memory for recent

events and his memory for the latter was better than that

for remote ovents, The patient's attention was mobil-
ised with a little difficulty, and difficult to hold. There
would be an interval of silence rafter some questions, and
then suddenly he would wakc up and make an irrelevant remark,
such as : " I hove sinned} I am ashamed to have had '
dealings with native womeni™ He would also say that he
couldn't keep his sgirit in his body"™, and would then grin
fatuously, and, without 2 murmur. atient's powers of com~-
prehension were impaired; thus he failed to apply the sup-
erior plan in the "ball-snd-field" problem, i.c item 61

in the Individual Sclae of the N.B.E.R. Pitient's powers of
logical association were imapired; thus he could not con-
struct & Iogical scntence from seven disarranged words, i.e.,
he failed on item 63 of the I.S. of the N.B.E.R.. Patient's
ngers of retention and rccall were impaired;  thus he could -
o) elal gL git& forwards or in reverse . His
M.A. on the Individual Scale of the N.B.E.R. was 11,9 yrs.

Disturbances of affect were cexpressed in the patient's

emotional shallowness. Patient was somewhat indifferent to
15 welrta y O appeared to be withdrawn and emotionally

unresponsive and apathetic.

Disturbances of conation were also a feature of the

condition. He was suggestible, and not at all negativistic,
Patient was fond of composing hymns, and when the first
line of one of his compositions was read out to him, he
wou}d rccite the rest and go on repeating it. One Of the
patient's compositions entitled:"A Child's Prayer® read as
follows:
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"I lay me down_to sleep
How I wish my God to

Take me and kcep.
So I may not get me
Into darkness too deep",

(Copyright reserved becausec

I might send it to some
Magazine some money to

get, for you know
whatt)

‘Mental age of patient before treatment was 11.9 years,

(3) Physical examination of the patient:

(a) General physical appearance:

Patient was a tall, flat-chested individual with a
stooping gait and is asthenic in type. He was poorly nour-

ished and appeared to be in a poor state of health, _He had
a slight decgree of genu valgum, but no other abnormalities

which were clinically obvious., His height was 5'9%" and his
weight 144 1lbs.

(b) Central Nervous System:

The motor side of the patient's speech was intact; but
he spoke in a slow drawling monotone, as though speech were
some thing most painful to him. The cranial nerve functlions

were intact, The motor functions were somewhat affected;
thus motor power WaS Wenk, musctle tone was poor, and muscul-

ar co=-ordination, although accurate, was slow. _Sensor
Tunctions were difficult to ascertain, especially in regard.
to light touch; patient did not wince a great deal on the
application of a pin-prick. The superficial and deep rcflexes
~were present, but sluggieh, and pIahtaF TeIl6X was strongly
flexor. The trophic functions were normal. The fundus
oculi was difficult to examine in this case on account of

a light reflex. Pupils were equal, but reacted sl ishl
to I%ght and accommgdation.‘ 4 ’ . ues 1y

(c) Cardiovascular System: :
Clinically the heart was of normal size, and no mur-
murs were present., The B.P, was 100/70; the P.R. was 68,
and was regular, equal in time and forceé,
%dg gspiratory System: NJAD.
¢) HEEenopoictic System:
Investigation of blood was not indicated by
clinical condition of the patient. The Blood
_ Wassermann was negative, -
(f) Lymphatic System:
. No adcnopathy wgs present,
(g) Alimentary System:

Patient's teeth were generally in a poor con- .
dition. Abdominal examination showed absence
of hepatomegalg and_splenomegoly, and there was
no tenderncss To palpation.,.

{(h) Genito-urinary System:
There was no clinical evidence of renal dysfunc-
tion or genital cbnormalitye. Albumen and
_ sugar were absent from the urinc.
éi; Endocrine System: nil .
LOCOMOLOr ovsoem.:
Patient's galt was slow and stooping in char-

cter.
(k) Cutafeous System:
Patient had a marked acne on the back.

Patient showed progressive improvement under H.D.I.

Thera which was applied for apprecxime H
recelgg& altogether Bg comas, pproximately 8 weeks, He
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CASE NQ. 6.

(1) Patient'!s personal history:

(a) Patient —=-==~ , an European male; aged Zl.yearg; the
seccond of four childrem; ©bYorn in Johannesburg; §1ngle,] by
occuaption a farm-hand; had 3 changes of occupation, and!

was in tomn farm-hand, road-worker, and a handyman; left
Sohool in Stda. V; earfhed £15-£25 a’'month at his last employ-

ment: Tresided with parents in Mayfair, Johannesburg; moved
about s Froat deal gn connection with’his work which tCOCK
him to various towns on the Reef; had 5 changes of res-—

idence in 3 years;_ was attached to the -~---=Church; was not
addicted to alcohol or to drugs. -

Past medical history: Patient's birth presented no
obstetrical difficuities, although labour was dedpayed sever-

al hours., During infanc aticnt had measles, scarlet fever
and mumps, ﬁﬁﬁ“ﬁ%‘fﬁé‘ﬁg% of 12 years contractéd diphtheria,
for which he was adequately trecated 'with diphtheria anti-

serum. During adoleéscence patient had virus pneumonila and
infeetive hepatitis at the age of 15 years and 17 years res-

gectiyely, and for the latter condition was hospitalised
or 2% months; patient was not considered to have virus

encephalitis at this time,

Social participation: Patient had always been a shy
nervous child, and although he liked to be befriended, he
comia not makée fricnds ensily. When he left school, hce used
to attend a juvenile debating sogiety, and like the other
boys he was anxious to expreSs him opinions, but whenever he
stood up to spegk , he becrme confused and could never com=-
glete a sentence, Patient also belonged to a youth club in

he nelghbourhooé, but he could not bring himself to mix
freely with the others, His manner was stiff and forced, and
his friends regarded him as "something of a dark horse", and
so used to shun his company. Often he would ask his mother

"Why do my friends avoid me? What is therc wrong with me?
Why do I seem different from everybody else?”

(b) Paticnt's perental family history: The age of the

father was 47, and of the pgother 46; the father was English
and the mother Afrikaans, and each belonged to a diffcFe

religious denomination, The father was Dborn in Pietersburg,
and the mother in Lichtenburg, Transvaal. The father passe
Std. VI and the mother likewise. The father was by occup=-

ation & farmcr, a painter, and 2 salesman, and the mother a
housewife. Father earned’from £40-£60 a month. Parents had

four chfinges of residence over a period of 12 years,

Medical history: Father: was a "moderate drinker®™,
and used to consume s bottle of brandy a_week., It never
agrecd with him, as he subseguently developed a duodenal

ulcer and also cirrhosis of the liver. He used to vomit up
blood occasionally, and whenever this happened he would accuse
his wife of "driving him to an early grave", Father was once

hospitalised for 6 weeks on account of liver cirrhosis and
ascites, and when he came out he founéd that his old job had

been filled. This made him sullen and morose. He then
said he was no longer able to support a large family. He
gradually lost his sélf-confidence, and finally his dige-
nity ~and se¢lf-regpect, He vigited the local bar and began
clowning before his cronies. One day he came home drunk,

and said he was going to bedome a hobo and tramp the country
from end to end. In fact je became friendly with the hoboes

who mooned about in John Ware Park;  but one day his wife's
brothers beat him up 2nd reminded him that he Kad a wife and

children to support. The #other had often been ill and suf-
fered from anaemia brought™cn by "a bleeding from the womb',

She was subsequently investigated in the Gyneycological
Department of the Johannesburg General Hospital and found to
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have fibroids of the uberus. A total hystcrgctomy was per-
formed on her, and at the present time she has no uterine

hacmorrhage., There was no history of grave mental discorder
in the family.

There werc 4. children in the family, aged 21, 19, 16
and 12. :

Father-mother relationships: left much to be desired,
The fidelity between husband and wife appeared to be only-
physical in charscter, and was lacking 1in the elements which
made for understanding on the psychological level.. Thus

whenever they attended celebrations such as weddings and |
“birthday pargies the husband would begin to drink, make him-

e i and then become the laughing-stock of everybod
gbéﬁtt§§;Y a%he Wi%e and ohildrenu%sedgto be humiliatgd bg
these performances, and when they returned home they ussd to

Sl i i b throwing away his dignity and
ggﬁggztggggeY%tgpgégr@agug Wgrthiegs ingividual% Tge father
would then have remorsg¢, and for days on end would remain
sullen,and go to bed without ever speaking to anybody. -

But later the storm would break, and he would hurl ugly

epithets at his wifc in the presence of the children. The
cgildren would then run out of the house and call the neigh-

bours to stop the row, These scenes were often repeatecd,
and always led to bitter quarrelling.

Patent-child relations: The mother w2s more tender to
the ch e 7 was,and he used to accuse her of

alicenating their affection from him, The father's_ attitude
to the children was domineering in chargeter , while the
mother's was protéctive and possessive, ©Once after a family
row, the patient, who was the eldest of the siblings, took
the part ©f the mpther; whereupon the father made the jibe
that he was not really his son, The father was asked by the
mother to toke the remark backaand apologise, but he didn't
and that night the patient walked out of the house never to

return,

Sibling relations: were fair, There were jsalousies
of a mincr charccter, but on the whole they seemed to pull

together, The younﬁer children herosworshipped their elder .
bedther as he was the first to earn his own money, and able

to buy them little things.

(2) Psychiatric investigagtion of the patient:

(a) History of the present disorder:

The ¢ of the patisnt at the onset of the esent dise-
order was %%‘years; aﬁd the mode o% onsct appear £ to be

insidious; but for about 7 years before the patient had com-
plained of insommia and general nervousness. He was always

afrnid of dying in his sleep, and was quite sure that he
wanted never.to live beyond the age of 21 years,

Patient practiseﬁonanism from the age of 16 years
and had in fact believed that masturbation had pulled him
down in health,and had made_his mind weak, Whenever he mas-
turbated, he plctured himself seducing various girls and
teachers., Patient used to dream_a great deal previous to_the
onset of his present illness, and his dreams which were always
of an amorous character, used to be accompanied by nocturnal

emissions., His amgrous fantasies were dirécted to his
teachers whom he pictured in gym costumes, but sometimes he

saw himself playing the role of a hero in front of his mother,
Patdént had alwnys looked thin and scraggy, and to build hime
gelf up he began to take iron tonios which he saw advertised
in the press, Ardpund the age of 19, patient began to com-
plain that hé could not rem%mher %hings well, a%d-it WOT =

ried him a great deal that he could never remember whire he
left his bicycle when going out on errands for his firm.
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Because of this patient was "fired™ from his last place_of
employment. After this patient began to reproach himself
for "his sins and indecnet thoughts™,., He also believed that
gople were_talking about him because of thesc indecnet
%houghts. Paticnt "was subsequently treated by Dree=-e-- ,
and although for a while the paticnt's "indecant thoughts™
disappeared, they returned laler in a much worse form.,
Patient began_to grin and grimace in a somewhat fatuous man-
ner, and resolutely refused to disclose the nature of his
"indecent thoughts" becausec ak ke said, "they were not fit
for any woman to hear”._ With the grave chan%es.setting in,
the pagient was admitted to the —--=-- Hospital with a diag-
nosis of schizophreniz hebephrenica. Patlient was kept ig
hospital for about a year , and was treatced by consebvative
methods as his relatives refused to consent to E.C.T. or
H.D.I. Therapy. Patient was discharged improved after seven
months' hospitalisation, At fiest he sgent most of his dag
lying on his bed dozing, »nd he believed that this was prob-
ably the reason why he did not slcecep too well at night. At
times he became irritable and spoke abruptly to_the members
of his family, but he never resorted to physical violence;
and althou%h patient went back to the house of his parcnts,
his general behaviour was harmpless; he nevertheless gppearced
"qucer" to his brothers and sisters who were afraid to be

left alone with him. One of the_sisters was constantlg afraid
that she might be sexmally assaulted by patient, for the

reason that he repeatedlY spoke of his unclean thoughts,

He saw indecenoy 1n nearly everything he read, For example

he might be reading a_book and see the word “elope", and L
then The thoughts would come into his mind:"Fancy eioplng with
the Lord", This flight of ideas would sometimes change to

the theme:"Fancy seducing my mother™. Or, sometimes, when his
father had to travel along the Reef, he would entertain the
hopw that his father would get killed. He would then have
remorse and say that he did not really mecan it,and that his
thoughts came into his mind against his will, These peculiar
thoughts were not confined to his parents, but would also

be directed to his friends, and even to strangers on the
streets., Whenever the wirecless was switched on he would hear
volces saylng that they were going to kill him. They called
him "the biggest imbecile in the world", He could hear them
repeating his thoughts. He had thoughts of committing suicide
bccause of these delusions and hallucinations., In view of

the deterioration_in the pstient's condition, it was found
necessary to re-admit him %o ----- Hospital on --August, 1952,

The diagnosis at this time was schizophrenia paranoides.

(b) General appearance and demeanour of patlent as at
August, 1952,

Patient was a short, undernourished individual, with
a shrewd anxious wily looﬁ, an a rather fatuous grin, Pat~

ient sat himself down on the chair in an aggrssive manner,

and volunteered the belief that masturbation ha ulled

him down in health and had made his mind weéak. &epaddressed
these remarks as though he were entirely oblivious to the
presence of the interviewer in the room. The character of his

voice at first appeared to be sericus, but was always f a
by a fatuous grih ant a foolish chuckle. ys followe

) Distuybanges of cognition were partly reflected in the
patient's disoricntation for Time, place, and as to personal
identity, and also in the strongly autistic character of hi
thought ﬁrocesses. His attenti%nydﬁﬁIa‘ﬁaf be easily eggagég,
as he appeared to be completely preoccupicd with the sense of
moral guldt arising from his indecent thoughts., The degree

of impairment of patient's gowers of comprehension S indic-
ated y the fact ghat he faTIs 0 Z1ive an g 5 tgasuéﬁ e
questions as :"When you arc sleepg, waht do you do?" He could
however, recognise familiar objects like a penny, a watch ’

and a box of matches. Patient's memory for current events
was greatly impaired, and his memory for recent and remote
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events was nil; his powers of retcntion and recall were
also greatly impaired; thus he was unavle to repeat a word
of six syllables or to repeat a figure of six digitsi Patient
showed a complete lack of insight into the Bature of his
disorder, His intelligence quotient as calculated on the
Individual Scale of the N,B.E.R. was 25.3. Patient had def-
inite auditory hallucinations , and he appeared to be list-
ening most intently to these vcices; he also suffered from the
delusion that these voices were personalised forces intent
on killingm him. He wished to commit suicide because of these

persecutory voices. (M.A. was 3.8. yrs,)

Patient's affective disturbances werc marked. He was
extremely withdrawn, was emovionally blunted and apathetic,

and he displayed some incongruity between his emotional tone
and thought content.

The degree of disturbancc of conaticn was reflected in
patient's suggestibiTIty which latcr appeared to give way to
passive negativism. Paticnt displayed a degree of catalepsy

and echolalia,

(3) Physical examination of the patient:

(a) General physical appearance:

Patient was a short, undernsurished individual with a
fixcd stare and a sallow complexion., His genefal state of

h@alth.aggeared to be poor, He was of the pyknic somatype,
His heig was 5'9", and his weight 119 1bs,

(b) Central Nervous System:

The motor side of the paticnt's specch was intact; but
the few words he spoke were artlculatGQRWifﬁ great difficulty.

The cranial nerve functions_werc intact. Motobr power, muscle
tone, and nutrition of muscles were pocr; muscular co-or-
dination could not be elicited on account of patient's
inability to_co-opcrate; and sensory fuhctions ~could not
be determined for,the same reason, The superficial and deep
rclfexes were sbuggish, and plantar reflex was flexor, The
trophic functions showed no Impairment. The fundi oculi
could not be examined on account of the light reflex; pupils

were small, regular, and reacted ta light and accommodation,

(e¢) Cardiovascular System:

Clinically the heart showed no enlargement; _the sounds
werce all closed .and no murmurs werc present. The B.P. was

105/75 and the P.R. was 70 per minute and equal in time and
force.

(d) Respiratory System: nil.
(e) Haemopoietic System:

Investigation oI the cellular contents of the
blood was nct indicated bg the clinical condit-
ion of the patient, The Blood Wassermann was
negative.

(f) ZLymphatic System:
- Bo adenopathy was present. The spleen was not
palpable,
{(g) Alimentary Systcm®

Patlent had several caricus molabs in lower jaw,
His tongue was furred and halitosis was present.
There was no hepatomegaly. The descending

colon appearcd to be spastic on palpation.
(h) Genito~-urinary System: P Paztp

Thore was ho clinical evidence of renal dysfunce=

tion; albumen and sugar were abscnt from the
urine. Paticnt had a very slight degree of

hypospadies,
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(i) Endocrinc System: .
Thore was no clinical evidence of thyroid,
adrenal, or pityitary dysfunctdon.
(3) Locomotor System:
Paticnt's gair was slow and dcliberatc, but
otherwise normal. :
(k) Cutaneous System:
Paticnt had small arcas of leucoderma on back,

Paticnt was put on H.D.I. Therapy and given 28 comas
over a period of approximately 8 weeks.

CASE NOa 7.

a Paticnt ———== an Europcan make, aged 28 years, the
Xounéeét of three chil&ren 7 Singlcy pofn in Johannesburg;
by occupation a salesman in a pet animal shop; 1left school

in Form III; has had 4 changes of occupation é onomie
status was falr, havimg earned approximately x5U a mol h;
Tesided with parents ina semi-detached cottage in Jeppes=

town, but periodically lived on_his own "for no account-
able’reasog"; his spgtial mobility, which amounted to ahout 9

changes of residence in the space of 8 years, was confined
to Johannesburg, except for the war period when he spent

two years in Egypt and Palcestine; was not formally attached
to ahy Church or religious organisation; was not addicted

to alcchol or drugs. .

Past illnesses:

Patient's birth was not,attended by any obstetrical
difficulties. '

During infancy patdent had measles, whooping cough,
and bronche-pneumcnia.,

During adolescence patient had herpes zoster and

chicken pox, and was operated on for tonsillitis and appen-
dicitis.

Social participation: Patient ws a friendly , well-
disposed child up to the age of about 13 years, but after

uberty he showed a tendency to keeg‘away from children of
ﬁis owh agc and to associaté with children much younger than

nimself, Patient was sternly reprimanded for this b¥ his
parcnts, and he was made to Teel that there was something
wrong with him and that he was not like other boys of his
age., The mother, in particular, used to hold up other boys
as an example,bu% this made the patient all the more stub-
born snd kept more and morc to himself. Hce took a strong
dislike to his teachers and to most of the boys in his class,

and he expressed a desire to leave home and "make his own
way in the world®,

Parental family history: Age of father 56, and of
mother 53. Father and mother were Buropean and of the same
ethnic stock and c¢f the same religious_faith, Father and
mother wercec born in the Transvaal, and their schooling ended
in Std. V. Father was a blacksmith and farrier for a num-
ber of years, ©and earned bcetwcen ¥ZU-EZ20 a month, but with
the coming of motor cars he was fcrced to find a new job,
and became an under§round miner; Dbut after,about seven years
he was pensicned off as he had shown a progressive loss of
weight; and finally he became a liftman at a Departmental
Store in town, The mother was a housewife, Parents lived
in same house for 18 yeers before they moved in their present
prémises.,

Father almost a total abstainer,.but was inclined to
dosc himself with all sorts of patent medicines at the slight-

est signs of illness; the famil§ medicine chest was literally
full of these patent medicines., ather suffered from haem-
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orrhoids at one time, and was operated for the condition;

but while convalescing he doveloped a pulmonary gribolism,
and then what scemed to be a right-side heart'fallurg; he
was kept hospitalised for about 4 weeks, and his working

capacity after he left Dbecame greatly impaired.

Mother was not a strong woman., She once suffered from
jaundice and was operated upon for gall stones. Latgr_she
suffered from high blood pressure and chronic nephritis,

and periodically she got attacks of severe itching allover
%he ody, which the %octors ascribed to a high b%ood urea,

There was no history of mental disorder in the family.

There were three children, an elder son aged 28 years,
and two girls aged 26 years and 20.

The father-mother rclationships could not be called
happy. Their quarrels were only of a petty kind, and they

never abused one amother, but the¥ both sceméd to be borne
down by the cares of existence., here appeared to be no joy

in their lives, and they seemed to be incapable of giving it
to their children,

The parcnt-child relations were unsatisfactory in the
sense THAT THe attituds ol parents to their children was one
of neglect. They took no interest in,the children's day-to-
day problems, and were inclined always to blame their chil-
dren whenever they were involved in conflict with their teach-
ers or their fellow_ pupils at school., The children smarted
under these parental injustices, grew up with a fceling of
resentment towards the parents, and developed a deep scense
of personal inferiority. :

Sibling rclations were likewise unsatisfaetory, the

children despising in one another the inferiority complex
with which each was burdened., :

(2) Psychiatric investigation of the patient:

(a) History of the disorder:

The age of the gatient_at the onset of the present dis-
order was years., 1t was diTTIcult To Say whether the mode

of onset was sudden or gradual, as the patient's behaviour
had been peculiar ever since the age of 17 years., He had
alwasy been irritable and excitable, and at school the boys
like to tease him as he could be easib¥ aroused._ 6 Patient,
even after he left school, retained a Tear of being persecC=-
uted, snd whenever he would visit a public place, like a_
tea~room or a bisocope, he would become self-conscious, thin-
king that all cyes were being fixed upon him. He also took
most seriously _remarks which were made in g light-hearted
sort of way. "In this way he lost all his friends, and more
and more found himself living an isclated exdstence, Pat-
ient began to put the blamé on the district in which the
family lived, and he begged his parents to move to ﬁmore

fashionable neighbourhood where they would all be taken
more notice of., Eventually the parents did move to a better

n@i%hbourhood, but in_spite of this the patient' s behaviour-
difficulties continued. He was never in any job for long;

the longest he ever spent ih any one firm was 18 meonths. The
complaint against him of his emploXG:s was that he scemed to
go running out in circles without doing the things which

were immediately required and necessary. Once one of his
bosses told him that he was '"always doing the wrong thing at

the right time". Patient came hom with the story one da
and thought it was terribly funny, but when he became th—

ariQus about it, his father slapped him in the face and told
him he was down right mad. Then, from being over-hilarious

patient became instantaneously sullen and depressed, curled
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himself up on the sofa on the verandah, and sadd he wished
to be left alone to die. Patient subsequently found a Jjob
at an animal pet shop, and then developed the hablt of 1im-
itating the sounds emitted by the various animals sold there.

d become amused at himself, and laugh aloud, This
Egego%% upsgtmthe household., The’glrls, who were growing up,
used to be afraid of inciting friends to the hguseé_from
fear of being humiliated by the behav1ouigeoullar1 ies of
their hrother. Lhe sisters encouraged their brother to go

up North, thinking that that would make a new man of him, But
ig the Afmy patie%t turned out to be a real problem to the

medical authorities, and he was considered useless for milit-
ary duties; he was sent back home., Patient was flnally
admitted to —=~~- Hospital as a Voluntary Boarder in Decem-

ber 1948, His condition was Qiaﬁnosed as a psycho-neurosis
(anxiety stnte), and he was discharged improved in January,

1949. Patient was subsequenth referred in June, 19252, to
the Mental Hezlth Society by the Governor General's Ngﬁlonal
War Fund, from which body he had sought financial assistance.

This was refused for the reason that he was_a 100 per cent
pensioner for schizophrenia, and that he had served a term of

imprisonment for sodomy, The Mental Health Society of the
W'W'Rand, in the face of many difficulties undertook the
administration of his pension. One of the first problems to

be solved was the accommodation of the patient, Various
places were tried, and he was finally placed ,with a family

where he remeined for three months, Patient then went to
live with his sister, as he stated that the people with whom
he had been living had heard of the sodomy charge and had

been accusing him flagrantly. Patient's behaviour continued
to be most pecullar. He was guite irresponsible in money

matters, and incurred innumerable debts. He found employ-
mentfor a short while as a shop assistant; but he soon gave

this up as he was afraid that his gehs%o% would _be suspended,
It was found necessary to refer patlent to the Johannesburg

General Hospital, Here he was semn by a psychiatrist who ad-
vised that patient be immediately admitted to the ==--=

%ogpital. The diagnosis made at this time was schizophrenia
eb,

(b) General appeargnce and demeanour of patient as
at November, 1953,

Patient was a short poorly nourished individual with
an asthenic constitution. His manner was peculiar in that
he Talked very slowly and peculinrly with a fatuous grin on
his face. He kept looking away when spoken to, and he inter-

rupted our question with the remark that he had not worked
for two years because two cockerels spoke to him and told

him to give u% his old job and to assume his rightful place
as Minister of Finance 1n the Union of South Africa, ' He
stated that when he heard this from the two cockerels, he

immediately gave Dre----- of the -~---Hospitad® 21 guineas
to buy him a tailcoat for ceremonia occasions, Patient then

turned on us in a forbidding and patronising manner and said
that he got messages from the spirit world and that he was
shortly going to visit a certain scientist in Denmark who

would give him the inner secrets of the atomic¢c _universe .,
(This patient, who was of Danish parentage, addressed himself

in the three languages - English, Afrikaans and Yiddish),

Disturbances of cognition were manifest in the patient

and his thou%ht groce$ses were essentially autistic, having
no relation to objective realities.. He whs ortentated

~for place and personal identity, but not for time. He had
amnesia for current events,but not for remote and near events,

His attentdon could be engaged only with the greatést dif-

ficulty as he_appeared to be utterly preoccupied with his
fantasies, Pa ?ent's powers of oogpgehensign were im-

paired. Thus he failed to answer item 20 and 25 of I.S. of
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N.,B.E.R., i,e., to differential_colours like red, green,
blue and yellow or to comprehend a question like:!"When a

wheel falls out of your bicycle , what dod you do?". Patient's
powers of retention and recall were impaired; thus he could
not do item 16 on the I.S., nor could he recall "375 Eloff

Str."® after 5 minutes. Patient's powers of logical association
~were impaired.  Thus he could not COHNSTTUCT & SENUENCE

from the three words: boy - river - stone. Item 42 on I.S.
of N.B.E.R.). His M.A. as calculated on the Individual
.Scale of the National Bureau of Educational Research was

4 years 10% months. Patient had delusions of grandeur and
ideas of reference ; he believed HE€ possessed millions of
pounds and that Eeople were coystantly saying evil things
about him, He also had auditory hallucinations, and believed
he could see as well as hear evil whispering voices. e had

no insight into his mental or physical condition. The pat-
ient at this stage was regarded as paranoid schizophrenia

Affective disturbances were also present; and he halluc-
inated a great deal. Thus at one moment patient appeared

to be withdrawn and depresscd, and towards the end of the
intervicw he became greatly agitated, and jumped up in a

startled manner at every sound. (acousticophobia).

Conative disturbances were manifested by patient at

several interviews. He aﬁpeared bo_ be over—coggerative and
over-willing to pleasec. e was highly suggestible, and would

run to carry out any simple request made by the medical atten-
dant. (hyperprosexia). '

(3) Physical examination of the patient:

(a) General physical appearance:

Patient was tall in étature and had an asthenic type

of constitution., His nutritional status was poor., His
height was 6' and his weight 155 lhs.

(b) Central Nervous System:

) The motor side of the‘%atient's speech was intact, but
its tone and rhtlfmappeared to fluctud Tth the alter-

ations in the patient's mood.,

The cranial nerve functions appeared to be intact;
The motor functions were normal, although there was some
difficuIty 1n geoting the patlenﬁ_to co-Operate in testing
for muscular co-ordination, and for the same reason, the
patient’s Sensory runccions could not be satisfactorily
assessed. Patient showed a fine tremor of the hands which
was regarded as functional in origin. The superficial and

deep refléxes were veryntense, and the plaftat ToTl6X was
Tlexor. The trophic functions were normal, 1The pupils

reacted briskly to light and accommodation, and the fundus
oculi was normel. ’

(c) Cardiovascular System:
No gbnormaliticés were detected, The B.P. was 115/72
and the P.R. was 68, and the beat regular, equal in time

and force.

(a Respiratory System: N.A D,
(e Haemopoietic System: Investigation of the blood

was not clinically indicated. The Blood Wassermann
was negeative,

(f) Lymphatic Swstem: No adenopathy was present. The
Spleén was not palpable, '

(g) Alimentary System: Patient had several carious

teeth in upper and lower jaw and a degree of
pyorrhoea was present. HE was not tender to

abdominal palpation, and his spleen and liver
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were not palpable. His tongue was furred, and
halitosis was present.

h) Genito-urinary System: There was no ¢linical evid-
(n) end oFf Tenal dystunction. The urine was free

from albumen and sugar. L. .
(i) ZEndocrine System: There was no clinical evidence

of endocrinopathy. )
(j) Locomotor System: Patient's gait was normal.

(k) Cutameous System: No gbnormalities were detected.

Patient was put on H.D.I. Thebapy , and was given 32
comas over a period of 10 weeks,

CASE NO. 8.

(1) ©Patient's personal history:

(a) Patient was a female Buropean, aged 32 years; the

third eldest of a family of 8 children - 4 boys and 4 girls;
givorced : Dorn in Lithuania~and brought out by parents to

South Africa at the age of 8 years; by occupation a milliner
a r in_a C%ty establisgiemnt; left school Tn Std.
1 a%££§8@§§8 of 15 years; earned up to £35 a month at the
height of her career; had kept to the same occupation for
years; had lived with parents in Doornfontein until her

marriage at the age of 24 years, and had never moved about;
was qt%ached to agreligibug faifn; was not addicted to ’

alcohol and drugs.

Past illnesses:

Patient?s birth was uneventful, During infancy pat-
ient had the usual childhood illnesses, but nothing serious
like rheumatic fever or diphtheria, During adolescence ,
patient had *flu very badly, and her 1life at one stage of her

illness was _almost despaired of. She was operated on for
acute appendicitis at the age of 18 years, She suffered from

Zfacial acne for a number of years, and she was advised that
it would disappear when she got married and became a mother.

Social participatioﬂ:

Patient did not make friends easily as a girl; she
somehow felt thst she could not keep up with her fmiends at

school and_at work, as they seemed to be generally smarter
and more alert than she was. She always Telt selT-conscious

in company, and her mother often reproached her for not pay-
ing sufficient attention to her appearamce. There was always

something in her manner which did not make her acceptable
to the opposite sex. Her brothers used to tease her and say

that "she wore the wrong kind of hat, and used the wkong kind
of lipstick¥. '

Parental family history:

The age of the father was 53 (at the time of his death)
and of the mother 58. Father and mother were Europeans,

born in_Lithuania, of the same ethnic sto¢k, and_of the

same religious faith. They had no schooling, and they had
taught themselves to read and write, and that theﬁ were able
to do only laboriously. The father was a bootmaker, and ran

—————————————

his business in a back street in Fordsburg, and earned £30-

£50 a month; he plied the same trade all his life, Parents
had only one change of residence in 20 years, and that.,was

when they moved to the Hospital Hill area.

Father was almost a total abstainer, and never tgok
drugs of any kind except on a doctor's préscription, He

frequently suffered from stomach trouble, and although a
- gastric ulcer was suspected, it was never proved radiologic-

ally. He was always afraid of dying, and he brooded what
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:oht haopen to the children. He was a sad and depressed man,
%ﬁ% had gg faith in himself. It was his constant prayer
that his children might be able to speak and read and write
English fluently, and so bedifferent from the wrétched green-

nhorn father who nemer enjoyed much cultural luxuries. _Father
began %o lose weighnt rap%de round about 53, and the doc-

tors considered that his old gastric ulcer had become can-
cerous. Father used to look pitifully at himself in the
mirror and cry:" Is this the end? Is this the end?" It was

the end, for he died several months later.

Mother was a shy and sensitive woman. She felt socl= -
ally inferior on account of her foreignness, and it sgemed that
this feeling of inferiority was transmitted to the children,

Mother was a stBong and healthy woman until the age of 35
years when she con%racted rheu%atic fever, At this time, too,

the younger children were laid up with scarlet fever, and

as there was nobody to nurse them, she had to get up from
her sick bed to attend to them herself. Her heart gave

in as a result and for manK years_she was confined to bed for
jong periods at a time. She finally died at the age of 58
years from heart failure following on several attacks of
coronary thrombosis, The death of the parents was a great
blow to the patient, as the burden of looking after the family
fell largely upon hér shoulders. This burden eventually
became too great for the patient to bear, and she sought a
way out of her difficulties in a marriage of convenience to

a man 15 years older than herself, The ageg of the other
surviving’ children were 30, 28, 23 years, 20, 18, 15 and

13 years, There was no history of psychotic mental disorder
in the family.,

The father-mother relations were of a spiritual
character. There was much tender feeling between them;
they shared common memories of the old countries, and both
cherished the hope of better days to come. :

The pareﬁt-child relations were good, although the par-
ents failed often to understand the different needs of
their children who were making contact with a culture which
was entirely foreign to them.

The sibling,relations were wuite fair but deteriorated

somewhat as the older children married and set up new loyal-
ties,

(2) Psychiatric investigation of the patient:

(a) History of present disorder:

The age of the patient at the onset of the present dis-
order was 29 years, about 4 years after her marriage. She
deferred mothérhood { or as long as she could as she was
not in love_ with her husband. He was inclined to treat her
as an article of furniture which was his by right of pur-
chase, and he was also unnaturally gealous of her youth, and
excessively greedy for immediate attention, Patient Degan
to resent him, and later to despise him largely Dbecause
he had failed to keep his promise to assist indthe bringin
up of the younger me%bers gf her family, Oncg she thr%at§

ened to leave him when he_began actively to persecute her
family; and finally, belicving that achild of their own
might soften his nature, she consented to becoming a mother,
During her pregnanc however, especially sfter the fourth
month, the ﬁus%and %égan to péss gome ragher rough remarks
"about her altered physical appearance. At one stage patient
began to have a great deal of morning sickness, which the

doctor diagnosed as a toximia of pregnanc and later sh '
developed éclamptic fits, This ugse% theyﬁusband a grga% deal,

and he used to tell her to %stop behaving like a bloody old
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cow", Patient's pregnancy was artificially terminated, and

when it was all over, a_noticeable change took %lace in her
behaviour. She began alternately to iaugh and to cry, and

then maintain silence for hours at a time. Once on a Friday
night patient got up from the table, laughed hystgrlcally,
and tried to set herself alight with the candle light. The

family do®@tor was called in, and on hearing the account of
the patient's behaviour, advised her to be removed to the

----- Home for observation. The diagnosis of schizophren;a
simplex was made by a specialist psychiatrist. The patient
was duly certified, and finally admitted to the =-=-=-= Hos=

pital in September, 1952,

(b) General appearance and demeanour of patient
as at QOctober, 1952.

Patient was dpoorly nourished individual of average
height and with an asthenic constitution . _She would answer
no questions, and HEr face remained dull and expressionless
throughout the interview, We asked her what her name and
age was, where she came from, and what time of the day it was,
but she seemed to hear nothing and to understand nothing,.
After a few moments she got up quietly from the chair, and
put her crumpled handkerchief to her eyes, but without weep-
ing; then she went into a corner and stood-still in a

fixed position until she was led away by a member of the
nursing staff,

Disturbances of cognition; affect and conation were
strikingly present in this patient. Her thinking pattern
was autistic in character, Her attention could not be en-
gaged{aprosexia). -She was disoricntated for time and place,
and as to her personal identity., Her memory for remote, recent
and current events could not be tested atv fge time of exam-
ination. Her reasoning, her powers of comprehension, retention

and recall could not be tested., She had visceral hallucinat-
iongT P&ITeving that she had no gullet and S : e

criminally assaulted. Her insight into her mental and phys-
ical condition and her mentdl age could not be determined,
She would not partake of food in the ordinary way,but had to
be fed throuéh a stomach tube. Her facial expression was
always wax-like, and she showed a tendency to maintain a
1imb in the position in which it was placed (Flexibilitas
cerea). Patientt's I.Q. could not be measured at this stage,
Her condition was subsequently diagnosed as schizophrenia

catatonica.

(3) Phvsicah examination of the patient:

(a) General physical appearance:

) Patient was a poorly nourished individual with an as=
thenic constitution. She had a wax-like expression, a hun-

ched back and a slow movi ait. Her i rge
woight 141 1bs. ng gai er height was 5'8" and her

(b) Central Nervous System:

’

The speech functions, the cranial nerve functions
the motor ZNd Tensory functions ToUTA oL DO adequately
tested on account of the patient's extreme negativistic
state. The superficial and deep reflexes Woere siluggish, and
the plantar reflex was likewise. The pupils were widely

dilated and reacted briskly to_light and accommodation; -
the fundus oculi was of ngrmal a%pearance. atlon; ‘and

(c) Cardiovascular System: _
Clinically, the heart showed no abnormalities. The

B.P. was 90/60, and the P.R. was 65 and equal
in time and force,
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(d) Respiratory System: nil

Haemopoietic System: L.
(e) lnvesflgafian' 5f the blood was not indicated by

the clinical condition of the patient. The
Blood Wassermann was negatlve

(f) Lymphatic System:

No ~denopathy was present, and the spleen was
not palpable.

) Alimentary System: ) o
(e Taticnt s teeth were in a fair condition; her

tonguc was furred, and the breath was heavy;

no hepatomegaly was present and abdominal ten-
dernegs could Xot bepelicited. The descending.

colon appeared to be loaded with faecew.
(h) Genito-urinary System: -
There was clinical evidence of renal dysfunction.

Menstrual functions were stated to be normal.
Albumen and sugar were absent from the urine.

(i) Endocrine System: o . .
AT1ent Showed no clinical evidence of endocrine

dysfunction,

j Locomotor System:
(5) Batlent'gogalt was slow, and she dragged her feet

on the ground. She had a mearked degree of pes

) lanuse
(k) Cutageous System:

Patient had seborrhoea capitis in a marked degree.

Patient was subjected to H.D.I. Therapy about three
weeks after admission, She was given 30 comas over a period

of 9 weeks,

BASE NO., 9.

(1) Patient'!s personal history:

(a) Patient, an Buropean female ; aged 38 _years;_ the,
youngest of a family ©r o _chnildren - > v3 and"a girl; di-

vorced; Dborn in Johannesburg; by occupation a school-teacher,
later becoming an administrative clekr in a Mining House; had
University education; and ma jored in Latin and History

for her B.A.; had_earned at one atage about £30 a month as
teacher; had lived with her parents in Parktown uncil her
marriage &t thc age of 22 years; was attached to a religious
faith; was not addicted to alcohol or drugs.

Past illnesses:

Patient's birth involved the use of instruments; butl
she sustained no injuries as a result thereof. During infancy
patient had measles, whooping cough, scarlet fever, and lryn-
geal diphtheria; her throat showéd an old tracheoﬁomy scar.
During adolescence, paticnt had an attack of paratyphoid

ever, and was treated for this condition in Hospital. She
was operated on for an ovarian cyst at the age of 22. She

had facial hirsutism, and this used to mmke her self-conscious,
especlally in the presence of the opposite sex,

Social participation:

‘Patient was extremely socially ambitious, and was made
to be so by her mother who wished to advance herself soci-
ally through the instrumentality of her educated daughter.

Many youn% men, chiefly of the student class, used to be in-
vited to the home, but none of them ever cstablished a warm

friendship with her as they felt that her family were socially
pretentious and were not nutural and sincere. Patient always

strove to move in the smart So0cial gets, but she was. invari-

ably cold=-shouldered, as it was known that she did not possess
the material means t6 support her pretensions. Patieng
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began to experience a scnse of isolation, and she sSought to

escape from her painful situation by marrying a persons of
substance, who was,however, poorly educated, and some 18

years older than herseif,

(b) Patient's parental family history:

Father was aged 34 years and the mother 21 years at the

time of their marriage, Father died 12 years ago at the age,
of 64 and mother was still active at the time oI the patient's

breakdown. Father was born in Rhodesia; mother was born in
Pretoria; were of same religious faith and the same ethnic
stock. They had an ordinary primary school education. The
father was a groduce merchant, and_was in same business for
© very many years; made jus atair living, but sufficient to keep
his family in everyday social respectability. Parents had
only two changes of residence, and moved from a poorer to
a better area when the children were still in their very
early teens. Father was a total abstainer, was Qheglthy man
until the age of about 50, when he started to get high blood
pPressure. ¢ used to get attacks of giddiness and Tainting,
but he never complained, as he was afraid to appear burdensome
in th eyes of his ambitdous young wife, Mother was an
attractive stylish woman, who aimed +to mover in the best
social circles, and in order to maintain the family style
of_livinﬁ,,she used to keep table boarders, Mother used to
feign illness and call in young fashionable doctors in
the hope of interesting one or other of them in her daughters
But they somehow failed to become interested ~and so. she
be%an to ur%e her_dau%hter_to marry for money "which was
affer all tHe basis of social power and respecﬁablllty".

The mother subsequently died in_a uraemic coma following a
long standing chronic Bright's disease.

There was no history of psychotic mental disorder in

the family, although the mother was regarded in the neighbour-
hood as "somewhat queer and eccentric™. :

The father-mother relations were outwardly normal, but
there Were Hiddcll vensions. 1Tne father could not keep Up
with the financial requirements and the social demands of his
ambitious wife, The mother always acted as though she had

been cheated by her husband and often bemoaned that she had
married "a stick-in-the-mud" years older than herself. The-

father would hear these jibes in silence , and sought comfort
in the thought that he had done the best for his children,
and in the hope that they would one day reward him with grat-
iltude, The mother subsequently sought an outlet for herself
by working herseclf to degth onythe %ommittees of a numger of
charitable organisations. She was always termendously keen
to get her name into the social columns® of the daily hews-
papers, but always with the view to pushing her daughter into

the circle of eligible bachelors, The father became com-—
pletely overlookeg and he was made to,feel that his pregence

in the home was no longer necessary; and as a result he
withdrew more and more into his shel1l.” He finally died of
carcinoma of the large bowel.

T@e parent-chibd relations:erred on the side of over—
protection, and especially where the patient was concernedy
The mother fussed a great deal over her, always dressed her

rettily and wanted the world to believe that she was ex -
glonaliy clever am well as beautiful. When patiegtswascgged
14, the mother continued to dress her in the clothes of a
ch}ld,of 10 , the idea being to give the impression that her
child was extremely brilliant for one so young. The exeessive

attention given to the daughter by the mother, ar d
jealousy an§ resentment of %he twoysons, and tﬁe%rogggacﬁggnt

to their mother was motivated more by a sense of duty than
by a spirit of love., The sibling reXationships werg acgor-
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dingly not as satisfactory as they might have been.

(2) Psychiatric investigation of the patient.

(a) The age of the patient at the dlset of the present

disorder was 24 years, Her breakdown occurred shortly after
her marriage to a man who was some 18 years older than her-
self. She had entercd. into matrimony in the belief that her

husband-to-be was a man of %reat material substancei but it
turned out later that , althpugh he was a respectable person,

he was of modest means. The mother,however, in the belief
that her son-in-law was really a wealthy man, began to o;der
clothes and underwear for herself at the smartest shéps in

town - but all at her son-in-law's expense. This and several
other matters led to bitter recriminations. Finally, the

patient decided that by continuing in the estate of
marriage she would be sacrificing too much for a man who
was poor, ignorant, and years older than herse&lf. . Patient
began to brood over what was for her a disastrous marriage.
Shé blamed her mother for everything, 1left home, and went
back to teaching; but as the weeks went by she_began to_sus-

pect that her fellow teachers were faking a malicious pleas-
ure in her misfortune. This happened when she found a note

on her desk one afternoon and bearing the words:"The path of
true love never runs smooth". Thereafter patient kept largely
to herself, and she began to lose the excessive self-assurance
which was once so characteristic of her; she began to suffer
from insomnia and from extreme anXiety; her behaviour became

more exuentric and withdrawn in character in the next few
years, She began to speak of herself as being "sexless™, and

to regard St, Joan as her ideal of womanhood, She began con-
stantly to refer tc Bernard Shaw's play by that name, and to
adopt a pese of the heroine in her last moments before

death as played bg Sgbil Thorndike. The pose consisgsted 1In
keeping her chin tilted upwards as she spoke. This irritated

her friends all the more, and they mockinglg referred to her
as " The Maid St. Joan ", This was more than. the patient
could stand, and she left the school, mainly on the Princip-

al's advice, Thereafter the pateint'!s behaviour became more
and more theatrical. She began wearing a garland of artific-

ial flowers around her nceck and going about in children's
gocks and sandals, Later she developed a variety of atbange
fears. She refrained from, riding in tram~cars because she
was afraid they might topple over; and she became afraid of
anybody in uniform becauseé she felt that they were wanting

to tie her up and burn her alive, Patdent was eventually
certified by two medical practitioners as a schizophrenic,
and she was admitted to —=w-~- Hospital in August 1952 as

schizophrenia catatonica.

(b) General appearance and demeanour of patient:

Patient was unkempt and slovenly attired; she appeared
to be dull and somewhat indifferent. Her conversation was
disconnected and irrelevant. During the interview she
remained seated on a couch, and after a while she pulled up

her legs under her and sat on her_ feet, . Her replies to
questions were utterly nonsensical, but in making then she

made a pretence at being smart and clever, She would start
giggling for no apparent reason, and she behaved more like
a girl of 12, Whenever she giggled she would stick her

finger into her dimpled cheek and then keep looking straight
at The interviewers as if to make them feeg self-coOnscious,

The %atiegt's conduct in the wards was observed to be fre~
quenlly Silly and childish. She was constantly writing
foolish love letters to well known people on the social

world and each would be rounded off with th a i
Shelley's "Lines to an Indian *: * © same guotation from

"I arise from dreams of thee,
And a spirit in my feet
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Has led me - who knows how
To thy chamber window sweet".

' ' v arded by the
ature of the patientt!s behaviour was regar

agiiegeas a form of %alilalia. Sometimes she would mount

herself on a table and say that she was a parson and was

going to hold a seance.

it i imi in their

i sturbances of cognition: were Very limited in :

extent?lsTEus DAL 16Nt was milaly aqutistic, but knew her age
and was orientated for time and place, and was able to ap-

i i Her memory for
reciate the nature of her surroundlngs, g
gemote and recent events was much impajred, b s so for

rrent events. She had no insight into the nature of her
ggngi%ion, nor did she understand the reason for her detention
in the ===== Hospital. Patient's attention could be easily

engaged, but could not be held for very long. Patient'!s

powers Of comprehension were impaired; thus she could not
answer item 60 on the I.S. of the N.B.E.R. Pationt's powers
of logical association were impaired; thus she f?lled to
pass item 65 on the L.S. of the N.B.E.R. Patient's M.A. as

) ted on this scale was 10,1. Patient had no hallucin-
é%%ggé? gndodid éot have any definite delusions, TUL At Cimes

expressed persecutory delusions which had reference to

her brothers. She believed that all her friends were gloat-
ing over her misfortune, and she would use obscene anq bl§s~
phemous language and repeat it all over again even while 1in
an euphofic mood. This was the onl¥ example of coprolalia
noted by the writer in the group of female patients inves-

tigated.

Patient's affective disturbances were expressed in
excesgsive restlessness, Her emotional shallowness alternated

periodically with her excessive euphoria. There appeared to

be a slight degree of incongruity between her cognitive and
affective functions.

The patient's conative functions were also affected;
thus she was suggestible To & acgree, but there was no

gross active or passive negativism. With careful handling
she could be made to co~operate.

(3) ©Physical examination of the patient:

(a) General physical appearance:

Patient had a dysplastic habitug. She was poorly
nourished. Her height was 5'7" and her weight was 118% 1bs.

(b) Central Nervous System:

The motor side of the patient's speechwas unaffected,

but the tone and rhythm varied with the patient's moods

which were observed on several occasions. The cranial nerve
functions were generally difficult to determine, especi-

ally those of the Olfactory, of the three sensory divis-

ions of the Trigeminsal, and the sensory portion of the Glosso-
harygeal., The motor functions were onl¥ slightly affected.
otor power and WMUZCle vong were moderately good3d muscular
co-ordination was normal, but patient took a little time

in carrying out the finger-nose test and the ankle-knee

test. The sensory functions were difficult to ascertain as

patient was not very co-operative. The superficial reflexes
were brisk; the plantar reflex was flexdr‘gﬁd*V§rV'EﬁtTV§7'
and pressure on sole of foot led to a grasping movement

by toes (foot-grasp reflex); and the placing of a object

in the hand was followed by flexion of digits rasp-reflex),
The deep reflexes were exaggerated. The t%ophiégfungtions )

were normal. Ankle Clonus _and Knee Clonus were absent,
The pupillary skin reflex was normal. The fundus oculi
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could not be examined on account of lack of co~ordination
on part of the patient. The pupils were equal, and reacted

briskly to light and accommodation.

(¢) Cardiovascular System:

- "Clinically the heart was normal in size; the
sounds were all closed and no murmurs were aud=-

ible. The B.,P. was 90/60 and the P.R. was 65 per
minute and egual in time and force.
(d) Respiratory System: :

Breath sounds were normal vesicular, and no
adventitious sounds were present.

(e). Haemopoictic System:

Investigation of the cellular contents of the
blood was not indicated by the clinical con-

dition of the patient. The Blood Wassermann
was negative.,

(f) L hatic System: ‘
Eo'a&éﬁﬁ%ﬁtﬁ? was present. The spleen was not

palpable,

(g) Alimentary System:

Patient's teeth were in fair condition, Her
tongue was furred. There was no hepatomegaly
and no abdominal tenderness to palpation. The
descending colon appeared to be spastic and
loaded with faeces, Halitosis was present.

(h) Genito-urinary System: :
The®e was #o clinical evidence of renal dysfunc-

tion, and albumen and sugar were abgent from the
urine. The labla minora were considerably

stretched,suggesting masturbation. Patient's
menstrual functions were impaired. Her periods
were irregular, and occasionally she would have

amenorrhoea.,

(i) Endocrine System: '
There was no clinical evidence of adrenal or

pituitary dysfunction, The thyroid was clin-
ically normal at the time of examination, but

became enlarged temporarily during menstruation.

(j) ZLocomotor System:

Patient's gait was peculiar in that she kept her
knees slightly flexed all the time as she

Walked. .

(k) Cutaneous System:

Patient had a sallow_ complexion which was_  very
likely associated with her chronic constipation.

Patient was put on Electro-shock Therapy some three
weeks after her admission to —-—=-= Hoppital.

CASE NG, 10,

(1) Patientt's personal history,

(a)  Patient, an European male, aged 27 years; _t
of a family of three CHITRTEH; = e b8y and twe girlS?e eldest

was married for one year, and then divorced; born in Johan-
hesburg; by occupatlon "a lecturer; was & M."Sc., and had

a most distinguished University career; earned approximately

£750 a year as a_lecturer; had lived with parents i :
Dunkeld all his life except for a period inpthenArm§nand for

the year he spent abroad in post graduate research work;
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was attached to the -----Religion, and came from a deeply
religious home; was not addicted to alcohol or drugs, or to
gambIing; was only a WModeratve Smoker.

Past illnesses:

Patient's birth was_not attended by any unusuak ob-
stetricglldiffidﬁItiés. During infancy , paglent had measles,

scarlet fever, and broncho-pneumonia, but made a good recove
ery. During adolescence patient had undulant fever, which
invalided him for almost three months,

Social participation:

Patient had been popular and sociable at gchoo; and ]
at the University; he was always preoccupied with his studies,

and his father, who was an academic person of distinction
was constantly’reminding him that he had a family academid

tradition to maintain, Patient seldom  brought his friends
home, as he was afraid that his parents might scrutinise

them too carefully and find them wanting in social backe- -

ground, Patient was encouraged to go out only with his .
sisters, and to find his enjoyments in the atmosphere of

the class room and the home.

(b) Patient!s parental family history:

The age of the father at the time of the investigat-
ion was 60. The mother died two years ago at the age of 57

years. Father and mother were Europeans, born in Britain,

of the same ethnic stock and of the same religious faith,.
The fatwerwWno came rrom a home of pﬁV@TT?‘ﬁﬁ%‘ﬁﬁTﬁSﬁTp‘had
a brilliant academic career, and made his way through High
School and University by means of scholarships which he
won with little difficulty. The mother had a High Bchool

education, and came of a %ood middle class family with fine
social and religious ideals. The father was an electrical

en%ineey and earned about £1500 a year. Father and mother were
not addicted to alcohol or drugs. The father was always 'in
good health, but the mother was,a frail woman for whom the bur-
den of bringin% ug three children _according to the high stand-
ards demandéd by the father proved a very great strgin. The
home atmosphere was very restrained and sombre, and table talk
was invariably directed towards academic issues., There was
little laughter in the home, and the children were made to

feel that theg were born into the world for a very serious
purpose, and that there was no time for trivialities of any
kind,

The father-mother relations were obviously most correct.
The father wag the dominant partner, and the mother ghighly
strung and diffident woman, Vvery submissively and fatalist-
ically accepted the inferiority of her position in the fam-
ily constellation. Their marital relationships were, however,
marred by the presence in the household of the husband's sie«
ter who was a spinster. This spinster aunt, a highly unbal- °
enced geyson and prone to mood swin%s and suspiciousness,
assumed 1n the household a degree of authority which placed
the wife in a position of inferiority which she deeply re=-
sented but which she was powerless to alter. Furthermore .
the aunt monopolised the emotional attention of the childfen,
and particularly of the son who was later to become- our pat-
ient. This became a source of hidden tension in the family.
The son began to resent the excessive emotional interest
taken in him by the aunt,as he felt that she was concerned
more with her own well-being than his own, and that she was

using him as an emotional outlet for her perseonal frust-
rations.

. The parent-child relationships were inadequate. The
fabher“WE§B€SS?ﬁt%EIIV‘E‘gUﬁG’ﬁ@TEgﬁs but he hadqa domine
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eering manner and was concerned almost exclusively with the

intellectual development of his children. He took little
emotional interest in them and hardly ever‘dlsplayed the
tenderness for which they yearned. The children were afraid

of questioning the authority of the father, and the authority
of the father was always upheld by the paternal aunt.

The sibling relations were just fair, but the patient
got on better with the older sister, who seemed to have a

better understanding of the causes of the family tensiona

(2) PSychiatric investigation of the patient,

(a) History of present disorder:

The age of the patient at the onset of the present

disorder was 23, but his c¢hildhood history showed that he
had always been very sensitive,and that he had been signif-

icantly affected bY the conflictful influences of his mother
and aunt, Patient's ambivalent attachment to his aunt was
shown by his fixed belief that "it was the duty of everyone
to get married on attaining to adulthood". Patient entered

- the University of «---~ , and subsequently Bot his M.Sc. with
first class honours in record time. In World War II he
joined. the S.,A.A.F. and rendered valuable service as a tech-
nical expert. Patient was subsequently awarded a research
scholarship which enabled him to g0 t0 ~=e-= University,
England, and here he obtained disticntions at the final
degree examinations, and headed the list in physics and
mathematicss, After this, under the driving influence of his
father, proceeded to do research for the D. Phil, in math=-
ematicd.,” In the middle of his work, however, patient began
to experience a sense of loneliness and acute anxiety and
he got married to a schoolteacher whom he.had known 1in

South Africa,.,6 The father was thorgu%hl¥ upset by the son's
marriage, thinking that it would interfTere with"his doc-

toral researches. Thereafter, patient became prone to sud-
den.outbursts of temper, and could no longer apply himself
to systematic investigation. Patient was subsequently seen

by a psychiatrist who considered that the gregipit tory fac-
tors in the patient's illness were the following: ?i? ross

overwork: Patient had, it seemed, been given a far too hard
a Iine of research for a D.,Phil. It shouild have had no

time limit. (ii) Work and marriage responsibilities inter-

fering with one,another.. Father of patient thought he should
never have married at this time with so much pressing

work to accomplish, Patient had certainly found it hard
to go-ordlnate the two. (iii) Physical relations between
patient and his wife were only partially satisfactory and

for some wecks just before patient's admission patient and
wife had had laéost no intigate relationships. p?iv? Pat -

ient was often disturbed by letters from home. There was his
mother's fatal illness, and the interference of his aunt

in the family affairs. (v) The wife's family and the pat-
ientt's family were constantly at logegerheads.

) The patient's illness began insidiously in.January
with oaranoid ideas. He became tired very quickly, and began

to_get phantastic notions regardin ossible solutions he
had found to Wery obtruse pr%blemsgig his work, As the pat-

ient's illness developed he became miidl exial and Bachy-
eardic. He was confuged about recent evgﬁgg? and full of ¥
unspecified fears. Patient's illness worked up to a crisis

some three months_ later, when he became filled with religi-

@

ous phantasies and diffluse paranoid delusions., He believ-

ed, for example, that he and his wife were " part of. an act".
He dellberately’burned his right wrist on thepelectric fire.
He had one catatonic period a day., He suggested mutilating

himself further as a religious act of explation. Finaj
he went into a state of v?olent catatonig exci%ement?aéggeam-



75

ing, talkingincoherently, and misidentifying people around
him. On account of these drastic changes in his behaviour
he was admitted forthwith to the -=--- ental Hospital. In’
hospital, patient's behaviour varied from catatonic inertia
to impulsiveness, and frequently accompanie y poysical
contortions which were related to distressing hallucinations.

' He broke window-panes, and often needed manal restraint.
His mind was engrossed in religious phantasies which were

connected with his intimate relationships with his wife and
masturbation, all of which was mixed up with severe guilt
feelings., He came to believe that his wife was the Mother

of Christ, and at other times he misidentified her as one or
otlier membder of the staff. He was, in effect, in an acute

catatonic and paranoid episode, At this time, patient ap-
peared to be fit physically, although he was somewhat under-
nourished, The burn on his right wrist, was only slight, and
healed well. _Patient calmed down only slowly and remained
delusional and highly labile affectively. After a week of
observation the patient was given his first course of E.C.T.
with considerable improvement in mood, Dbut insight still
remained impaired, He slowly slipped back again into a
state of mild paranoid depression with ideas of reference
and guilt feelings, and with some generdl cONIusSion apbout
events around him, Affectively he was labile., He felt he
ought to help other patients in the hospital without being

fully clear why and how, Accordingly gatient was put on a
course of H.D.I1.C.T. The course laste approximately six

weeks, but despite 20 comas, the results were_disapgointing,
the patient remaining very changeable, impulsively try-
ing to escape occasionally without in any way being able

to explain his motives;. he remained, too, mildly derealised
in a confused way, labile emotionally and at times paranoid

in thinking. Yet there were increasing rational periods,one
of wplch occurred when he wag 1Intormed O R1S nmother's death.
As his usual mood remained low, he was given immediately

after a further course of E.C.T. with c¢considerable improve-
ment in mood, but without complete remission of the state

of psychogenic confusion and derealisation. Patient, how=
ever, invariably slipped back again into a state of éemotion-
al lability and guilt-feeling whenever he received a visit

from his father, who was incapable of showing him the necessa-
.ry understanding. Nevertheless, patient held firm at a level

of partial remission, and he was accordingly discharged about
five months after his admission,

During patient'd stay at the hospital sychometric
tests carrledpout showed aygreat improgemenﬁ ?nyhis intel-
lectuval functions. However, although he showed a special
ﬁptﬁtude for mathematics, his general intelligence was not
lg L ] ' .

. The Prognosis of the patient at this stage was con=-
sidered doubtful. It was thought to be possible that the
patient's present remission might hold and that he might
get back to his Doctoral researches -~ provided that he did

gggeggme again under severe occupational and psychological
L

After his discharge, patient went with his wife for

two weeks' holiday, during which period he felt generally well
with occasional "cloudings” of hig mind, wherein he lost rap-
port. Og his return to %he ----- Hospitél, patient was seenp
once agaln as an outpatient in September, 1950 by Dro—--—- ’
and on_thls oécasion he was somewaht disturbed agout his
condition, as he was in a state of tension and bewilderment,
completely devoid of any insight into his illness, and wit
Earan01d Yondencies in is ideation, When the Universit§ n

erm was about to begin, the patient bried to start wor
again, .but found concentration very hard. He became ingreas-
ingly depressed and withdrawn, and finally, soon after the,
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cginni’ Octoper , was clearly rclapsing into a state of
gg %ggﬁg%eggc vithdramal, with bizarre 1dea%1on; guch.?s
-ding to change his religion on the grounds of his wife
2ggngigg her cl%thes, and with increasing dlsturbange of
behaviour. This finally led him-to try and stab himself

i ivelv with a bread knife, and to bang his head on the
%ﬁ%ﬁ%§ﬁ¥e %aying thgat he wantéd to be deag.

'Aftef an extremely distidrbed night on 11th October,
the patient was readmitted, as a matter of urgency, at 2 a.m.
in tge capacity of a volun%ary patient. On admission, he was
withdrawn, apathetic, showing evidence of confusion and

t, blockin but not overtly disturbed in ideatione.
_ﬁggu%%mér , howe%ér, Seemed extremely patchy, and he had a

ver oor insight. As time went by patient became increase
ing%y prone fo“violent attacks, starting Wlth excess o?
psychomotor restlessness, but soon proceeding to impulsive

t during which he would attack patients
%§5§%%%%X%T%g%%§%§"%ﬁ tﬁgéegoccasions, considerable phys- ?
jcallrestraint would be necessary, and invariably the pat-
ient'*s thought content would be $ound to be highly paranoid
in flavour, including, for instance, the belief that other
patients haa specialgdesigns againsf him. On other occasions
it seemed pretty evident that the patient was aurally halluc-
inated, When the acute outbursts had died down, the patient
would be abject and penitent, but also bewildered -and conw
fused, and at other times still paranoid in thinking. He
frequently showed evidence of tension and anxiety , even when
lying quietly in bed, his general lack of comprehension of

his mental state and of outside events, appearing to conduce
to this anxious tension. Domestic strife,” particularly be-

tween the patient's father and his family on the one haad, and
the patieng's wife and her family on the other, made the whole
situation of his management even more difficult than it

would otherwise have been. Shortly after the patient's
admission, his wife, who was clearly in a very tense state

of mind as a result of having to nurse the patient in the
last months, decided, after consultation with her mother,

to return to South Africa., She latcer sent _word to say that
she was instituting divorce proceedings. Full legal respon-
sibility from the time of the patientts wife's departure was
later taken over by the patient's father.

, The patient was at first'trgated with mild sedation,
.occupational therapy, and supportive psycho-therapy. As, how=-
ever, his condition deteriorated and violent impulsive out-
bursts became more frequent, it was found necessary to nurse

him almost completely in bed with heavg_sedation s ViZe
sodium amytol and paraldehyde. Even thi ation, however,

was_insufficient to grevent impulsive outbursts, and finally
in December, it was felt that E.C.T. previously withheld,
because of its tendency to make patient more confused, bewil=~
dered, and amnesic, was now an urgent necessity to reduce the
gross affective pressure, as patient's father was averse to

the patient's undergoing E.C.T, at first, but ultimately

gave his consent after a second opinion had been obtained.

The patient was given a course of 16 E.C.T. comas with consider-
able affective improvement, lessening of tension and better
rapport. The paranoid ideation, though never completely in
abeyance, went very much under the surface, as a result of
E.C.Te, and the hallucinosis subsided. There was still some
considerable bewilderment, and insight remained poor, al-

though the patient was aware that he had been through a :
mental illness, The improvement resulting from E.C.T. made

it possgble for arrangements to be made for the patient to

fly back to South Africa accompanied by his father, The
patient left —=--- Hospital in January, 1951. Suitable sedat«=

ion was given to the father to take with him.

The patient's prognosis at this time was considered
poor. Despite super?iciaI inprovement which had resulted



77 «

from E.C.T., it ®eemed almost certain that the patient was
in process of progressive paranoid schizophrenia ,'whlch had
not been arrested by the tull course of deep insulin coma

treatment. The impression, accordingly, was that the ultimate
prognosis was very poor.

Treatment of this patient was subsequently continued
at the =—m=- Hospital in South Africa.

(b) General appearance and demeanour of patient:

Patient was investigated by the writer on a number of
occasions in the fourth quarter of 1952, after he had been
i i d for about six months. Patient was
%giﬁiggﬁiﬁgﬁegngttgﬁ?getime, physically he looked fit.
H e had an athletic constitution . Patient looked very with-
drawn, and his Tace wasg dull and expressionless. His ex~
pressionless countenance was but a cover for an underlying

tension which appeared to be very extreme. Patient looked
at the interviewer as though he Ythe interviewer) was an

object of suspicion to him, and he would then turn his head
away and gaze at a far corner of the geiling 1in a bewildered
way. His behaviour was that of a persons who expeéected to

receive only injury at the hands of people with whom he came
in contact. The writer was subsequently able to ascertain

the the patient's father and aunt had a similar suspicious
way of looking gt people.

Disturbance® of cognition were evident in the patient.

His pattern of thinking was autistic. He knew who the med-
ical officer and the male nufses were, but he had difficulty
in identifying them by name, and would occagsionally cone

fuse one with the othér. He was somewhat disoriecntated for
place; thus, while he knew that he was in —---- Hospital, he
did not _know the particular town in which the Hospital was
situated. His orientation for time was impaired, Hi memory
for recent and remote events was impaired, but less so for
current events, His attention could be gained only with
difficulty, and he appearea to be preoccupied with the memory

of some cavastrophic exgerience he had passed through._ He
mentioned, in faect, that his wife had recently divorced him,

but he had no _insight into the nature of his conditidh, Pat-
ient's poweTs Oi comprehension were impaired. Thus he could
not give an gnswer to the gquestion:"Why do you save money?"-
nor could he re-arrange the words in a dissected sentence in
a proper meaningful order. Patient's powers of recall were

also slightly impaired; thus he could not repeat a_number
of six digits after 1 minute. Patient's powers of logical
association were impaired in that he could not solve the -

"Ball and Field" problem (Superior plan). Likewise, his
powers of reasoning were impaired in that he could not find
a solution to problem presented in item 69 (la) on the In-
dividual Scale of the N.B.E.R. Patient was only mildly
hallucinated at this staﬁe, Once in the course of the inter-
TIeW ne apruptly turned hsi head away and gazed up into the

ceiling as though he had heard the voice of someone callinge.
He was also deluded; thus he believed that his divorced w%fe

was the Virgin Mary and that he personally was responsible

for the second coming of Christ Patient's M.,A.at thi
stage as measured ongthe Indivi uaI“SEEIﬁ‘ﬁr“fﬁeaN.B%E?R. was

10.2 vears.

Disturbances of afféct were clearly shown by the pate

ient . He lopked utterly withdrawn and repressed, but as i
harbouring a hidden desi¥e to avenge some %rongs which hgdlgeen

inflicted on him. Patient broke down and wept in t
of the interview and called for his wife., Y 1n the course

Disturbances of conation were shown in the patient's
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periodic outbursts of violences This wguld_happen particul-
arly during a visit by his father. This violence took the

form of breaking windows, and this was possibly associated
with a suicidal tendencye.

(3) Physical examination of the patient.

(a) General phusical appearance:

Patient was a well nourished individual, with an ath-
letic build, and appeared to be in a fit physical state.
His height was 5184" and his weight was 164 l1bs,

(b) Central Nervous System:

The motor side of the patient's speech was intact, but

he always lingered before speaking a sentence, The cranial
nerve fghctio%s were diffigult t% examine on account™ ol lLack

of co~operation on the part of the patient., The Second,Third,
Fourth, motor division of the Fifth, the Sixth, Seventh,
Ninth, Tenth, Eleventh, and Twelfth cranial nerves appeared

to be intact. The motor functions wer not affected; muscle
tone was good; musCUIAT CO-OrdinfBtion and the sensdry Tunctions

could not be adequately ascertained on account of lack of
co~operation on the part of the patient. The superficial

and deep reflexes were brisk, and the plantar reflexes were

flexor, The trophic functions were normal. The fundus oculi

could not be examined, as the patient appeared to be terrified
of the ophthalmoscope. The pupils were equal and contracted;

reaction to light and accormodation doubtful,.

(c) Cardiovascular System:
The heart was not enlarged clinically; heart
sounds were all closed; no murmurs were present. The B.P. was
150/90 at one stage when the patient was in a state of anxious

tension; _but later came down to 130/80 when patient was in
a more relaxed condition. The P.R., was 80, regular, equal

in time and force.

(d) Respiratory System:
"”"ﬁﬁ‘ﬁﬁﬁﬁ%ﬁ&%ftt@g were detected.,

(e) Haemopoietic System:

Invegstigation of blood was not indicated by clin-
ical condition of the patient. The Blood Wasserw

mann was negative,

(f) Lymphatic System:
No adenopathy was present.

(g) Alimentary System:

Patient's teeth were in a fair condition, Tongue
was furred and halitosis was present. here

was no hepatomegaly or splenomegaly, and no
abdominal tenderness to palpation,

(h) Genito~urinary System:
"“’FH@T@"W?§“§6‘§TTﬁTca1 evidence of renal dysfunc-

tion or genital abnormality. Therd was no al-
bumen or sugar in the urine., Patient had a funce-
tional polyuria. '

(i) Bndocrine System:

There was no clinical evidence of pituitary,
thyroid, or adremal dysfunction,

(j) Locomotor System:
T NU“ﬁﬁﬁ@T%EITTleS were detected, Patient'!s gait was

firm and elastic and his quick steps were in keep-
ing with his general psychomotor activity,
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taneous System:
(x) pp’%ﬁﬁﬁﬁﬁﬁ%ﬁTTties were detected,

Patient Was put on High Dosage Insulin Therapy, and

- he recelved apgroximately 22 comas altogether. Treatment
tookmapproximately 25 months.

(B) THE "B" GROUP OF PATTENTS,

CASE _NQ, 1.

Patient —w—==- , aged 44,an insurance agent, consulted

in June 1951, His complaint was tlat he had been unable
%g congentrate on Fie Business affairs for several months

and that he had been getting tired easily and forgetting
to attend to his diar%sed appointments., He had.a§§o bgen
having outbursts of temper, and had taken to drinking in a

big way -~ a thing which he had never done before. Recently
hégbeggn boastin% to his wife and friends that he was "related

to the Governor General of South Africa, and that one da
he would be Prime Minister and make everybody sit gp". e
also began to hear "strange noises" in his head which were

sometimes like voices; and he squandered his mone oﬂgll
sorts of people whom he didntt e%en know. Pat1ent¥s ife

began to be suspicious of his mental condition, and arranged
for him to be investigated. :

' The findings on examination were as follows: Patient's

pupiIE‘WETé‘ﬁﬂéqgarj"fﬁﬁﬁtéﬁ“tﬁﬁﬁcommodat1on but not to ,
light. The optic fundi were definitely pale, suggesting
early optic atrophy.

The knee=-jerks were increased, and the plantar reflex
was extensor,

The tongue was termulous, and the speech was slow and
slurred.

: Patient's handwriting was markedly termulous in charac-
-ter and he omitted a number of words from the sentence he
was asked to transcribe, '

Patient's blood and cerebrospinal fluid gave a strpngly
positive Wassermann reaction. The C.S.F., in addition, gave
a definiteparetic curve; also there was a lymphocytosis of

150_cells per c.mm., and globulin-was determined by the Nonne=
Apelt reaction,, was presént. _

The patient's condition was accordingly diagnosed as
dementia paralytica or general paralysis of the insane.

Patient was treated with 2,000,000 units of crysticil-

1in daily for a period of 6 weeks, His blood Wassermann and
the Wassermann in the C.S.F. was now only one & positive.The

degree of improvement was shown in the fact that whereas

the patient's mental age begore treatment was 11.9 years,
after treatme e Jg . e improved mental
age was counsistant with the advance which had taken place
in the integration of the patient!s psychic functions.,

CASE NO. 2,

Patient ~---- s aged 53, a proEagandist for a Johannes-
burg charitable organisation, consulted us in April, 1952,

His complaint was that he had been suffering from violent

headaches for the past four months. The headaches were a
worse at night and”were so excruciating that he was ugabléways

to sleeg. The headaches were mainly parietal in chargc-
ter, and often, as a result of exhaustion, he would
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asleep over his work during the day. On a number of
ggéésions,pwhile walking to his bus-stop, he became giddy,

and had to hold on to a lamp-post. About two months ago,
patient began having convulsions, especially after cxclte-

ment, and some while later his speech became affected, and

] ft arm and left leg became weak, Patient had alsé@,e-
géﬁelSery irritable, and this would invariably be followed

by a state of stugor. More recently he ‘began to harbour the
dglusion that € income tax authorities were after him,

and were going to kill him".

The findinés on examination were as follows: Pupils
were unequal, reacted to light but not to accommodation,
Optic neuritis present in both fundi, but more marked on

the right side., Ptosis of the right eye was present,indic-
ating Involvement™ 0T The 3rd cranial nerve. nternal strav-

ismus of right eye was present with a resulting diplopia
Indicating involvement of the 6th cranial nerve.Patient's
hearin% was affected, and when asked to smile, the right
sidc of the mouth did not move - indicating involvement of
both the 7th and B8th cranial nerves.A spastic paralysidof

the left arm and_leg was present; the supinator and knee,
jerks were greatly exaggerated, and the Babinski was posit-

ive, indicating an upper motor neurone paralysis.

) The Wassermann reaction in the blood and the cerebro-
spinal fluid was positive, and the Lange reaction gave a

luetic curve. There were agproximately 200 lymphocytes
present per c.mm. of the C.5.F.,and globulin was absent.

The condition was accordingly diagnosed as cerebral
syphilis,

Patient was treated in a Nursing Home and given

. 2,000,000 units of crysticillin daily for 2 weeks, and re-
peated after an inter¥al of 5 days, "Patient's general con-

dition improved. The improvement effected was particularly
noteworthy in the case of his psychic functions. Thus,before

treatment,paticnt's montal age was 10.6 years and after
treatment 1t became 15.3 years; whiIch was & measure of

the advance which had ogcurred in the integration of the
patient's psychic functions.

CASE NO. 3.

. Patient -w-=a a married woman,aged 58, consulted us
in August 1952. Shé was brought by’hér elddr daughter,and

her main complaint was that her skin had become excessively
dry,That the hair of her head was falling out,and that
generally she was not half so mentally active as she used

to be,

The findings on examination were as follows: Patient
had an eXxpressionless face,and her eyelids drooped some-
what. The tongue appeared to be bigger, and the livps
thicker—tHam TisTma .’ Hop face had ggyeilowish tintt with a

ink patch on the cheek. The skin was dry and rough, and
galr ad fa}len away from THE Tegion of tge templgg.’The sub =
cutaneous tissue, particularly in the region of the neck and
ankles, was_oedematous, but did not pit on pressure., T
~ gait ahd all movements’weére slow andpdelibegate? Tﬁe heggt
appeared to be clinically enlarged, and the cardiac sounds
appeared to be distant and weak on auscultation. The blood
count showed a degree of anaemia, with 4,220,000 red cells
ber c.mm. The Blood Wassermann was negative The t -
ature was subnormal, The Basal Metabolic Rate was rgggggd
to 30 per cent.

Psychiatric examination reve2led a marked disturbance
of thé’T%ﬁEtTﬁﬁE‘UT‘EﬁgﬁTttﬁﬁ, affect,and conation., Thus ¢
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her mcmory was defective, and her general cerebration very

N . ( a
eriodi she became irritable and restless, an
g%ogﬁe g%r%ﬁ%lgi%égviews she had visual halluglgag&onsré
i i i ea
The mental age of the_ patient at this timec wa DYy
on the Indiv%dual Scalé of the N.B.E.R.

. 4 . dema
tient's condition was diagnosed as IMyXOS .
Patien%h%agasébsequently admitted to %he Johanﬁ@%%ﬁfgﬂ§§n

i iti he was
ral Hospital by her gencral pyactltlgner.Heye sh
ggqin fugly invgstigated. Radiographic examination of her

jargement of all the chambers of _the
ﬁgggg,Sggge%h%rgigc%%oca%diogram showed an extremely low

voltage.

. Patient was treated with thyroid gland,beginning’gith
.1 b.d. and graduddly increased to gr.V daidy.
%a%gggtoga g %apid progr%sg under treatment. Af%gr four
she lost 25 lbs. in weight and her heart became nor-
gﬁfkin sizc. When we examined Ber after her discharge, we

te a remarkable improvement in_her psychiat-
¥§gecggégtggn?o The improvement extended to all the categ-

' i the psyche, 2nd the increased efficiency of their
%ﬁigiigg wasprgfleéted in the fact that her mon¥%1 aée was
now 14.74& years on the Individual Seale of the N.Belielte

CASE NO. 4.

tigpt--w=-- a carctaker's wife, aged 61, consulted
us in E%r%?BlQSZ. "Her mein complaint *wasthat &he had %a
swelling in the throat which had been getting worse for the
last six months, and that she had been getting breathless
on exertion, and that her eyesight was failing.

The findings on cxamination were as follows: Patient
had a hard nodular swelling lying transversely across the
base of the neck, themright side being rathe; larger than
the left. The pulsation of the carotid arteries was marked .

Patient had a staring expression with a bilateral exgph?hal-
mos, and had positive Da rymple's, von Graefe's, Mobius',

Joffrofs,and Stellwag's signs, Her heart sounds were very
loud ahd an apical systolic murmur was present. Her pulse
rate was 110, with an irregular irregularity, indicating
auricular fibrillation. Her blood ﬁressurg was 150/90 Her
skin was mosit and warm. Her BasallMetabolic Rate calculated
from Read's formula: B.M.R. = 0,683 (P.R. =~ 0.9 P.P.) =

71,5 was increased by 40%. Patient had a fine tremor affec-
ting the whole of the upper extremcties.

Paychiatric exmaination showed a marked disturbance
of the Tunctions or cognivion, affect, and conation. Patient

was very restless and excitable at the time of edmmination
but a _few days thereafter, when she suddenly went into car-
diac failure, she showed acute anxiety with® visual halluc-
inations and persecutory delusions. Patient's mental age
at the time of the examination was 10.,10. years on the 1n=-
dividual Scale of the N,B.E.R. Patient's condition was
diagnosed as Exophthalmic Goitre. Patient was treated with
Lugol's Iodine mv, t.d.s. for ten days and thercafter with
propyl thiouracil 0.2 gms t.d.s. for 10 days, the dose of
the latter being then reduced to 0.2 gm, daily for a period
of 4 weeks., The patient's cardiac co%dition %as treated at
the same time with digitalis.

The response to treatment was dramatic; a great im-

provement occurred in the patient's clinical and psychiatric
condition. The improvement in the patient's psycgic func-

tions was reflected in the mental age which was determined
& weeks after the commencemént o rcatment and estimated
to be 16,8 years.,
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CASE NO. 5,

Patient -=-=== , @ Railway pensioner, aged 72, consulted

us in June,1952., He complained of great general weakness,

f weight, and of pallor, His wifg,however, gave
%ﬁgef%g%ﬁeg info%maﬁion thatphe nhad been manidcal and’con-
fused of and on,and believed (quite Wrog%ly) that the pol-
ice werc hunting for him all over the City.

The findings on examinatbion were as follows: Patient
looke&'@iff@ﬁéI?gEﬁ§€mT6T_ﬁﬁ@“ﬁTﬁ"@KTﬁ”ﬁE&"E‘V@IIBW1sh tint.
His tongue was sore, smooth, and atrophic., He had paraes—
thesia of the cxtremeties. His spleen was barely palpable.
His blood pressure was 90/60 and pulse rate 90;he had albume-
en-in the urine., The red cell count was 1,800,000 per c.mm.
and the white cell count 2000 per c.mm, The CoOlour Index was
1.2 and the Haemoglobin was 7 gms. The blood smear showed
anisocytosis and poikilocytosis,and a number of nucleated

red cells. On the basis of these findings the condition was
diagnosed by the writer as pernicious anaemia. The degree

pf psychic disor%anisation present in the patient before
treatment was estimated from the fact that the mental age
on the Indivkdual Scale of the N.B.E.R. was l1l1.,3 years,

Patient was admitted to the Johannesburg General Hos-

ital shortly after our preliminary investigation, Further
investigations carried out here yielded the following ad-
ditional findings: '

The mean diameter of the red cells was increased,being
8¢3. The reticulocytes were 2%. The mean corpuscular vol-

ume was increased, being 140 c.u. _The mean corggscular
h@emoglobin and coOlour index were increaSed. QT =
puscular average thickness was increased, being 2.1 u.

The leucocytes were reduced in number to 25% per c.m.
The lggﬁgocyges were relativelg increased to 50%. The
neutTOophiL Oowed increased lobulation, showing a shift to
the ri%ht on Arnethts Count. Turk's stimulation cells were
present, .

The blood platelets were scanty and numbered 50,000
peI‘ Ce M,

The serum had a yellowish tint, and the indirect van
den Bergh was positive, and bhe icteric index was 12.

A bone marrow biopsy showed numerous megaloblasts,

normoblasts and normal red cells were scanty. Active phago-
cytosis of red cells by large reticula~endo¥hielial cells
of bone-marrow was present.

The coagulation time was increased, and the blood-
sugar curve was normal.

The above evidence was confirmatory_ of the diagnosis
of pernicious anaemia, Patient was treated with Vitamin B

injections in deaily doses of 100 micrograms, and after a12
few weeks of treatment his red cell count returned to nor-
mal, Patient's general clinical condition and psychiatric
status improved considerably, A psychiatric exﬁa%nation
carried out on the patient after his discharge from hoSe
pital spowed that h?s cognition, affect, andgconation were
better integrated, a fact which was reflected in his high-
er mental age of 15,9 years.

CASE NO,., 6,

Pattent --—w- an_Buropean male aged 47 yearsm em- -
ployed as a clerk i a StatepDepartment%consul ed us ggSep~

tember,1952,0n account of a gonococcal infection which he
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r..ecently contracted. This, however, was not his only
problem. He was addicted to alcohol and suffered from the

fects of chronic alcoholism. It became necessary to
%gegg the patient for his alcoholism as well.

The findings of our physical examination were as
follows:

Patient's facies was congested and naevi were pres-
ent ,His nose was ted,and the conjunctivaec were wabery.His

i t was greatly disturbed; his_ tongue was
%%%%g%%gé%ﬁé§%gg%reathgwas hgavy. He suffered from mausea
and anorexia, _especially in the morning. His voice was

nhusky. He had a tikemor of hands and tongue. HE nad an
hepatomegaly, due to cirrhosis, and periodically he had

bouts of haematemesis. He had signs of eripheral neurit-
is in his lower limbs; he had exqulslte‘%@ﬁﬁ%?ﬁé§§‘iﬁ“ﬁ?§
calf muscles , tingling, and hyperaesthesia; his knee
jerks were abSent.

Psychiatric examination revealed a marked distur-
bance ETXfHE“TEﬁﬁtiﬁﬁE“UT“GEgn1t1on, affect, and conation.
Patient's memory, concentration,and insight were reath
impaired; he was very irritable and generally emo 1on§l v
labile; and he took 1little interest in his work. Patient's
menatal age at this time was 11.9 years, which was in,
E@éﬁiﬁ@“Wffh the defective integration of the categories

of his psyche.

Paticnt subsequently developed lobar pneumonia, fol-
lowing an all ni%ht exposure at the Central Station. For
this hRe was treated in the Johannesburg General Hospital.
About 10 days after his discharge, patient became restless
and depressed, and was unable to sleep well; he bagan to

have bad dreams, and he imagined that he saw rats and snakes
moving on the walls of his room. Psychiatrically examined

at this stage, patient showed loss of orientation for time
place, and personal identity; he confabulated a great deal;
but his powers of reasoning were the least affected of his

mental functions. The symptoms now displaged.indicated
that patient had a Krosakow8s psychosis, atient was sub-

sequently admitted to Northlea, Berévlei, outside Johanncs-
burg, where he is still hospitalised. The writer had an
opportunity of observing the patient here on three differ-

ent opportunities in January, 1953, and was able to note a
great general improvement in his psycho-somatic status,

The writer has had, in addition, opportunities of
observing in the wards of the Fever Hospital of the Johanw
nesburg Municipality cases of meningococcal and pneumo- -
coccal meningitis and of virus encephalitis presenting
a schizoform symptomatology, and, in the wards of the Johan-
nesburg General Hospital, cases of tuberculous meningitis,
gongestive cardiac failure, chronic neEhritis_with uraemia,
idiopathis epilepsy, pellagra, ceeebra cysticercosis,
cerebral tumour,disseminated sclerosis, and paralysis agit-
an8 exhibiting a schizoform symtomatology; and he has noted,
too, that the schizoform symptomatology engendered by the
somati¢ disorganisation disappeared in those cases where
specific therapy was applied, namely, in the cases of mening-
ococcal, pneumococcal, and tuberculous meningitis, and in
congestive cardiac failure, pellagra, and disseminated
scierosis, The other cases faibed to respond to therapy

or were beyond surgical interference, as the case might be,
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CHAP, ITI,

ANALYSIS OF THE DATA AND
 CONCLUSIONS .

Analysis of the case records presented above of patf

jents exhibiting schizophrenic or schizophreniform symptoms
shéws that they have necessarily to be classified into two
main groups;:namely (A) the "A™ group, or ﬁhe functional |
grouptof casés, in which no organic basis could be found

for the schizophrenic sympﬁomatology, and (B) the "B" group;
~in which an organio basis could be found for the schizo-
phreniform symptomatology.

(A) ANALYSIS OF THE "A" GROUP OR FUNCTIONAL
| GROUP OF CASES.

Agalyéis of data in TGSpéct of this group is directed to
I. The-idéntification of possible causal factors,
emerging - | »
(1) -invthe personal history of the patients;
(ii) in the family history of the patients;
(iii)in the physical SGgment of the personal~
ities of tﬁe patients; |
(iv) in the psychic segment of the personaiit~
| ies of the patients.
II. The evaluation of the symptomatology projectéd by
tﬁe patients.

I1I. The evaluation of the response of patients to

treatment.

I. ANALYSIS_OF DATA DIRECTED TO THE IDENTIFICATION

OF POSSIBLE CAUSAL FACTORS EMERGING-

(a) IN THE PERSONAL HISTORY OF THE PATIENTS:
(i) The age'fgctor

The onset age of schizophrenia in this group of cases
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is indicated in Table I.

Table T,

The onset age of schizophrenia in the "A" group of patients

Case NO. Age Case No. - Age ' Case Ho. Age

1 20 6 19 11 26

2 34 7 5 12 - 28

3 18 8 29 13 32

4 26 : .9 24 14 21

5 15 10 . 23 15 23
Average age : . 84,2 years,

This study'suggests that scﬁizophrenia is mainly a .
.disorder of early adult life - a finding which we were able
"to confi¥m by an analysis of the‘corfesponding age data of

a large sample of cases examined at Sterkfontein Hospital,.
Table II.

Age onset of 50 European Cases of Schizophrenia investigated
at Sterkfontein Hospital.l952.("X" Group)

" Age group  16-19  20-29 30-39  40-49  50-59

NO« 5 21 13 9 2
% 10 42 26 18 4

1t emerges from thevabove data that the vast majority
of schizophrenic patients, i.e., 78 per cent, at the time
of the onset of their disorder belong to the age group
16~39 years, and that the peak incidence of the disorder is
in the age group 20-29 years.

(ii) The sex factor.

The sex factor as a determinant of suseeptibility to

the schizophrenic process could not be evaluated from the

'"A"‘group of cases which we intensively studiedinor from the

50 case records which we examined both at Sterkfontein Hos4

pital and the Neuro-psychiatric Department of the Johannes-

burg General Hospital, Accordingly, reliance was placed upon

L]

an analysis of data culled from other sources. Analysis of
such data indicates that men are,as a rule, more ldable to
schizophrenia than are women. The extent to which this is

so is reflected in Table ITI.
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Table III.

The sex distribution'of schizophrenia among Europea? (x)
patients resident in the mental hospitals of the Union.

Year v No. of cases M/F
Male Female

944 » 1282 1108 1,15

%945 1277 1133 1.12

1946 1298 1164 1,11

4 1320 1158 l1.14

%843 1284 1156 ) 1.11

1949 1299 1170 ‘ 1.11

It will be observed from ¥he above data that over a
six year period msles were constantly more susceptible to
schizophrenia than were females, |

(iii) The factor of race:

The factor of race as a determinant of susceptibility
to schizophrenia could not be evaluated through the group
of patients which we investigated, as they were all of Eur-

opean stock., Information of a statistically reliable char-

acter in respect thereto could be obtained only from an an-

alysis of relevant data presented in the Annual Reports of

the Commissioner for Mental Hygiene of the . Union of S.Africa.
Table V. »
The distribution by race of first admissions to the mental

hospitals in the Union of South Africa in respect of
schizophrenia, 1937-1949. {(xx)

Year Total Buropeans Natives
all/races No' % of No. % of
total : total
1937 709 143 : 20422 458 64 46
1938 838 194 23,03 . B46 65.2
1939 930 185 19.89 636 684
1940 1030 269 2641 661 64,1
1949 927 165 174%9 639 6749
- Asiatics Mixed,etce.
1937 709 27 3.8 BZ IL.5
1938 838 21 2eD 77 e
1939 930 20 242 89 9.%
1940 1030 25 2.4 75 73
1949 927 22 2ed 101 10.9

(X7 Vide Annual Reports of the Commissioner for Mental Hyg-

iene of the Union of S.A., for the corresponding years,
(xx) Vide Annual Reports of the Commissioner fog Ment§1¥Hyg- :

iene of the Union of S. Africa, 1937-1949.
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It emerges from the‘foregoing figures that the Native
' races form the bulk of all first admissions to mental hos-
pitals in the Union,and are followed by the Europeéns,the
mixed races, and the Asiatics, in that order.,The inference,
however,is not drawn by the writer,namely, that the incid=
ence of schizophrenia amohg Bumpeans,the Bantu, the Asi- -
atics; and the "mixedvraces" is in proportion to the relat-
ive percentage frequency of schizophrenia obtaining among
all first admissions.Only by examination of the racial com=
position of the Union of South Africa for the corresponding
years can one dedide whether the racial distributionlof first
admissions is, or is not,in proportion to the racia#compos-
.ition of the popudation.Population figures for the Union

are not available for each of the years 1937-1949. In order

to make a comparison possible,an average figure is computed

(i) for the racial distribution of first admissions during

the years 1937, 1938, 1939, 1940 and 1949;and (ii) for the

racial compcsition of the Union for the Census Years 1936

and 1946. The computations
Table V,

are presented in Table V.

Comparative analysis of racial distribution of first admig-

sions in respect’ of schizophrenia to mental hospitals in the

Union of South Africa, and racial composition of the Union
populat ion, (x) :

Year Average % racial distrib. Ragial composition of
of first admissions Union populat ion
E N A c B N A C
- 1950 ' U9 D38 Zed ISINY]
1937 20.02 6446 346 1145
1938 23.03 6542 - 2.5 9e2
1939 19.89 68.4 2e2 946
1940 26,1 64,1 2¢& . 7.3
19486
1949 17,79 67.3 2e3 10,9 20.8 68.8 245 8ol
Aver- 21,16 66.4 2.64 Qa7 20.85 6847 2e4 8.05
age v

It emerges from the abovwe data that South African

Europeans formed a higher percentage propoftion of first ad-

Vmissions for schizophrenia than their percentage proportion

of total population, that the Bantu formed a correspond-

(x)

Cf. Annual Reports of the Commissioner of Mental Hygw

lene for the Union of S. Africa for the corresponding

years.
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ingly lower proport&oniand the Asiatics and the Coloureds.
a correspondingly higher proportion; The inference may be

accordingly drawn - subicct to the proviso that hospital

accommodation for the schizophrenics of all races is max-
imal - that the incidence of schizophrenia is higher among
the European, the Asiatic, and Colared races, than among

the Bantu. The validity of this inference is,however,sub-

ject to the criticism that the Bantu are, possibly, more
~reluctant to report mental disorder than are the Europeans;

{(iv) The factor of hered ity:

The frequency of mental disorder in the families of

the various groups of patients investigated is reflected in

Table VI,

Table VI,
Frequency of mental disorder in the families of different

groups of schizophrenic patients.

Manic depression

Group of Type of mental Member of - . No, of
patients disorder patient's fam- patients
ily gffected -with an
affected
family
member .
"A" Broup Schizophrenia Father A 2
(15 cases) Egilepsg_ Father and 1
(idiopathi~r) Brother
Anxiety neurosis Father gnd
- Mother 1
X" Group. Schizophrenia Sister 1
éSterkfontein Senile psychosis  Grandfather
ospital Group (paternal) 1
(50 cases) Manic depression
sychoneurosis Mot her 1
WY Group gcgizdﬁhrenla Father 1
éJHB. Ho?pital Schigzophrenia | . Twin _sister 1
0 cases Senile psychosis Grandfather
‘ ) ) maternal) 1
Manic depression win brother 1
Mother&brother 1

The following findings emerge from the above dataj

(i) 1In the "™A" Group of cases only & patients in 15 had a

schizophrenic heredity, and that in the form of a schizo-

phrenic father. A second petient had an epileptic father’

and brother; and a third had a psycho~-neurotic background

in both his parents,

(ii) In the "X" Group of cases, one patient had a

sister with schizophrenia who was being treated in a Mental
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hospital; a second patient had a grandfather who was a

senile psychotic ,and a third had a mother who was a psycho-
neurotic{guery- manic-depressive),and whq was being treated
in the Neuro-psychiatric Department of the Johannesburg
Hospital.

(iii) In the "Y' Group of cases one patient had a
schlzophrenlc father, a second had a schizophrenic co-twin
sister; a third had a maternal grandmother who was a sen-
ile psychotic; a fourth had a twin brother who was a manic
depressive; and a fifth had a mother and brother who were
.manic depressives. | |

The above data are inadequate from the point of view
of statistical analysis, as in none of the different groups
of cases was information obtainable in all instances in
regard to the ihcidence of schizophrenia or of mental dis-
.order in the grand-parents, parents, and siblings of affec~-
ted patients. It appeared understandable to us that the
close relatives of patients should be loath to surrender in-
formation of this kind because of their dread of the stigma
which the deneral public attached to mental disorder, Al-
though no conclusions can be drawn from these data in regard -
-to the part played by heredity.in the determination of sus-
ceptibility to schizophrenia, there are certain findings.
which invite consideration. Thus in all the groups constit-
uting a total of 115 cases, there were 2 cases of parents
with manit-depression who had séhizophrenic off-spring; one
_case where both parents with anxiety neurosis had schizo-
phrenic off-spring; one case where the one parent, anidio-
pathi( epileptiq, had a schizophrenic off-spring; two cases
where grandparents, who were senile psychotics, hgd schizo=-
phrenic grandchildren; and onlyﬂtwo cases where parents;'
who were affected with schizophrenia, had schizophrenic off-

spring. The inference which seems to emerge from these data

is that a particular mental disorder like manic depres-

sion and anxiety neurosis in parents does not necessarily

re-pppduce itselfvin the same form in the offspring; In
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effect, as the data indicate, a manic depressive parent, or

a psychoneurotic parent, may have & schizophrenic offspring,
and that schizophrenic parehts'may have manic depressive off-

spring or'just psychoneurotic offspring. The infercnce em-

erges at this stage that a particular disorder in the par-

ents may lead to any form of mental disorder in the off-

spring. But while this may be so, it will be argued on the
basis of facts to be analysed later in the text that the

genetic factor does-not operate independently of,other
factors in the causation of mental disorder, e.g., schizo-
phrenia, Thus, the daﬁa relating to the family baékground

of our group of patients will show that an adwerse emotional
environment in the home plays a most significant role in

the emergence of the schizophrenic pProcessS.

(v) The factor of birth order:

The birth-order of the "A"™ Group of patients investig-
ated is indicated in-Table VII. |
Table VII,

Birth order of "A" group of patients and size of parental
family in each case.

Patient No. -  Birth order : No. of siblings
in family

L.
Ze

Se
4,
Se.
6o
7
Be
e
10,
11.
1z2.
13,
14,
"~ 15.

(- & step

2nd marriage
( ge) children)

OGO IR GIF D
AR RO ROV O3 1O

It emerges from the above data that of the group of

schizophrenic patients investigated 5 were the eldest, 3

were the second oldest, 3 were the third oldest, and 3 were

‘the youngest members of their particular groups, and

1 was on only child,
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These figures may be presented in the form of a fre-

quency distribution, thus -

Distribution of "A" Group of patients by birth order

i ' No. of patients Average No. of
Plrth order p, - . siblings in fam-
ily

.
o -

e SVAV)

R

OO W
[ ]

‘Examination of these figures shows that the birth
order of the schizophrenic petients tended to be high up in
their respective sibling group. Further, reference to the ..
family histories of these patients shows (i) tha the eﬁiest
and the elder siblings were the first to be subjected ﬁél
the full impact of the disorganising family background whfle
the younger siblings either escaped that impact altegether
or else suffered through it to a lesser extent,and that,by
virtue of the fact that the elder siblings had.served as a
psychological buffer between them and the meldajusted par-

ents;(ii) that the 3 31b11ngs who were youngest in their

families and who succumbed to schlzophrenla had been sub-
jected to the solicitous over-protection of one or other
‘parent. The inference emerges that attitudes of parental
domination and parental neglect,which operated in the first
‘series,and the attitude of parental over-protection and -
over-love which operated in the second instance, both prod-
uced the same psychological effect nghely the fear that is

born of repression, an%whlch is the soil in which the schi-

',aophrenlc process establishes itself.
(vi) The factor of nativity.

The nativity or birthplace of the sc¢hizophrenic pat-
ients investigated,and also of their families, is indicated

in Table VIII.

Table VIII . .
Birthplace_of the "A'Group or schizophrenic patients.
Patient No. Birthplace of patient
1. Johannesbur
2o N. Transvaa
3o . Johannesburg

4, : ' Port Elizabeth.
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Table VIII (cont.)

Patient No. Birthplace of patient.,
De ‘ -Johannesburg

6. Johannesburg

7 Johannesburg

Be Lithuania )
9e Johannesburg

10, ‘ ' Johannesburg

1l. Dublin

12, ‘ Lichtenburg

13, Johannesburg

14, Pretoria

15, Jerusalen

The questdon as to whether the factor of nativity
played a significant role in determining the liability of
an individual to psychotic mental disorder like schizophre-

nia could not be settled from an analysis of the limited data

with respect to the "A"™ Group of cases. Thus, of the 15

cases in this group only 3 were born outside the Union.But

the quaetion as to whether foreign nativity serves as an‘ag«

gravating factor can only be’settled'by an analysis of more

extensive data such as those contained in the 1936 Annual

Report of the Commissioner of Mental Hygiene for the Union

of South Africa. Analysis of such data doesih fact suggest

that the birthplace of an individual,if foreign, may in-

crease his liability to a mental disorder like schizophrenia,
Table IX. |

Birthplace of European First Admission to Mental Hospitals
in the Union of South Africa, 1936, ’

Birthplace Population Census No. of first Admisshon
1936 admissions rate per
, ' 100,000
- populat.
British S.A. 1765250 S1slome VAo
Other Afr.countires 4790 16 : 334 .0
England 28799 55 55 .6
end _ 10622 12 11269
%gg%ignd 52856" : 19 5769
Wales 3698 1 27 o4
United Kingdom . 675 : - -
Gibraltar & Malta 177 - -
Austria 913 - -
Belgium 562 2 355,.8
Bulgaria 11 - -
mrerho-Slovakia 162 - -
Denmark 649 2 308,11
Estonila 62 - -
Finland 67 - -
France , 1043 - -
Germany - 13440 10 74 o4
ce_ . 1872 1 5344 |
%giiand 6389 4 626
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Table IX (cont.) (X)

Population Census No, of first Admission
1936 admissions rate per
100,000
populat.

Hungary 147 - o
Ttaly 2001 - -
Jugo-Slavia 523 1 191.3
Latvia 3443 1 2940
Lithuania 13285 4 3061
Norway 1403 2 142.5
Portugal ¥1l 2 28l.3
Roumania 156 - -
Russia 16236 7 49,3
Poland ( 4224 - -
Spain 139 - -
Sweden 803 - -
Switzerland 877 2 228.0
Turkey 154 - -
Other Europ. countries 667 - -
Other countries 15914 11 . 69,9
Unspecified 937 104 - 110990

Total 2,003,857 ©o921 45,9

I

it e s i o o o
e e e i e rer—— m—

s s

It emerges from the above figures that the admission
rate ©o mental hospitals in tlre Union of South Africa for

persons born in South Africa is 37.6 per 100,000 of popul-

ation born in South Africa, and that the admission rates

for foreign=born South Africansexceed in every case that

for South Africans born in South Africa, with only three

exceptions, viz., Wales, Latvia, and Lithuania. The rank

order of foreign countries (from which immigrants derive).

with reference to the admission rates is indicated in

Table X.
Table Xo

Admission rates of immigrants to mental hospitals in the
Union of South Africa in rank order of their countries of

origin and compared with the admission rate for South African
' born South Africans, 1936a. {(xx) , _
Countries of origin Admission rate per “Ration of admis-

100,000 popul. sion rate to.
of same immigrgnt that of S.A.

group. ' born S.Rfricans.
Belgium 355 8 : 9 e4
Oth%r African countries 334 .0 , 8e9
Denmark . 308,11 Be2
(¥ 7 Vidse Annual Report ol commissioner of Mental Hygiene

of the Union of S.A., U.G,,No.4, 1936.
Note: More recent statistical data of a comparable

character were not available,
(xx) More recent statistical data Of a comparable charac- -

ter were not available to the writer,



94,
Table X.(cont.)

Countries of origin Admission rate per Ratio of admis-
’ . 100,000 popul. sion rate to
of same immigrant that of S.A.
group « born S.Africans.
Portugal 28l 3 79
Switzerland 22840 Bel
Jugoslavia 19163 Sel
Norway 142,5 38
Ireland 112.9 3.0
Germany 74 .4 1.9
Other countries 69.9 l.8
HOlland ' 62.6 1'06
Scotland 579 1.5
England 996 l.4
Greéece 0344 1.4
Russia - 4943 1.3
BRITISH S. AFRICA 37 .6 1.0
Lithuania 30.1 0.8
Latvia 2940 Q47
Wales : ‘ 27 o4 Oe7

It emerges from the above Table that the admission
rate for Belgian settlers in South Africg for the year 1956
was greater than that for any other nationals,and was fol-
lowed by those for immigrants from "other countries",Den-
'mark,PQrtugal,Switzerland,Jugoslavia,Norway,etc. Thus the ine
ference emerges that the liability of Belgian settlers in
.the Union to mental disorder was 9.4 times greater that that
of South African born Soutlh African&,and that the liability
of settlers ffom "other African countries”,Denmark,Portugal,
Switzerland,Jugoslavia,Norway, etc, was respectively 8.9,
842, 7,5, 6.1, 5.1 and 3.8 times greater thapwthat of nate
ive born South Africans,It may be postulated that the’ greater
the admission rate for a pérticular immigrant group,the less
Iis their capacity for adaptation to the socio-cultural enw
vironment in which they are projected,and the less is their
sense of psycho-social security.In so far as thié is so,it
may be stated that those immigrants with a high admission
rate have a high susceptibility to mental disQrder,and there-
fore also to schizophrenia. Accordingly,of the immigfant
groups referred to,tle Belgians would have had, for the year
1936, at any rate, the highest susceptibility to schizophre-
nia, and the Latvians and ﬁhe Welsh the lowest. ‘

While therefore it appears to be true that the fact of
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an individual's foreign birth may increase his liability to

schizophrenia,there'is also the further fapt that persons
born in South Africa of foreign parents may,in certain cir-
cumstances,also be more liable to schizophrenia than the
generality of native South Africans.Referencé to the sub-
joined Table will throw some light upon the question.

Table XI.

Birthplace of the "A" Group of schizophrenic patients and
of their parents.

Patient Birthplace of patient Birthplace of parents

No. Father MoTher

L. Johannesbur ’ Belgium Belgium

2e N. Transvaa Transvaal Cape

Se Johannesburg Latvia Latvia

4, Port Elizabeth Se Ireland Jtaly

Se Johannesburg L. Marques England

6o Johannesburg Pietersburg Lichtenburg
7e Johannesburg Transvaal Transvaal
e Lithuania Lithuania Lithuania
Qe . Johannesburg Rhodesia Pretoria
1Q. Johannesburg Scotland Scotland .
1l. Dublin New York Johannesburg
12. Lichtenburg Worcester Velddrift
13. Johannesburg Germiston Rustenburg
14, Pretoria Pretoria Krugersdorp
15. Jerusalem Riga . Libau -

It will he noted from the above data that there were

8 instances where the parents of patéents were of foreign

birth. A careful study of the relevant case histories showed

that the disorganising process was initiated or intensified

by the culture conflict which obtained between the foreign-

born parents and their South African born children, To ex-

haust the question further, the.correlation of the birthplace
of patients witk the birthplace,ethnic stock,and religion
of their parents yields information which is of furtherin-

terest.

Table XITI.
Birthplace of the "A™ Group of schizophrenic patients, and

the birthplace, ethnic.stock, and religion of their parents.
Pat— Birthplace Birthplace ol parents Ethnic Eeligi-

ientNo.of patients Father Mother Stock Ol
Lo Johannesburg Belbium Belgium Same Same
Ze N. Transvaal Transvaal Cape Same Same
3e Johannesburg lLatvia . Latvia Same ‘Same
4, P. Elizabeth S.Ireland  Italy Differt Same .

Se Johannesburg L.Marques  England Differ§ Differ
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Table XII{cont.)

Pat- Birthplace Birthplace of parents Ethnic Relig-

ientNo., of patients FPather Mother stock ion
6. Johannesburg Pietersburg Lichtenburg Differ.Differt
(Tvl ) ) (TVl . ) ¢

7 Johannesburg Transvaal Transvaal Same Same
8. Lithuania Lithuania Lithuania Same Same .
9e Johannesburg Rhodesia Pretoria Same Differ,
10, Johannesburg Scotland Scotland Same  Same

1. Dublin New York Johannesb. Same Same
12. Lichtenburg Worcester Velddrift Same Same
13, Johannesburg Germiston  Rustenburg Differ.Same
14, Pretoria Pretoria Krugersdorp Same  Same
15, Jerusalem = Riga Libau ~ Same Same

It will be noted from the above data that over and

above the factor of,culture conflict, there operate in four
instances the additional factor of ethnic incompatibility,
and in two instances the additional factors of ethnic plus
religious incompatibility,as. against seven instances wherein
the ethnic stock and religion of the parents were identical.
The inference which emerges from the analysis is that while
differences as regards nativity,ethnic. stock,and religion
méy be amoﬁg the contributory factors in schizophrenia,mere
identity @f birthplace, ethnic stock,and religion is by it-
self, no guarantee of immunity from psycho-social insecurity,
and therefore, from schizophrenic attack.

Table XITI.

Marital status of the groups of schizophrenic patients
investigated.

Marital status "A" Group "X" Group "Y® Group

Single 7) 19) 22)

Divorced 4 11 8

Separated 1 12 4 54 5; 35

Married 3) 16) 15)
Total 15 ' 50 35

% married 80% v 68% 70%

Grand total 115

Total unmarried 8

% unmarried 70 «5%

It emerges from the aboWe data that 70.7% of the com-
bined group of schizophrenic patients investigated were
single or unmarried. As approximately 50 per cent of these

patients were in the most marriageable age groups,it may be
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postulated that the unmarrled state, with all that it im-

plies in the way of personal 1solat10n, and therefore per-

sonal 1nsecur1ty,1ncreases susceptibility of an individual

to the schizophrenic process.

(¥iii) The factor of occupational status:

The occupational status of the group of patients in-

vestigated is indicated in Table XIV.
Table XIV.

Qccupational status of the %roups of schizophrenic patients
investigated,

"A" Group .

Farm labourer
Salesman

Foreman in Navy
Short-hand typist
Handyman

Milliner and dressmaker
School teacher
Lecturer

Dentist

Medical student
Garage_proprietor
Medical practitioner
Clerk

1 Tl e el I Sl S S SRR O O

|

w¥"® and "Y® Groups:

Clerk

Farmer :

Hausewife

Scholar

Cabinet maker

Electrician

University student
' Fltter—and—turner

Plumber

B_ricklayer

Plasterer

Commercial traveller

Wood-machinist

Moulder

Miner

Fisherman

Boiler-maker

Gardener

Typist

Panel~beater

Policeman

Lorry driver

Rigger

University 1ecturer

IgBRgaLstant

=

bbb b T e D000 D000 DO G G G QT R U100 <3

Film-projectionist
Rope~worker

Airman
Maizemiller

Optical mechanic
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Table XIV (cont,)
Sailor S R
Postman

1l
Male nurse 1l
Bookkeeper %

8

Storeman

Unemployed or occup-
ation unspecified

Trained for no _
occupation 7

100

VExamination of these occupational groupings shows that
80 out of 115, or 69.3 per cent of the European patients,
whose occupational status is sbecified,are engaged in in-
~door work.This finding,however,does not permit of the infer-
ence that Europeans who are engaged in indoor occupations
are generally more liable to schizophrenia than are those
engoged in outdoor oceupations.In order to prove that this
is so,it would be necessary to establish that the total
number of European persons engaged in indoor occupations in

Johannesburg are responsible for a much higher proportion
of schlzophrenlcs than is the total number of Europgan per-
sons engaged in outdoor occupations. This analysié could
not be accomplished for we were advisced by the Director of
Census and Statistics that "it was not possible from the

Census data for the year 1946,to distinguish between in-.

door and outdoor occuaptions as there were too many border-
line or unclassified cases",

(ix) Tho factor of occupational mobility:

The number of changes of occupation experienced by

patients prior to the onset of their &isorder could be

determined only with respect to the "A"™ group.

Frequency of occupations change in the "A"™ group of patients
Patient No.,. Frequency of occupational change.
1. 4 '
20 2
3 6
4. _ v

(x) Personal communication from the Director of Census and
Statistics,Union of South Africa,(Received 1.9.1953),
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Table XV (qont.)

Patient No. Frequency of occupational
' change.

5. $
6 :
7
8.
9,
0.
11.
12,
13,

14.
15,

OB O G P OB Ao

Average frequency 3e7

The average frequency of occupational change per ﬁat—
ient was 3.7, It was difficult to decide whether the occup-
aional mobility of thi#group of patients was the cause
or the effect of an incipient schizophrenic disorder,but

" it appeared to us to be reasonably certain that in 11 in-
stances fhe occupational mobility was an effect‘rather than

a cause of the schizophrenia; but quite regardless of wheth-

er it was an effect or a cause, occupational mobility,with

its increasing burden of adjustment to new situations, ihten-~

sified the schizophrenic process,howsoever it was begun.

(x) The factor of economic status:
‘The data in regard to the economic status of the dif-

ferent groups of patients suggest that it may play a sig-

nificant role in the causation of sch izophrenia,

In the case of the "™ group of patdents the data.

were as follows:

Table XV1I.
Patient No. Monthly earnings Economic status of parents.
1. £35 £40-60 a month
2e ? £30-40(could not make
ends meet)
o £20=-25 : £40-50( ™ " D
4, £27.10.0 £50-50(a rfonth
Oe £15-20 £30Q0 a month.
6 £15-25 £40-60 a month
7 £30 © £20-35,and later &£70
Be £35 £30-40 per month
9 £30 . £80 per month
10. £62.10.0 £120 per month

11. £18 £40-50 per month
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Table XVI (cont.,)

Patient No. Monthly earnings Economie status of parents.
12. £25 £80-~100 per month

13, £20-25 ) £100-150" per month

14+ ' £50 £120 per month

15. : £30 R £25~30 per month.,

It is apparent from the above data that all patients
in this group,with but four exceptions,belonged to the
category of "poor" or "very poor" who could not make emds -
meets Of the 11 pafiénts in this group,who were inmates at
the Sterkfontein Hoépital,V,or 63.6 per cent were "non-
paying".which fact signified that they were impecunious at
the time of their admission,and furtherathat their close
relatives.Were not in a financial position to contribute
towards their mainténance at the hospital.

An idéaIOf the economic status of the "X" group was
obtained from thé fact that they were clasdified in the
case records gs "Payihg“ or "Nongpaying",as the case might
be, Thus, of 50 casesvin this group,35 or 70 peér cent were
non-paying patients. The rest wére able to pay from 4/~ a
day and upwards for thei%iggééﬁmodation and breatmenf;lt_
may be‘infepred from this,too,that the non-paying patients
were derived from the poverty;stricken‘section of the popﬁiu
ation; and accordingly it may be postulated that absolute

poverty - in a socially differentiated community - may

enhance the liability of an indifidual to mental disorder

1ike schizophrenia.

An idea of the econoﬁic status of the "Y" group of
patients could be obtained from a study of the occupaﬁional
status and residential status of individual patients. Thus,
of the 50 cases investigated,37 were wage-earners,for whom
the prospect of economic security seemed_uncertain;‘and the
remainder of this group - of-whom 7 were unemployed clerks
or artisans,2 University §tudents,5 schoolboys, and 1 a
housewife - were economically dependent upon others. The

inference which flows from this finding 'is that relative
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poverty, with the anxiety associated therewith in maintain-

ing one's place in a particular social stratum of the com~
munity, may increase the susceptibility of an individual
- to a mental disorder like schizophrenia,

{xi) The factor of educational status:

The data in respect of the Bducational status of the

g Group of patients are presented in Table XVII..

Table XVII, '

Educational Status of the ™A™ Group of schizophrenic pat-
~ientse.

Educational Standard Number %

I. Primary School

II. Seqondary School

Std, VI-VII 4 26 .6
Std. VIII - Matric 4 26 .6

III. University : 3 . 20,0

Data in respect of educational status could only be
obtained in 31 of the 100 schizophrenic céses in the "X"
and "Y" groups. The educational status of these groups of

‘patients is indicated in Table XVIII. |
Table XVIII,

Educational Status of the "X" and "Y" groups of schizo-
phrenic patients.

Fducational Standard Number ‘ %
I. ‘Primary School

Std. III-IV 6 19,3
Ive Secondary School

olde VI-VIL 8 25.9

Std, VIII-X . 13 4] .9
IIX. University 4 12.9

.The interpretation of the above data is not simple,in
as much as several questions have to be considered therewith,
€.g,was the reiativé inferiority of educational status in
the first and second groups due to economic factors,or was
it due to the interruption of the educatdéonal training by .

the onset of the schizophrenic process? Although the small=-

ness of the sample precludes the presentation of far-reaching
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conclusions,yet from an analysis of the case histories of

the patients to whom these data refer - mainly in the "A"
group -~ one would state (a) that among the group which had
recached a standard ofveducatmon from Std. IV to Std,VII,the
economic factor, in cbmbinatiqn with a number of psycho-
social factors deriving therefrom, was preédominantly respon-
sible for the sense of frustration which had ushered in the
schizophrenic process; (b) that among the group which had

reached a standard of education from Std. VIII to Universi~-

ty level,the factor'of emotional insecuﬁity within the fam-
ily constellation, caused for example by parental domination
parental ﬁeglect, or sibling fivalry,was pfedominantly res-
ponsible for the onset of the schizophrenic proceSS'which

in turn interrupted the further éducational progreés of the
individual concerned;and lastly,(c) that once an individu~
al's educational career had been retarded by an incipient

schizophrenic process,then the sense of frustration arising
therefrom would intehsify that process further in the nmaa-
- ner of a vicious cycle.

(xii) The factor of overcrowding in the home:

An analysis of the addresses of patients in all the
three groups investigated throws some light on the relation-

ship of overcrowding and population density to schizophrenias
For the purpose of this analysis,only the addresses of pat-

ents living in Johannesburg could be utilised.All the pat=-

ients in the "A" group were resident in Johannesburg,and

of the 100 pétients_ in the "X" and "Y" groups 59 were resid-
ent in Johannesburg.Examiﬁation of the addresses of 74 pat-
ients in all three group8 combined showed that they were dis-
tributed in suburbs which could be categorised as "areas of
low population density","™moderate population densiﬁy","high"
population density",and "very high population density" ,Sub~
urbs with a population density of 1-10 persons per acre were

classed as "low population density areas";those with a pop-

ulation.density of 11-20 persons per acre were classed as

"moderate population density aréas“;those with a populatioﬁ
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density of 21-30 persoys per acre were classed as “high
pOpulationbdensity"; and those with a population density of
over 31 persons per acre were classed as "very high popul=-

ation density areas",The distribution of the combined group

of Johannesburg patient? ?y area of population density is
X
indicated in Table XIX.

Table XIX,

Distribution of the combined group of Johannesburg patiembs
by area of populatlon den51tv.

Population density No. of patients %
Low population density 7 9.1
Moderate population density 16 - 21.8
High EOpulatlon density 35 473
Very high population density 16 21.8
Total \ 74 -100.0

It ememées from thé ébo§e déta that the great majbrity
of the Johannesburg group éf schizophrenic patients,namely
69,1 per cent,derived from those areas of the city which
have av"high population densiﬁy"and a"very high population
dansity".4 Thé question,however, as to whether this finding
permits bf the general inference,namely, that the factor of
high population density may increase the susceptibility of
an individual to schizophrenia, can only be settled by
estiméting from our own figures the incidence rate of schizo=-
phrenia for the various areas of population density. The

relevant data are presented in Table XX,

Table XX,

Incidence rate of schizophrenia for Buropeans &n the diverse
arcas of population density in the City of Johannesburg.=
Population Average pop. No.of  Incidence

(1951) density 'schiz. rate per
- {(Persons per pats. 100,000 pop.
acre) ‘
Low density - 194557 5.7 7 35,8

areas

1) The areas of the suburbs from which the comblned
group of Johannesburg patients derived were obtained .

from the Annual Regort of the City EBngineer of Johan-
nesburg, (1952) the population figures for those

areas, as at 1951 were obtained from the Union
Bureau of Census and Sttistics, Pretoria.
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Table XX (cont.) '
Population Average pop. No. of Incidence

(1951) density schiz. rate per

(Persons perpats.

forsons perpa 100,000 pop.
Moderate den- ‘ ‘
sity areas 57,470 16 .6 16 27.8
Hi densit
Areas Y 95,307 24,7 35 46 .4
Very nhigh ]
density areas 64,895 48.0 16 24,7

It emérges from the above data that the iﬁcideﬁce rate
of schizophrenia in the suburban communitiessfdf JOhaﬁnesbnrg
is not directly proportdonal to the populatiém density ob-
taining among them. Thus in the areas where the average
population density is least,viz. 5.7 pefsbns per acre,the
incidence rate is 55.8;whereas in the two areas where the
population density is approximately 3 and‘8 times higher'

than this,the incidence.rate is appreciably less.lit_anppears

from this énalvsis that the factor of high population den-

sity does not participate in the causation of schizophrenia,

Nevertheless,it may be argued that this analysis is inex~

haustive for the following reasons:(i)The residential loeat-
iqns examined are those of patients who have been admitted
either to the Sterkfontein Hospital or to the Neuropsychia=-
tric Department of the Johannesburg General Hospital,and who
do not represent the tofal number of persons suffering from
schizophrenia in Johannesburg;(ii)A large number of schizo-
phrenic patients living in the "high density"and “very high
density" areas of the City may not be able to obtain admis~
sion to our mental institutions on account of lack of accom-
modation; and.(iii)A large proportion of schizophrenic pat-
ients residing in "low density"énd mmodekate density"areas
are likely toFe treated in private institutions,It is thus -

ndt possible to be sure of the actual distribution of schi-

zophrenic patients by pcopulation density.

The factor of overcrowding in the home was examined

'only with refefencevto the "A" Group of patients,.O0f the 15
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patients in this group, 3 lived in an area of "low populat=
ion density", 1 in an area of "moderate population densityy
7 in an area of "high population density",and 7 in an areé
of "very high population density". The degree of overcrowd-
ing was determined from the number of persons per'room in
each household.,

Table XXT.
Distribution of the "A" group of patients by area of popul-

ion density,and the number of persons per bedroom in the
households of patients,

Area of population density Ho. of No. of persons
patients per bedroom in

each household,

" Low population density
Moderate population density

High Egpulation density
Very high population dénsity

GG
LSSl

romared
ereemma.

The above @igures indicate that the degree of over;
crowding per room was greatest in the households of those
lpatients who liVed in "veryihigh population density"™, and -
*high population‘density" areas,that is,in the poverty-
stricken areas of the city,where,according to our‘data,the
incidence of schizophrenia is highest.The inference emerges

that the factor of domiciliary overcrowding,which is asso-

ciated with greater inter-personal tension,and which is in

turn determined by the factor of relative poverty,will ine- -

crease the liability of an individual to schizophrenias

(xiii) The factor of apatial mobility:

The factor of spatial mobility was examined only'with

reference to the "A"™ Group pf patients,

Table XXII
Spatial mobility of the "A" Group of patients.
Patient No. No. of changes of Period during which chan-
' residence ges of resideéence took
place.. A

Lo ® 12 years

2 1 3 e

3. 5 2% "

4, 8 16 1"

5 -7 10 "

6 s 5 3 "

7 9 8 "

8. 1. o4 "

e 1 22 "

10. 2 25 "

11. 11 24 "
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Table XXII{cont,) ) )
Patient No. No. of changes ot Period during whdéh changes

residence of residence took place.
TZ. - o B8 years
13, 3 20 W
14, 4 15 n
15, 4 12 "

Theforegoing figures may be presented in the form of

a frequency distribution, thus -

Distribution of "A"™ group of patients by frequency of
residential change _
No. of patients No. of residential Average yecar period in
changes which residential chan-
' ges occurred.,
2540
25
20
1345
2.75
10 -
10
16
8
24

HBFH 000 -
= O 30 V> AN H

[

If we regard as our criterion of excessive spatial
mobility one or more residential changes occurring in a per-

iod of 2 years, and if we regard as our criterion of moder-
ate spatial mobility one residential change occurring.in a

period of 4 years,and if we regard fewer changes than this

as representing a neglible mobility,than we may say with
reference to the "A" group of patients that spatial mobil-

ity was excessive in 8 cases,moderate in 2 cases,and "neg-
ligible" in the remaining 5 cases,The inference accordingly
emerges that excessive spatial mobility is not necessarily
present in every case of schizophrenia.Ilt was,iqfact,dif-
ficult to say in the case of the 8 patients in the above
group,whether the schiﬁbhrenic process was a cause or an

effect of the spatial mobility.It is,however,possible that
escessive spatial mobility,by virtue of its call for con=-
tinual ad justment to changing social situations,increased
tne yylnerability of some patients to the impact of the

schizophrenic process.

(xiv) The factor of religious affiliation or non-
al 1l LTI UTOIIT

Twelve of the patients in the "A"™ group were attached
to varying religious faiths,and 3 to no faith at all.It
was outside the scope of this investigation to enquire into
the depth or the genuineness of the religious faith of par-
ticular patients;but,superficially,it would appear from our

findings that neither faith nor faithlessness in their

case served a a guarantee of immunity from misery,

(xv) The factor of addiction:

In the "A" group , three patients Bave a history of
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alcoholism,and four a history of narcotism. Of the patients

who were addicted to alcohol,one consumed a bottle of bran-
dy a week,one 4 glasses of gin and lime a.day;and one 4 to
6 tots of whisky a dayj;and of the patients who were addic-
ted to narcotics,one took 3 grains of neﬁbutal a day as a
soporofic;dne took A.P.Cod.{Gelonida) and luminal tablets
gr. 1% as a sedative;one took secconal capsules,gr.iii a
day,asAa soporofic;and one took 3 half~-grain tablets a day .
as a sedative. It appeared to us from the clinical history
and examination of these cases that addiction, whether to
algohol or d¥wgs,was an efféqt rather tﬂan the cause of the

emergent schizophrenic process.

(xvi) The factor of physical ill-health in childhood
and adolescence. _

Seven of the 15 patients in the "A" Group suffered
from severe illnesses during ghildhood and adolescence.These
illnesses,which included otitis media,typhoid fever,bacilla-
ry dysentery,infective hepatitié,glandular fever,diphtheria,
undulant fever, and.rheumatic fever, could have had a retar-

ding effect upon the edmcatipnal progress and personal dev-

_élopment of the patients concerned, and so could -have ren-
dered them more vulnerable to the schizophrenic process.But
the inference does not ‘emerge that severe physical illness
'per se' is the sole determinant of the schizophrenic Pro~-
cess;because,if this were so,theﬁall patients‘who have suf-

fered from severe illnesses,such as those herein referred to,

ought to become schizophrenic.As this,in fact,is not the case,

1t may be pestulated théww o

gven regardless of,the factor of physical illness,are oper-

ative in the causation of schizophrenig.Again,the fact that

8 of the 15 patients in the "Avgroup had no severe illness

during childhood and adolescence shows that at least in
, - factors v
some instances/other than physical disease,namely psychol-

ogical factors, may be responsible for the emergence of

the schizophrenic process in a particular individual
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(b)  IN THE FAMILY HISTORIES OF THE PATIENTS.

These daté are examined with a view to identifying
the factors which have contributed to the emotional depriv-
ation or traumatisation of the patient and which,by induce’
ing in him a sense of insecurity, have possibly augmentéd
his susceptibility to‘the schizophrenic processe. Examinat-—
ion of the data shoWs that these factors are variously pro-
jected (1) by disorganised mother-father relationships,(2)
by disorganised parent-child relations, and (3) by disor-
ganised sibling relationships.The factors which contributed

to the diverse categories of human disorganisation found in

the family background of the "A" group of patients must be

considered: ~

(i) The factor of age difference:

The age differences of the parents of the patients

in the "A"™ group are indicated in Table XXIII.
| Table XXIII.

Age differences of parents of patients in the ®"A" ETOUD e

Patient No. Age of Father Age of Mother Age differenec

in years.
le 1 ‘ ’
2. 85(s1) . &8 18
3e 48 45 3
4, ° . B3 60 3
S 54(at death) 55(50)x 4
6o 47 46 1
7 o 56 - 53 3
Be 53(at death) 58(50)x 3
9 64{at death) . 65(51) 13
10. 60(58)x ‘57 (at déath) 1
12. 61 55 3]
13. 55 57 2
14. 49 45 4
15. 65 42 23

The abo¥e data are presented in the form of a scatter-
gram (figel).It will be noted that in only 3 of 15 instances

was there an extreme age difference between the parents.The

inference emerges that the faetor of extreme age difference

was operative,in three instances, in the disorganisation -

(x) Representing age oI parent at TIme OF death of other
spouse. . .
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of husband-wife relations,but careful examination of the

relevant data shows that it was not the only factor which
was so operativel.Furthermore,as the mother-father age
differences were of a minor character invthe majority of
cases,and conformed to the pattern obtaining generally in

the European population of Johannesburg,the inference em-

erges that,generally speaking,this factor plays an inslignif-

icant role in the disorganisation of mother-~father relations

and so in turn of parent-child relations,which may end in

the personal disorganisation of an individual sibling.,
(ii) The factor of race difference;(iii)the factor of

religious diitTerence;and(1v)the factor of educ-
ational difference.

These factors are considered together in Table XXIV,

Table XXTV.

Correlation of race,religious,and educational differences

among parents with the gharacter of their marital relation-
shipa.

Pat,.No. Marital relationship Race of Father Race of Mother

I Most unhappy Belgian({Jewish) Belgian(Jew.,)

2e Most unhappy Afrikaans Afrikaans

Se Passively indifferent Polish(Jewish Latvian(Jew.
4, Most unhappy Irish { ) Italian( )
Se Unhappy Portuguese English

6, Most™ unhapp ‘Bnglish Af%ikaans

7e Unhappy : Lithuanian Lithuanian
B Happy Lithuania Lithpani

9+  Unhappy Sehe Engl?éh éﬂA?ﬁhgf%gh
10. Unhappy British British

1l. Unhappy English English

12  Unhappy’ English Scotch

13. Happy Afrikaans Jewish

14, Unhappy Jewish Jewish

15. Unhappy Jewish Jewish - -

Pat, No. Religion of Mother

Bducational Status

and Father Father Mother
1. Same Primary Primary ...
Ze Same Primary Primary
Se Same —————em mm—eee— ’
4, Same Primary Primary
Se Different Primary Secondary
6 Different Primary Primary
7e Same Primary Primary
8, Same = === 0 mmeemme eeee—— -
e Same Primary Primary
10, Same University Secondary. -
11. Same Secondary Secondary
12. Same Secondar¥ Secondarg
13, Same University University
14, “Same Secondary Secondary
15. Same Primary Primary
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The foregoing data may be presentéd in the form of a
frequency distribution, thus -

Distribution of "A" Group of patients according to the
marital relationship, race, religious status, and
educational status of parents.

(i) Marital relationship of parents.
WOt Unhappy URhappy IndiITersnt —Hapoy
No. of pats. 4 8 1 2
(ii) ' Race of parents
Same Different
No. of pats. 10 5
(iii) Religion of parents
Same Different
No. of pats. .10 Z
{(iv) Educational status of parents
' Same Different
NO«. OI pats. , 10 P/

It will be noted from the above data that the marital

relations of the parents of the patients in the "A"™ group

were "most unhappy" in 4 cases,"unhappy® in 8 mases,"happy"

in 2 cases, and "indifferent™ in 1 case. In the four cases
where the marital relations were "most unhappy", the racial

~origin of the parents were the same in 2 instances and dif-

: M
ferent in 2 instances;the religious affiliations were the

same in 3 instances and different in one instancej;and the
educational standards were similar in every instance. In
the 8 cases where the marital relations were "unhappy",the

racial origin of the parents was the same in 6 instances and
different in 2 instances;in the one instance where the rac=-
ial origin was different,the religious affiliation and the

educational standards were different as well;and in the

second instance where the racial origin was different,the
religious affiliation and the educational standard were the

same.In the two cases where the marital relations were

"happy",the racial origin was the same in one instance and
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different &n one instance,while the religious affiliation
and the educational standard were the same for each pair.
.In the one case where the marital relations were "indiffer-
ent”,the racial origin,the religious affiliation and the
educational standard of the parents were the same. The in- .
ference which emerges from the above data is (i) that.géner—
ally speaking,mere identity of racial origin and religiops
affiliation,and similarity of educational status were not
sufficient tovprevent the disorganisation of ﬁarital rélaté
ions which in time prepared the ground.for the disorganisat-
ion of parent-child relations and sibiing relations;and (ii)
that differentiality of rdacial origin and religious affilie-
at ion,and dissimil@rity of educational status may,in the
few instances in whichmthis occurs,and then only in certain
circumstances,effect disorganisation of marital relations,
and so of parent-chidd and sibling relations.

(v) The factor of socio-economic status; (vi)The fac-

tor of occupational status; (vii)the factor of

size of the family; (viii) the factor of occupat-
ional mobility; and (ix)the factor of spatial
mobility.-

Analysis of the relevant data showed that these dac-

tors played a part in the family disorganisation.They are
examined together in so far as they were found to be re-

lated to one another.
Table XXV,

The distribution of the parents of the "A" group of patients,
by socio-economic status,occupational status,size of family,

occupatlonal moblllty, atlal mobility and by degree of
arital happiness.

Pat. Nos Marital relations Socio~-economic Qccupational
status(earnings status.

: . per month)
1. Most unhappy £40-£60 Tailor
2 Most unhappy £30-£40 Farmer
Se Passively indiffer. £40~£70 Qutfitter
44 Most unhappy - - £30-£50 Blacksmith&far,
5e Unhappy £30 Miner,
-£60 Salesman
9: %ﬁﬁgpg§happy %%84£g5 Liftman
8e Happy ) £35-£40 Bootmaker
e Unhappy £80 Producg merchant
10. Unhappy £120 Electtrcal

engineer.,
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Table XXV (cont.)

Pat .No. Marital relations Socio-economic Occupational
status(earnings stabus
per month)

11, Unhappy £40-£50 Bookkeeper

12, Unhappy ' £80-£100 Commercial
traveller

13 Ha £100-£150 Dentist

14, Ungggpy' £120 : Manager in
Depart.Store

15, Unhappy £25-£ 30 Storeman

Pat .No. Size of family Occupational Spatial mob-
' mobility(occup. ility(resident-

changeS) 'ial changes)

1. 5 children nil nil
2 6 " nil nil
3. 8 i nil. nil
4 . 6 i l’lil 3
5. 8 " nil 8
64 4 " 3 4
7 3 " . 3 nil
8. 8 ul ni i
Qe 3 "o ni% n%l
10, 3 " nil nil
11, 3 " 4 3
12, 2 " 2 2
13, 2 n ni
14.. T child it 5

2

15, 2 children -1

The above data may now be presented in the form of a
frequency distribution to facilitate analysis:

Marital No. of Cases of Size f Bxcessive Excessive

relations cases poverty family spatial  occupat-
mobility jiona )

(No.of Toblllty

cases)
cases)
Most unhappy 4 4 v (l)SChlldn. 1 1
(aVepeme.
£43.5) 22}6 n
4: 6 1A
(6)4: 9¢
(aver.5.2
Unhappy 8 4 §5{80hildn. 1 2
(av.p.m. 7 5 "
£66,9) (9)3 n
%10§5 "
ll 5 T
(12;2 w
514 1 child
d5)2chidn.
(avesize 3.4
Childno
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Marital No.of Casés of Size of = Excessiveg Exsgsgc
i mi spatial Si -
relations cases poverty family mgbility cupstione
| (No,of al mobil-
cases) ity(No.of

cases)
Passively 1 1 8 0 0
indifferent (av.po.me
£55)
Happy 2 1 (8)8childn. 0 0

(av.p.m. 15)2 13
£81.540) Tave size
5 childn.,)

It emerges from the above data that in the class of

parents designated as "most unhappy" the marital relations
were determined or aggravated in all four instances by the
burden of poverty,and by the associated struggle to rear a
large family; that in the class of parents designated as

"unhappy",the marital relatiens were determined or aggrav-
ated,in four instances,by the.burden of poverty and the as-

sociated struggle of rearing a large family,and,in the re-

maining four instances,by factors other than economic;In the
one case designated as "passivley indifferent",the marital
relations of the parents were determined by a number of fac-
tors.such as despair born of poverty and the struggle of

rearing a large family.Spatial mobility was excessive only

in case No.5 and Case No.6,Whereas it was absent or neglible

in all the other cases. OccupationaX mobility was excessive

in case No.ll,moderate in cases Nos.6 and 7, and neglible

or absent in all other cases. We could not determine ‘from

our analysis whether spatial mobility and occupational mob-

ility were an effect of poverty or a cause or effect of the

schizophrenic process; but whether they were,it secemed cer-

tain that they served to ageravate the schizophrenic Dro-

cess howsoever it was initiated.

(2) Factors contributory to disorganised parent—chlld
relatlons.

Disorganisation of parent—child relations,which Prem

pared the soil for the development of the schlzophrenlc PROw

ess,was effected largely by certain differences between pars
ents and their children.These differences were cultural,
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These differences between parents and children engen-

dered fear and resentment in the children,and suspicion and

jealousy in the paé?nts.The malad justment of the parentsin

relation to their children took the form either of,péren-

tal domination,parental neglectlof parental over-protec-

tion.The frequency of these parentél attitudes in the group

studied is reflected in Table XXVI.

Table XXVI.

The patterns of parent-child relations presenting in the

"A" group of cases,

Pat.Moﬁher-

Pattern of parent-child relations

Parental Parental Parental Sibling
No. father i i ; - - :
relations domination neglect gg%goErOt relations
1., Most By father by mother Jealousy of
unhappy younger brother
2+ Most b step~ by father Friction be-
unhappy mother tween sibling
' . &stepchildren
3. Passively: by father Tolerable
indiffer. & mother
4, Most by father Indifferent
unha : to one an-
: PRy other'qwelfare
5. Unhappy Dby father Good
6. Most by father by mother Jealousies
unhappy
7 .Unhappy by father by mother Hatred
8. Happy by father Indifferent
‘ & mother
9« Unhappy by mother Jealousy of
& father younger broth.
10. Unhappy by father Friction with
younger sister
1ll. Unhappy by father Friction
12, Unhappy by father by mother Jealousy
13, Happy = ====== =c;;ecee seecmecee e
- 14, Unhappy by father
15, Unhappy by father Good,
& mother

Tt emerges from the above data that idall the 12 cases
T

“where the marital relations of the parents were designated as
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"uynhappy" and "most unhappy", the parent-child relations

were adversely affected in all instances,and the sibling

relations in 9 »instances; that in the two cases where

the marital relations were designated as."happy" the parert-
-child relations were satisfactory in one instance and un-‘
satisfactory iﬁ the other, while the sibling realtions,

in one instance were indiffe:ent; ~and that in the one

case where marital relations were designated as "passively
indifferent®, the parent-child relations were adversely
affected while the sibling relations were tolerable,

The frequency with which the diverse patterns of
disorganised parent-child relations occurred in this |
group is of interest. Thus parental domination alone oc-
curred in 6 céses; parental domination plus parental
neglect in 1 case; parental neglect alone in 6 cases; par-
ental neglect pluq&arental over-protection inlS cases;par-
tental over-protection alone in 1 case; and parental over-
protection plus parental domination in 4 cases. It is
apparent,then, that in ali‘the 15 cases with but‘one ex=—
ception, the patients were adversely conditioned by dis-
organsing emotional attitudes of the parents which were

in addition conflictful in charactér. It would seem,

then ,that the disorganised behaviour of the patients in

this group was but a symptom of the maladjustment of the

parents., The broad inference which emerges from the above
analysis is that disorganisation of marital relations,
howsoevér caused, produces disorganisation of parent-
child relations, and in turn =~ in the majority. of
instances - disorganisatibn of sibling relationse.

The_conclusion is thus difficult to resist that this dis-

ruption of inter-personal relations, in so far as

it involves indifferences. on the part of one or

other parent to the ego~security needs of their chil-

dren, . and so inducing in them a growing sense of fear,

frustration , and repression, prepares the soil

for the development of the schizophrenic process,
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Roux( )has drawn the author's attention to a similar fin-

ding presented by Ernst Speer in his work,"Die Libesfahig-

keity It is of interest to record,too, the conclusions

| (2) S (3)(4) . (5), 3 (6)
of Bowlby , Bakwin , Spitz and Spitz et al

?
namely, that deprivation of mother-love in early childhood

can have a far-reaching effect on the mental health and

personality devslopment of human beings.

(c) IN THE PHYSICAL SEGMENT OF THE PATIENT'S
PERSONALITIES.

(i) Constitutional type.

The consfitutional typology of patients in the "A"
group is indicated in Table XXVII.
Table XXVIT

Relative frequency of somatypes in the "A" Group of patients
Somatype No. of patients %  Frequency ratio of
' ‘ asthenic to other

somatypes.

Asthenic 6 40,0 1
Athletic 4 26,7 1.5
Pyknic 3 20.0 2

. Dysplastic 2 13.3 3

Tt will be noted from the above data that the asthen-
ic somatype occurred most frequently in the group,being 1.5

times more frequent than the athletic, 2 times more frequent

than the pyknic,and three 5¥imes more frequent than the dys-

plastic.In order to confirm our findings in regard to the

relative frequency of the various somatypes in schizophrenia,
a large sample, referred to herein as the "X" group, was

examined. The constitutional typology of patients in this

(1) A.S. Roux, Head of Dept.of Psycholo University of
South Aftica,in a pegsonal communigition £o the suthor

(2) J.Bowlby(1951):"Maternal Care and Mental Health",World
Health Organmisation:Monograph Series,W.H.O. Palais

‘ Des Nations, Geneva, pp. 11-15, :

(3)H.Bakwin(1942):"Loneliness in infants”,Am.J. Dis.Child,
63: 30, _

(4) Idem(1949):"Emotional depression in infants",Psychol-
ogical aspects of paedriatics”,J.Pediat.,35:512,

- (5) R.A.Spitz(1945)Hospitalism:an enquiry intd the genesis
of psychiatric conditions in early childhood™,(I)in;
The psychoanalytic study of the child,I, 53.Internat.
Univ. Press, New York.

(6) R.A. Spitz & K.M. Wolf(1946):"Anaclitic depression :an
enquiry into the genesis of psychiatric conditions in ,

early ehildhood",(II)In:The psychoanalytic study of the
chllg,Z,SIS,Inteinat.Univ. Pgegs, New %grk. v
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‘group is indicated in Table XXVIII.

Table XXVIII.

Relative frequency of somatype in the "X" Group of patients

Somatype No., of patients - % Frequency ratio of.
asthenic to other
somatypes

Asthenic 23 46 1

Athletic 10 20 2.3

Pyknic 5 10 4.6

Dysplastic 12 24 1.9

It will be noted that in the "X" group,too,the as-

thenic somatype occurs more freguently thkan any of the other

somatypes,although the relative frequency of the latter dif-

fers from that which obtaine in the "A"™ group.However, the

inference emerges from both sets that an individual with an

asthenic habitus is more liable to schizophrenia than is

one with an athletid,pyknicior dysplastic constitution.

Nutritional status:

The nutritional status of patients in tke "AY group

is indicated in Table X¥XIX.

Table XXIX.

Nutritional status of the "A" group of patients.

Nutritional status

Associated physical
signs. _

1.

2
3o

6
7

9

10.
11.

12.

Poor

‘Good
Poor
Good

Poor
Poor

Poor

Poor
Poor

Good
Poor

Poor

Enlarged liver;chei-
losis; angular stom=-

atltls pellagrous
skin;tongue smoothj
diarrhoea present;

t.B., deficiency.
hég% tosts v

Acne of face and back

Halitosis

Genu valga;carious
teeth;acne of back;
(Vit D deficienoys

Carious teeth;furred
tongus; halltos1s.

Carious teeth;hali-
tOSlS. V

Kyphosis.,.

Furred tonguej; sallow
complex1on.

Gums spongy,formlng
- projecting masses
around carious teeth;
_anaemia,

Dryness of skln affect~
ing especially exten=
sor surfacé of arms &
thighs & flexor sur-
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Table XXIX{cont.)

Patient No. Nutritional status Associated physical
’ signs. '

face of legs.(Vit. A

deficiency)
13. Poor Furred tongue;hali-
) tosis;constipation.
14. Poor Halitosis

15, Good _ Halitosis,

It emerges from}the above data that the 'nutritional
sta@ds of the patientswas good in 4 of 15 cases;: le€s,
in 26.6 per cent, and poor in 11 of 15 cases, i.e., in
7344 per cent, and further, that iﬁ gvery case where the
nutritional status was poor there was some evidence of dis-
turbance of certain systems of the body, like the cutane-
ous system, the gastro-intestinal system, etcs It will
be noted,too, that in 4 of the cases with a poor nutrit-
ional status, there‘was groés evidence of vitamin defici-
ency, nagely, of Vitamins A, B, C, and D respectively.
Are these changes the cause or effect of the schizophrenic

process? It may be that Vitamin B deficiency present in

Case No.l was the cause of the schizophrenic psychosis,
but in all other cases it could be regarded as the effect

thereof. An answer to the question may subsequently be

obtained from a study of the condition of the patients

after treatment.

(iii) General clinical status:

'The general condition of the patients, with refer-

ence to the various clinical systems, is indicated in

(x)
Table XXX.
v(X) (The clinical systems like the Respiratory System, the
Haemopoietic System, the Endocrine System; thé Lym-
p phatic System, and the Genito-urinary System, in

which findings were negative,are not included in the
tabulation, The Wassermann was negative; and the

urine negative for albumen and sugar, in all the
cases).,
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Only the fundamental positive findings are recorded and

these are later utilised for the purpose of comparing the

clinical status pf the patients before and after treatment.

Table XXX.
General clinical status of the "A"™ group.
ﬁat. C.N.S. CVeSe GoI.S. CuteSe LOCOS.
Oe
1. Speech functions im~ B.P.125/Furred Cheil- Gait
paired.Deep relfexes 80 tongue osis of slow.
exaggerated ,Cranial P.R.70 Halitoe~ lips.
of ti se T sis Pella-
gmo%%% %8ﬁg%s.§§%f¥- grous
cult to assess.Pupil- appear-
larg reflexes slug- ance of
gishe hands
2e Speech'functions im- B.P.,110/Furred Acne of Gait
paired.,Pupils re- 70 tongue face & slow
acted sluggishly to P.R.68 Halito- back
L.&A.Cranial N. sis

. Tunctions&sensory&
motor functions
difficult to assess.

Superficial reflex-
es absent.

3e Speech deviations B.P. 105/Furred Acne of Stooping
present .Cranial N, 70 - tongue face & gait.
function&sensory&, P.R.72 Halito-back
motor functs.dirfic- sis

ult to assess.Super-
ficial relfexes

absent.

4, Speech deviations B.P.140/ tongue Stiff
resent .Cranial N, 95. furred gait
uncts,.,sensory & P.R.70 Halito= === .

motor functs.diffic- sis.

ult to assess.Super-
ficial&deep reflexes
sluggish.Pupils
sluggish to L.&A.

5e Speech deviations B.P.100/ Nil Gene on Stooping

resent.Motor func- 70 back gait
-1lons impaired.Sen- P.R. 68

sory functs.diffic-

F}t_to assess.Super-
cial&deep reflexes

su%gish.Pupils re-

acted sluggishly to

L.&A . Cranial N.
functs.could not be

assessed ' : A
6« Speech deviations B.P.105/Spastic Patches Slow and
resent .Motor func- 75 Colon of leuco-deliber-
iong impaired.Sen- P.R.70 Tongue  derma on gtg
sory~functs.could : furred back
not be determined.Sup- i i
erfic?al&gee ref e%g Halitosis

es sluggish.Pupils

reacted sluggishly
to L&A+ Cranial
Ne. functs. could

nqt be assessed.
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Table XXX(cont.)

Pat . ColNeSa CVeSe GeldSe Cut.S.
No..

Loco .S,

7e¢ wnpeech deviations 11keB.P.117/ "Nil

fluctuations in tone 72
Motor&sensory func- P.R. 68
tions could not be
determined .,Fine tremor

of hands.Superficial

& deep reflexes very
brisk.Pupils reacted

briskly to L.&A.

Cranial N,functs.
could not be assessed

8. Speech,motor&sensory B.P.90/ Sebor-
unc 1onstgi§lgeeot 0 rhoe%is

e adequa €r- P.Re 65 capil

mined ,Superficial &
deep reflexes slug-

gish.Pupils reacted -

sluggishly to L.&%A.
Cra%%al Nquncts.

could not be assessed

NeA D

Slow -

it
DO~
s?s
Pes
planus

9. Speech deviations pres-B.P. 90/ Furred Sallow Pat.

ent.Sensorg & motor 60 - tongue complex=kep?t
functions difficult P.,R. 65 Halito-~ ion knees
to determine.Grasp re- sis slight=-
flex present .Superfic- : Spastic ly bent
ial&deep reflexes exag- colon as she
erated ,Pupils reac- ' walked,
ed strogly to L.&A.
Cranial N.functs.
could not be assessed
1Q.Sgeech,cranial&motor B,P. 150/Furred Nil Gait
unctions could not 90 tongue was
- be adeguately deter- P.R. 80 Halito- guick
mined .Superficial & sis

deep,& pupillary re-
flexes doubtful.

11 .Speech normal.Motor & B.P.150/ Furred Spongy Gait

sensory functions 85 tongue gums

was

could not be satis- P.R. 75 Halito- Pallor quick

factorily determined, - sis
and showed no abnor- :
malities.Superficial

&d reflexes brisk.

‘Pupils reacted well

to L.&.A, Cranial N.
functs, difficult to

assessS.

12.Speech hesitant .Motor B.P.140/ Nil Dryness Gait
& sensory functs., nor-90, of skin firm &
mal.Superficial & P.R. 724 over elas-
deep_reflexes brisk. : - certain tie
Pupils reacted to " areas,

L&A, Cranial N. func-

tions difficult to
assess.
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Table XX (cont.)

Pat. CQN‘SO GOVGS. G’oIcS. Cut .S. LOCOOS.

No.

13. Speech slow & stac-BeP.80/ Furred Papular Gait -
cato.Motor&sensory70 tongue acne on slow
functs.&cranial N.P.R. 60 Halito- buttocks and
functs.could not sis , delib~
be edeguately el Constip- erate.
licited .Superficial ation :

& deep reflexes .
slug%ish.Pupils

reacted sluggish-

ly to L.&A. :

14, Speech is fast.Mot-B,P.115/ Furred Nil Gait
or functs. impair-95 m "~ tongue fast
e&.Bensory functs.P.R. 75 Halito- firm &
hyperactive;hyper- sis elastic
aesthesia pres- Diarrhoea

ent ,Superf.& deep
reflexes very exX-

agegerated .Pupils
r%%ct brizklg to

L&A . Cranial N

functs.difficult
t0 assess.

15. Spcach slow,hesit- B.P. 80/ Furred Acne Gait

ant .Cranial N. 65 tongue +vulgar- slow &
functs.,motor&sen~P.,R. 68 Halito- is of stoop-~
sory functs.could sis. face ing in
not be adeqmately - Diar- charac-
determined .Pupils thoea ter
reacted sluggishly

to L. &. A

Tt appears from the above data that no disturbance of
any particular clinical system could have accountéd”fer the

onset of the sehizophrenic process in any given case;The

inference whieh seems to emerge is that the schizophrenic

syndrome in the above group of cases was projected by a pro-

cess of disorganisation occurring in the psychia segment of

the persnnelity in the first instance. There may be some”

reasonable doubt;hewever,as to whether the disturbance of
the Central Nerveus System and the Gasﬁro~intestinal Sys-
tem noted in the aboye tabulation were a cause or an effect
of the schizophrenie process.This doubt codid only be re-
solved by the writer by noting the post~therapeutic res-

ponse of this group of patients.

(a) IN THE PSYCHIC SHEGMENT OF THE PATIENTS'!

PERSONALITIES.
The data analysed in Table XXXI throw some light on
-the psychic dynamisms pregented in the "A® Group of cases,
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. Table XXXI.

Case Mode of

Psychic traumata

Earliest symp-

No. onset Immediate Remote toms of mental
’ ' . disturbance,

1, Gradual Dive~bombing Ulisorganised Nervousness,anxi=-
attack family realt=-ecty,asociality.

ionships

2. " Loneliness of Nervousness,back-
farm life " wardness at

school,

3, " Sexual- and am- " Nervousness,anxi-
orous frustrat- ety,asociality.
ion.

4, Sudden Sexual,amoroﬁs, " Fear,lLoneliness,
and soclal frus- asociality.
tration,

5. Gradual General social " Fear,loneliness,
frustration isolation,

6o " General social " Nervousness, insom-
frustration nia,loneliness,

isolation.

7 ne Perseéutign by " Irritabilitv,
school friends excitability ,

hypersensivity,
asociality. :

8. Gradual Loveless mar- Too heavy Loneliness,fear,

' riage family res- isolation,anxi-

: ponsibilit- ety,
ies.Culture
conflict,

Je " Frustration Disorganised Extreme anxiety,
of high soc-  family relat-fear,isolation,
ial ambitions ionships insomnia
Loveless mar-
riage.

10. Sudden? Overwork'con- " Loneliness, fear
flict befween anxiety. ’ ’
academic and
marital oblig-
ations.

11, Gradual Death of par- " Anxiety,fear,
ents in motor insomnia.
car accident

12, " Wife murdered n Lonelinesg,fear,

: by natives. insomnia,isol-

ation.

13. " Failed Univer- " Migraine,anxiéty,

, sity exams. insomnia.
14. Sudden Shell-shock " Insomnia,anxiety,
' anorexia.,
Gradual Loss of employment " Fugues,sleep~

15.

walking, anziety,
"benommenheit™, -



Case Interval be-

Noe.

tween earli-
est symptoms
and onset of
schizophrenic
process.
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Table XXXI{cont.,)

Character of schizophrenic process
manifested

Affect Conatus GCognit- M.A. Form of

ion Schizo-
phrenia.

4o

Se

6o

Be

11.

1z2.

13

14,

15.

approx.4 yrs.

T 25 7

" 1 2 "

" 7o

1 . 4: "

] 1 yre

" 5 yrs.

" 2 "

7 5 7"

Impaired Impaired Impaired 9.2 Schiz=~
' simplex

" " n 368 Schiz-
cataton~

ica.

" e " EING) Schiz-
' simplex?
anxiety

neurosis
w " n 10 Schiz~

para-
noides

" 1 i 11.9 Schiz~
: simplex

B " " 3.8 Schiz=~

hebeph.
Schig. ’
_ para=-
‘ noid.
" " m . 4,104 Anxiety

neuros=
is,

" Schiz.
heb .’
SChiZ.

paranoid.

1" " " 2 Schize~-
' " simplex,

Schize.
catatone

101 Schizw
cataton.,.

" " " 10.2 Schizs
paranoid.

" " U 9.2 Schiz.,
simplex

L o 6.6 Schiz.
simplex

4.3 Schiz.,
hebeph.

" * m (4  Schiz,
: ’ : paranoid

" " " (4 Schiz.
cataton.
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Analysis of the data presented in Table XXXTI yields
the following findings:

(1) The mode of onset of the schizophrenic process was

gradual in 12 instances,sudden in 2 instances,_and doubt ~

ful in one instance.

(2) In all instances two sets of psychic traumata

operated in the causation of the schizophrenic process,

namely,(i)remote or predisposing factors emerging from a

disorganisation of primary group relations,and (ii)immed-

iate or precipitating factors resulting from some great

personal emotional crisis,

(3) The causal factors, whether remote or immediate,
were in every instance frustrational in character, and led
to that ultimate state of psydlo—sociai insecurity which
prepared the soil for the developemtn of the schizophrenic
process.

1T1. THE EVALUATION OF THE SYMPTOMATOLOGY PROJECTED

'BY THE PATIENTS.

Tt will be noted from the preceding data that:
(1) The interval between the emergence of the remote
or predisposing factors and the immediate or precipitatory
factors,which are responsible for the onset of the sghizo-
phrenic process,varied from 1 year to 25 years.
(2) The interval preceding the onset of the sch{zophrena

ic process was characterised in every instance by the pres-

ence of symptoms which indicated a psychoneurotic picture,
and that,accordingly,the final schizophrenic process was
but a continuation or intensification of the mental dis-
turbance presenting initially as a psychoneurosis.

(3) Once the schizophrenic procéss presented, the ais—
organising impact affected not just one, but all of the
categories of the psyche moré or less simultaneously,
indibating that they were interdependent with,or function-
ally related to, one another.

(4) The schiZOphfenic process. like thé psychoneurotic
process which preceded it, is not static, but dynamic and
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variable. Thus a progressive intensification of the schizo-

 phrenic process occurred in three instances. In two cases,
for example,the schizophrenic process assumed initially a
hebephrenié character,and finally a paranoid form;and in
one instance it assumed initially a simple,and finally a
catatonic form.

(5) The degree of psychic disorganisation,or the degree
of dissociation between the categories of the psyche,was
reflected in each case in a low mental age of the patient.

(6) 'The disorganisation of the psyche involved in all
cases not one but all the categories thereof simulfaneouse
ly in greater or less degree.

(7) The process of disorganisation,in every case,was
not limited to the psyche,but was transmitted to one or
more components of the soma like the central nervous sysS-
tem,the cardiovascular system,the gastro-intestinal system,
etc, '
| I1I. THE EVALUATION QF THE PATIENTS'! RESPONSE

TO TREATMENT .

In order to evaluate the response of the schizophren-
ic patients to treatment,it is ﬁecessary to compare(a)
their cliniecal statﬁs and (b) théir psychiatric status,és
they obtained before and after treatment with high dosage
insulin shock therapy, The data relative to the former are
indicated in Table XXXII. |

Table XXXII.

Clinical status of the "A" group of patients before and
after treatment with high dosage insulin shock therapy.

ggse Before treatment After treatrs
1. Weight 131 1bs, 179 1bs,
~Nutritional
status ' Poor Improved
. Co NS,
Speech functions Impaired - Improved
Cranial N.functs. DiTficult to assess Normal
Motor oo Could not be assessed Normal
Sens ory. " 9. 5 " 1 o
Heflexes~Super- ,
%?c%al:Abgoﬁfnal Present - Present
Deep reflexes: Exaggerated Exaggerated

Pupillary reflex: Sluggish Active
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Table XXXII{cont.)

Before treatment After treatm,
No. S '
l‘ C.V.S.. .
cont. B.P, 125/80 130/80
P.R. 70 72
GaT.S.
“Tongue Furred Clean
Halitosis Present Absent
Locomotor S. _ B
Galit Slow Firmkelastic

Cutaneous S.

Cheilosis of 1lips;

gllagrous appear-
gnce of hands

Skin clear

Cranial N.fanctse.
Motor functions

Sensory functse.

Rellexes -~
Superfic.abd.

Deep
Pupillary

C VoS,

P.R.

GeleSe |
“HaIitosis

Tongue .
Locomotor S.

‘Cutaneous S.

2.  Weisnt 145 1Bs. 166 10S.

o - Nutrifional status Poor Improved
C.N.S. . N .
—opeech functions Peculiar deviations Improved
‘Cranial N.functs. Diffitult to assess Normal

Motor functions 'Could not be assessedNormal
Sensory ] -9 T i 7 "

Reflexegs = )
Superficial: abdom. Absent - More active
Dee knee jerk Sluggish " W
Pup?l ary ] ) i " "
B.P. 110/72 120/75
P.R. 68 70
.I‘SQ . P
"Halitosis Present Absent

~Tongue Furred Clean

Locomotor S. : : ; : )

ait Slow and deliberate Firm&elastic
. Cutaneous S. Acne of face & back Skin normal
3«  Weight 120 1bs. 135 1bs.

Nutritional status Poor Improved

TaNeo . '
Speech functions Peculiar deviations Much improved

e.gemeaningless )
chatter

Could not be assgssedMgch improved
1"

134 it " 7

Skuggish or absent

Just present
Slugglsh

105/70
92

Present

Furred -
Stooping gait
Acene of face and
back

Normal

More brisk

More active
Active

115/70
70

Absent
Clean

~ Upright

No skin
eruptions.,
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Table XXXII(cont.)

Case Before treatment After treatm.

No.

4, Weight 141 1bs. 157 1lbs.
Nutritional status Good Good

CuN.S.
~rranial N. funcets.Could not be assessed

Speech functions Monotonous & emot ion- More animated
less - : :

Motor functions  Could not be 8atis-  Normal
. factorily assessed
S‘ens Ory 7" 1t t 1 1"
Reflexes: .
Superficial Sluggish Brisk
Deep o o
Pupillary " "
C.VeS., :
"BeP. 140/95 135/90
P.R, 70 72
G.IOS. .
gongue Furred: Clean
alitosis Present Absent
"Locomotor S. '
Gaiv ‘Rapid - Relaxed
Cutaneous S.

e - Weight 144 1bs. 163 1bs.
Nutritional status Poor Good -
CelNoS e i

Speech functions Slow,irawling More animated
Cranial N. functs.Could not be assessed
Motor functions Impaired Normal
Sensory " Difficult to assess Normal
Reflexes
Superf. abdom. S i ri
Degp d om luggish Brisk
Pupillary- " "
CV.S,
P, 100/70 . 125/75
P.R. .
GeleSe Nil -
Locomotor S. . . '
Gair Slow and stooping Brisk and
upright.
" Cutaneous S. Acne on back Back g}ea;,

6, Weight 119 1bs. 140 1bs.
Nﬁf%Ttional gtatus Poor Good.
CoNeSe '

Cranial N. functs.Could not be assessed
Speech " Poor articulation Articulation .4 .
. greatly improvs
Motor functions Impaired Improved
Sensory " “Could not be assessed Normal
Reflexes: _ '
superf.abdom.’ Slu%gish Brisk
Deep _ i
Pupillary " "
B.P. 105/75 120/80
P.R. 70 - 70
G'- .Ils *
Tongue Furred Clean
Halitosis Present “Absant,
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Table XXXII{cont.)

Case "’

No.

Before treatment

After treatm.

O

cont .

Locomotor S.
Gait
Cutaneous S.

Slow and deliperate

Patches of leuco-
derma on back

Firm&kelastic

Leucoderma
persistent.

7. Weight . 165 1bs. 195 1bs,
gutritidnal status Poor Good
) QN Qﬁ *
Speech functions Varied with mood Normal rhythm
Cranial N, functs.Could not be assessed
ggggg%§un$ts. ooy " Nogmal
Reflexes:
Superf.abd. Very brisk Brisk
Deep 7" " ”n
Pupillary Brisk Brisk
wrl 5/72 130/75
B.P. 116é Vé
GeleS,
“T“ﬁgue ) Furred Clean
Halitosis Present Absent
Locomotor S.
Garr Normal Normal
Cutaneous S. Normal Normal:

8. Weight ’ 141 1bs. 147 1Dbs.
Nutritional status Poor Improved
CelNes e

Speech functiongs Could not be assessedlmproved
Cranial N. functs. "
Motor functions " " " AL Improved
S ensory " " " " ] "
Reflexes: ‘
Superf . abd, Sluggish Brisk
D:eep LI "
Pupillary" Brisk "
CoVa.S.
"B 90/60 110/70
P.R. 65 70
G’ o I os ] . '
ongue Furred Clean
Halitosis Present Absent
Locomotor S. - -
Gait Slow Firm&elastic
Cutaneous S. Seborrhoea capitis  Seborrhoea
' ) : persistent.
9 Weight 11o% 1bs, 147 1bs.
Nutritional status Poor Very much ime
proved
CoNaS.

Cranial N.functs
- Speech functions

Motor - "
Sensory "
Reflexes:
. Superft.
Deep

Grasg
Pupillary

Could not be assessed

Variaple

Slightl
Dif

affected

Brisk
Exaggerated

Present
Brisk

ieult to assess

Normal rhythm

Normal
Normal

Brisk .
Normally active
Absent

Brisk
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Table XXXITI(cont.)

Cranial N., functs.Normal

Motor functions
Sensory "

"
"

Case Before treatment After treatm.
No. ‘
9 [ ] C CV OS L
cont. B.P, 90460 125/70
P.R. 6 70
GeloSe
Tongue Furred Clean
Colon Spastic Nil
Halitosis Present Absent
Locomotor S.
Gait Knees flexed on Stance normal
standing . )
Cutaneous S. Sallow complexion Complexion
normal
10. Weight 164 1bs, 172 1lbs,.
guﬁrgtional status Yery good Very good
Speech Hesitant Normal
Cran1a1 functs, Could not be asses- X
sed "
Motor functions Could not be adequaté- "
Sensory " 1y ascgrtajned -
Reflexes: :
Superf. Brisk Brisk
Deep ‘ 7" " _
Pupilllary Doubtful “Active
C QV .S [} B
. T BJ.P. 150/90 130/80
G’ of:éz: 80 : 70
Tongue Furred Clean
Hal%tosis Present Absent
Locomotor S,
—Gait Quaick stepping Relaxed&slow
Cutaneous S. Nil Nil
. ' Y
11. Welght 130 1bs. 148 IDbs.
Nutritional status Poor Good
ColNeO oo .
Cranial N. functs.Difficult to assess Intact
f tions Slow stacatto Normal rhythm
%geech unghion Difficult to assess Normal vt
Sensory " " " A "
Reflexes: '
Superf. Brisk Brisk
Deep " "
Pupillary " "
. C .V 'S [ ]
B.P. 150/85 110/70
B8 % 1194
elaSe ‘
“”Tﬁﬁgue Furred Clean
Halitosis Present Absent
Locomotor S. )
Gait Quick & firm Quick
Cutanecous S. Spongy gumd,pallor Healthy, no-
pallor
12. Weight 137 1bs. 163 1lbse
Nutritional status Poor
C;N D e : ‘
Speech functlons Hesitant Nogmal

"
”n
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Table XXXIT{cont.)

Nutritional status Poor

Speech functions

Slow staccato

vgase Before treatment After treatment
O . : '
12 Heflexes: '
cont. Superficial Brisk Brisk
D/e ep "t "
Pupillary " "
CVS,
P 140/90 138/80
P.R. 72 70
GeloeSe Nil Nil
otor S.
Gait " Firm & eclastic No
Cutaneous S. Dryness of skin
over certain areas Normal
13. Weight 128 1bs. 143 1bs.
Good

Normal fluency

-Cranial N, functs,Couyld not be satis-Normal

Motor functs.

facyorily'&ssessed
"

1" "

7"

Sensory 7" " \i4 17" [ .
Reflexes:
Superf. Sluggish
Dee "
Pupillary "
CeVaSe
B.P. 8Q/70 11Q/72
«Re 60 68
G L IOS L ]
Tongue Furred Clean
Halitosis Present Absent
Constlpatlon " "
Locomotor S.
: Gait Slow and dellberate
Cutaneous S. Acne of buttocks of Con51derably
: . indurated,papular ‘improved
vt.VPe’ .
14, Weight 134 1bs, 150_1bs,
Nutritional statusPoor Good
CoNuSe
Speech functlons Rapid Slower
Cranial N, functs.Difficult to assessNormal
Motor functs. Impaired Improved
Sensory " Hyperaesthetic. Less hyper-
' aesthetic
Reflexes: :
Superficial Brisk Brisk
Deep Exaggerated Exaggerated
Pupillary Brisk Brisk
C Vel :
Py 115/95 140/85
P.R, 75 70
GelaSe
Tongue Furred Clean
Halitosis Present Absent
Diarrhoea " " ,
Locomotor S.
Gait Rapid,firm &elastic Slower and more

Cutaneous S.

Nil

deliberate
Nil -




Table XXXII(conbe)

Case .Before treatment . After treatm.
No.
15. Woight 158 165, 145 108,
Nutritional status Poor Good
¢ [ * :

Speech functions Slow and hesitant More fluent
Cranial N, functs.Difficult to assess Normal.

Motor functse. v 1" f LU "

Sens ory . " 1] t "
Reflexes: . _

Superficial Sluggish

Degp %

Pupillary "
C .V .S [ . : i

B.P. 80/65 110/70

P.R, 68 0]
G (4 I.S [ ' - 7

Tongue - Furred Clean
Halitosis Present Absent
Diarrhbea " ' "
Locomotor S. ‘ v ‘

Gait . Slow and stooping  Upright&firm
Cutaenous S, Cystic type of acne

- vulgaris of face Greatly im~-

proved.,

Tt emerges from the above data that the physical
cddition of the patients,as‘a whole,showed great improve-
ment after treatment in every instance. Thus

. (i) The weight, in all instances, showed a consider-

able increase.

(ii) The nutritional status showed considerable im-

provement in 13 of the 15 cases, while in two cases the

nutritional status was as good before as it was after treat -

ment. The dietary of the patients was the same both before

and after treatment.

(iii)fhe neurological functions as a whole showed

considerable improvement after treatment in all instances.

Thus (a) the speech functions, which were characterised by

various deviations from the norm in all instances, showed

considerable improvement after treatment; (b) the cranial

nerve functions,which could not be satisfactorily assessed

in all cases, were found to be normal after treatment; (¢)

the motor functions,i.e.,muscle power ,muscle tone, and

muscular co~ordination, which could not be satisfaotorily

assessed in 14 of 15 cases,before treatment, were found to
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be normal after treatment; (d) the sensory functioms in

respect of touch,pain,pressure,sense of position, and ap-
preciation of vibratioh,which could not be satisfactorily.
assessed in 13 of the 15 cases,were found to be normal af-
ter treatment.One case, which showed hyperaesthesia to pres-

sure, begame far less hyperaesthetic after treatment,
(iv) The blood pressure which was relatively hypo-

tensive in 10 cases,and relatively hypertensive in 4 cases,

became relatively more hypertensive in the former broup and
more

relatively/hypotensive in the latter group,i.e., the blood

pressure in all these cases tended to approximate to a

more normal level after treatment.

(v) The gastro-intestinal functions showed a marked

improvement after treatment, Thus the halitosis preéent in
14 of the 15 cases, and the furred tongue present in 13 of
the 15 cases, disappeared after treatment,and the diarrhdea
present in two cases, and the spastlc colon present in one
‘case dlappeared after treamment. '

(vi) The gait,which showed deviations from the nor-
mal in 14 of 15 cases,became normél after treatment.

(vii)The skin,which was affected by early pellagra in
one case,and by acne vulgaris in 5 cases, cleared up in
all cases after treatment; the lips,in one case, which
showed evidence of Vitamin B, deficiency,cleared up after
treatment..As.the diet of the patients was the same both

before and éfter treatment ,the avitaminosis responsible for

the diverse skin manifestations must be attributed to the
malabsorption associated with a psychotic condition,

Analysis of the above data permits of the following
two postulations, viz.:
 (1)‘The diverée somatic disturbances encountered in
- the "A" group of schizophrenic patients were casued by a

disorganisation of the psychic segment of the personality

in the first instance by virtue of the two factors:{(a) No

special or specific forms of treatment were given for the
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somatic disturbances before the H.D.I.C. therapy was ap-
plied;and (b) the somatic disturbances disappeared after -
the H.D.I. therapy Was‘applied.
(2) The effects of the schizophrenic (or psychotic)
process are not limited to the psychic segment of the per-
. sonality,but are transmitted to one or more components of

the soma partly by stimulation of the autonomic nervous

system by an altered blood chemistry; and

(3) The improvement noted in the soma in each case
was not limited to any one affected component, but rather
+to all the affected components, indicating that the funce
tional efficiency of one particular clinical system was
interdependent With.all the others. .

The data relative to the»psychiatfic status of the

group of patients before'and after treatment are presented
in Téble XIXTIT.

Table XXXTII

-Psychiatric status of the "A" group of patiénts before and
after treatment.

gase Before treatment After treatment
Oe
1. Cognition Cognition
Pattern of thinking:autistic More extroversive
Attention: Distractible . More easily engaged
Orientation:
Time: Nil Present
Place:; "

Personal identity:Nil "

Comprehension:Could not answer Could answer item No.35
item 35 in I.S. of N.B.E.R.
Reasoning:Could not answer
item 47 in I.S. of N.B.E.R. Could answer item No.47,
Memory:
Remote events: Hazy Clear
Recent events: Absént Clearer
‘Current events:Poor Clearer
Hypermnesia :
Paramnesia(confabulation) -
Hallucinations:
Visual:Nil
Auditory:Nil
Delusions:
Persecution:Doubtful No evidenc of deluse.
Grandeur:Nil ions, T
- Reference:
Influence: "
Insight into mental ard
physical condition:Nil _ Improved
M-A,cﬁ: 9.2 YTS. V 13 YTS‘

- SRRICRICL B 1 T g : Bahia
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‘Table XXXIIT(cont).

gase Before treatment . After treatment

Oe .

1. . Affect | | Affect

cont .NervousnessS: Present Absent
Anxiety: " o _

Depression: " Less evident
Dissociation between af- : : .
fect & cognition:PresentHarmonious integration of

affect and cognition,

.. Conation Conation
Suicidal Tendency:Presentl.Absent -
Self-depreciation: More self~esteem and self-

Decreased volition complacency.
(abulia) .

Ze | T%KT"CO nition s Cognition
Pattern o inking:Autistic .Extroversive _
Attention:Aprosexi , '

- Orientation: '
Time:Absent Present
Blace:PEesgnt ) "
ersonal 1 entltX:Present :
Comprehension:Could not answer Couyld answer itme 60
item 11 on I.S. of N.B.E.R. (a) EnRI.s. of |
Reasoning:Could not answer cNitalaRewer item 47
any tes on I.S. dn I.QSQ of NoBoEoRo
Memory: '
Remote events:Absent Still impaired .
Recent " :Impaired Present
Current "o " "
Delusions of:
Persecution:Present Absent
Reference: " Present
Insight into condition:Nil 3till hazy,but clearer
than before,
Mental age: 3.8 yIrsSe 11,9 yrs.
| Affect Affect
Elation alternating with depres- Greater emotional
sionyfear and anxiety.Dissocia- gtapi%ity.¥oge as-
tion between mood and thought soclat lon between
mood and thought
content . Cont enb , &
Conat ion , Conation
Stereotype:tugging at shirt Absent
| Abulia: Present _ "

3e Cognition | Cognition
Pattern of thinking:Autistic  More extroversive
Attention:High degree of More easily engaged.

aprosexia ‘

Orientation for: . ) -
Time:Completely impaired
Place: completely impaired
Personal identity:Impaired

Reasoning:Could not answer item

11 on I.S. of N.B.E.R.

Memory: _
Remote events:Impaired Much improved
Re c ent 5 141 . 7" ) " 113
Current " :Fairly good Good .

Com.prehension:Could not answer Improved{could answer

~item 10 on I.S. of N.B.E.Ro, item 49 on I.3. of
N.B.E.R.?
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Table XXXIITI(cont.)

Case Before treatment After treatment
No.
3B Cognition Cognition
cont.Delusions of referenne:Present Absent
Hallucinations(auditory):Present n
Insight into mental and physical
congltlon Absent PRY Improved
Mental age: 3.6 years 9.8 VIS,
Affect Affect
Depression:Present. Less évident
Elation(in form of Chlldlsh
laughterj:Present Absent
"

Emotional 1ab111ty:Present

Dissociation between mood and
thought contentPresent.,

Not evidenta

Conation
Abulia:Present to a degree
Stereotypy. Present

Negativism: Present

Conat ion
Diminished
Absent

Absent

4o Cognition Cognition
Pattern of Eginﬁing:Autistic More extwoversive
Attention:Impaired
Orientation for:

Time:Absent
Place:Present )
Personal identity:Present
Reasoning:Could not answer item 44
on I.S, of N.,B.E.R.,
Memory for: i
Remote events:Absent
Recent: " 1Present
Current " : "
Comprehension:Could answer up to item
42 on 1.5, of N.B.E.R. _
De usions of geﬁ gogt nP
. lucination u ory:Present Absent
Visceral:Present Persistent
Insight  intQ mental and physical:
conéltlon Impalre% P y. ' :
Mental age 10 years 15.3 years
Affect - Affect
Agitation alternating with euphorigs Absent
and apathy on different days:Present :
Dlssocgatlon between thoughg content Less evident
and mood: Present
Hich Conat ion Conat ion
igh suggestibility in form of T ess avid.
verbigerat ion Less GVIdent‘
5y Cognition ‘Cognition
Pattern of‘thlnking:Mildly Normal
autistio
AttentioniCould be mobilised Easily
with a little d ffloulty
Orientation for:
TimgjAbsent . Abgent
Place Present Present
Personal identity v Present
Reasoning :Failed’ item 78 on
ISQ OfNBER. -
Memory for: )
Remote events:Vague Good

Recent events:Goaod
Current events:Better

n
A4
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Table XXXTIII(cont,)

Before treatment

After treatment

ﬁase
Oe
S . Cognition Cognition
cont «Retention™a gll:Failed on
item 79 of I.S. of N.B.E.R.
Comprehension:Failed on item 61
of I.S5. of N.B.E.R.
Delusions:
Grandeur:Absent Absent
Reference: " "
Influence: " "
Hallucinations:
Visual:Absent Absent
Auditory: ™ "
Insight into mental and
physical condition:Fair Normal
Mental Age 11.9 yrs. 16.8. yrs.
Affect , Affect
Emotional  Shallowness:Ppesent Timinished
Agathy: Present "
Dissociation between thought contentAbsent
and affect present in slight degree
‘Conation Conation
SuggestibIlity :Present sen
Verbigeration: " "
6o Cognition Cognition

Reasoning :

Comprehengion;Could not answer item

Pattern of thinking:Strongly
- autistic | :

Attention:Could not be easily

More extroversive

More easily

engaged engaged .,
Orientation for: :
. Time:Absent Absent
Place:Absent "
Personal identity:Absent Present
Memory. for:

Remote events: Nil Present
Recent " I "
Current * ¢ Impaired Impaired

Retention and recall: Could not
repeat 4937 forward;nor recall

_ 375 Eloff Str. after 5 minutes

N{1

3

1l on I.3, of N.B.E.R.

Could repeat
52947 forward
(item 40 on I.S,

Of NoB .E.Rn

Could recall 375
Eloff Str. aftter

5 minse

Unable to answer
item 47 on I.Se.
Could answer item

39 on I.S. of

N.B ._EIR.
Delusions of persecution:Present Present
Hallucinations~auditory:Present Absent
Insight into mental & physical Still lacking

condition: Lacking o .
Mental age: 3.8 years 8.7% yrs.
. Affect Affect

Emotional DIURTIng & apathy marked Piminished

Dissociation between thought content Greater integration
and affect present between thouéht

content and affect.
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Table XXXIIIfcont.)

Case Before treatment After treatpent
No. ' ‘ :
6e Conation - Cpnation
cont .Suggestibility and pa331ve Diminished
negativism:present
Catalepsy and echolaliatipresent "
7 Cognition Cognition
Pattern of thlnkln A igtic. . More extroversive
Attention: Engaged g difficulty Engaged more

Orientatidn for:
time:Absent
lace. Present

Personal identity:Present
Reasoning:Could not do item 47

Memorg for:
Remote events Pres0nt

Recent events:Present

Current events:Absent
Retention & recall:Failed item 16

easily

Present

"

Could answer 1tem
47

Present
"

°

. Angswered item 55

on IoS. on I.5.
Comprehension:Failed on item 20 and Answers item 60
23 of I.S. of- NuB.E.R. on I.Se
Delusions of grandeur:Present Present
referenoe: " Absent
influence: ™. "
Ha11u01nat10ns
visual: Present Absent
auditory: Present i
visceral -
Ins1§ht into mental and physical
condition: Absent Present
Mental age 4 years 10% months 12,92 yrs, _
Affect Affect
Depres51on alternating with
agitation: Present ,
Acousticophobia: Present Present

Complete issociation between
thought and affect

Greater inte-
gration or empa-

thy

Conation

Suggestibility: Marked
Hyperprosexia: Present

Conat ion
Diminished

B Cognition '
Pattern of fginkﬂﬁg:Autistic

Attention: aprosexia
Orientation for:
time;: Absent
place

personal identity:Absent
Reasoning:Could not be tested
- Memory for:

Remote events: Absent

Recent éevents

Cureent events
Retention and recall:Absent

Comprehension:

Cognition -

Eﬁgﬁef“aegree of
empathy

Could be engaged

Present

T

Absent
Present
17!
Passed on item 79
of I.8.

Answered item 77

on I.S,
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Table XXXITI(cont.,)

Case Béfore treatment ~ After treatment
No. |
8 Cognition A Cognition
cont JDelusions of: '
grandeur: Absent - Absent
reference : " "
influence: " 7
Hallucinations: Visual:Absent Absent

Auditory:Absent "
Viscetal:Present Persistent

Ins1§ht into mental and phys1cal

condition : Nil Doubtful
Mental age:Could not be determined 16 yvears.
Affect v Affect
A high degree of blocking:Present Greater canallsat-
ion
Emotional indifference: Present Greater responsive-
: ness
Dissociation between thought Greater integrate
and affect: Present ion
Conation Conation
NegatTIVIsm: Present Absent—
Flexibilitas cerea:; Present "
Qe . .y s
Cognition Cognition
of .t Mildly autisti t
E%% ?on Sl?éﬁglﬁgpe%%régexu tsvic MS%S g aﬁfver51ve,
Orientation for :
Time: Present Present
Place "o . "
Personal identity:Present " )
Reasoning:Failed item 60 on I:S. Passed item 73
on I oS °
Memory for:
Remote events:Much impaired Slightly impaired
Recent " : " " " ” :
Current * : Impaired Normal

Retegtgon & recall:Failed item 55 Passed itme 79 on
on lL.S. S

Comprebension:Failed én item 60 Passed on item
on I.S. on I.S,

‘Delusions of:

randeur: Absent b
%eference Slight A sgnt

influence: Present "
persecutfon: Absent . "

Hallucinations:

Visual: Nil - Absent

Auditory: Nil ‘ "

Visceral: " "

Ins1§ht into mental and physical

condition: Nil ‘ Present
Mental age: 10.l1 years 16 years,
o Affect Affect
Excessive restlessness present Greater emotional

) _ ' . stability

Emotional shallowness alternating

periodically with excessive

“euphoria
Dissociation between thought and Greater integration
effect: Slight betweer%thought and

i affect

Conation Conat ion

Negativism : Slight Absent




Case

139.

Table XXXIII{cont.,)

Before treatment'

Noe. -

After treatment

e

10.

Cognition
Pattern of thinking:Autistic
Attention:Could not be held
Orientation for:
Time: Impaired
‘Place: "
Person:Absent .

Reasoning:Failed item 69(la) on

Memory for:

Remote events Impalred

Recent

Current " Least impaired
Rete%téon & recall Failed itme 55
on Do

Comprehension:Failed item 60(a)
on I.S. ‘

- Delusions of:

Cognition .
MoTre extroversive
Held more easily
Present |

"
13

Passed item 85 on
I.S. '

Present

”
Passed item 55,
failed item 86

on L.S,
Passed 1tem 81

Grandeub:Absent Absent
Reference: " "
Influenae: " "
Hallucinations: .
Visual: Absent Absent
Auditory: * n
Visceral: @ i
Insight into mental and phy31cal
condition: Absent Absent
Mental age 10,2 years 179 vearse.
Affect Affect

Withdrawn and re ressed, and
potentially vio ent.

Greater emotion-
al stgbility and

improved adjustment

Conation Conation
Perlodlc outtursts of violence =34
Swicidal tendency- present "
1l Cognition - Cognition

Pattern of thinking:Autistic
Attention: Mild aprosex1a

Orientation for:
Time: Absent

Place:Vague
Person:Present

'Reasoning:Failed item 47(l)on I.S.

Memory for: .
Remote events: Fair
Recent " : i

Current * + Go

Retention & recall: Falled item 55
on I.S,.

Comgrehension: Failed item 51 on

Delusions of:
Grandeub: Absent
Reference: ¢
Influence:Doubtful

Hallucinat ions:
Visual: Absent
Auditory: "

Visceraly "

More extroversive
Readily engaged

Present
"

2]

Passed item 69{la)
Good -

n

"

Passed item 55 on

I‘S‘ .
Passed "item 67 on

I.S.

" Absent

7"
131

Absent

L]
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Tabde XXXTITI(cont.)

-Case Before treatment After treatment
No.
1l. In31§ht into mental and physical
cont. condition : Poor Good
Mental age 9.2 yrs. 16 .4 VIS,
Affect Affect

Euphoric;emotional instabilit
w1th underlying nervous tension

Dissociation between thought
affect and conation,

Greater emotional

stablllty&relaxatlom
Greater 1ntegratlon

Conation Conation
Exaggerated gsyohomotor activity Psychosomatic
and hyperbulia present. activity dimin-
ished,

12, nition | Co-ﬁition .
Pattefﬁ“%f‘tﬂtnklng :Mildly autistic Moré‘E%tEUV§r31Ve
Attention:Slight aprosexia Easily engaged
Orientation for -

Time: Absent Present
Place: Va%ue "
Person: "
Reasoning:Failed item 44 on I1.S. Passed item 81 -
' (2) on I.Se
Memory for: .
Remote events: Vague Good
Recent " ‘Absént "
Current " : " ,
Retention and recall:Failed item Passed item 79
38 on L.S. on IS
Comprehension:Failed item 35 on Passed item 76
TS on TS5
Delusions of':
-Grandeur: Absent Abgent
Reference:
Influence: " "
Hallucinations
Visual: Absent Absent
Auvditory: % "
Visceral: " .
Insight into mental and p&ys1cal Good
condition: Nil ,
Mental age 6.6 years 16.8 yIr¥e
Affect Affect
Psychomotor tension and agitatmon Greater relaxat~
present with a mask-like facies ion and greater
Degree ofddissociation between integration of
thought content and affect cognition & affect.
Conation | Conation
Degree of hyperbulia and active Diminisghed
negativism present ]
Cognition Cognition

13,
' Pattern of thinking;Autistic
Attention:Engaged with difficulty
Orientation for:

Time: Absent

Place:Present
Person: *®

More extroversive
Engaged more easily

Presernt

%
i
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‘Table XXXIII(cont.)

Case Before treatment After tregtment
No.
13 Passed item 75 on I.5.

Reasoning:Failed item 44 on I1.S.

contﬂﬂemor for:
Remote events:Absent

Present

"

Recent " L

Current " tVague b ]
Retention and recall Falled 1tem Passed item5% (a)

16 on IS, on I.S?
Comprehens1on Falled item 23 on Passed item 62

1.5, ' on I.S.
Delusions of:

Grandeur: Absent Absent

Reference: " : n

Influence:Present w
‘Hallucinations: »

Visual: Absent Absent

Auvditory: ¥ "

Visceral " 1

Insight into mental and physical

condition:Absent Present
Mental age 4,3, yEATS 15 years.

Affect . . Affect

Jovial,exalted and euphoric, but

with underlylng anxiety and
psychomotor tension

Emotional stabil-

ity and relaxat-
ion more evident.

Some,dissociation between cognition Greater inte-

and affect

gration of cognit-
ion gffect and

conation
Conation - Conation
Degree oI active negatiwism,impul- NegaTivism and
siveness present together with impulsiveness

some persecution

diminished.

14, - Cognition
Patterm of fEinking:Markedly

autistic
Attention:Aprosexia marked

Orientation for:
Time: Absent

Place: "
Person: "

Reasoning:Could not be assessed

Memory for:

Cognition
More ext#pversive

More oasily en-
gaged

Vague
"
Present

Answered item 47
(1) on I.S.

Remote events: Ab 't

Recent " : A S Impgoved

%‘-‘ : 11 7" ‘

ntlon and reeall: Falled item 7 Passed item 54 {(b)

on I.5. on I.S,
Comprehension:Failed item 11 Passed item 52
on JT.S,. on I.S5.
Delusions of:

Grandeur:; Present Absent
Reference: " n

Influence: Absent "
Persecution:Present Present
Hallucinations:

Visual:; Absent

Audltoryf Present
Visceral: Absent

Absent
"

"
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Table XXXIIT{cont.)

Case | Before treatment After treatment
No. - o

14 Insight into mental and physical Improved
cont. condition: Nil

Mental age: under 4 years _ 10,4 years

Affect Affect
Marked depression and apathy, Depression &apath
fear and anxiety present . diminished:fear

anxiety presis-

tent;
Obvious dissociation between cognit-Greatér integzate~

ion, &ffect, and conation ion of cognit-
: ion,affect and
conation
Conation - Conation
Psgchemotor retardation marked. Psychomotor re-
Abulia present v _ tardation dimin-
» ished,and abulia
less
15. Cognition ,_' ) . Cognition
- PatterW of thinking:Markedly autis~ Moré"E%FfSVEfsive
tic
Attent ion: Aprosexia marked Aprosexia much
) : - : diminished
Orientation for:
Time : Absent Vague
Place: " . ’ "
Person: ™ ' Present
Reasoning:Could not be assessed Passed item 44
) on IS,

Memory for:
Remote events. Absent

Recent " :

Current ¥ L Vague

Retention and recall: Could not be Passed item 40
assessed %T
Comprehension: Could not be assessed Pass% Sltem 46

on oD e

Delusions of: to

Grandeur: Present Absent

Reference; " : . Present
Influence: " Absent
‘Persecution:" Present
Hallucinations:

Visual: Absent ° ‘ Absent
Auditory:Present _ "
Visceral:Absent "
Insight into mental and plrysical
condition: Nil Better
Mental age: under 4 years Qa2 yEArSs
Affect . Affect

Extreme apathy and depressien Apathy and depres-
Facies mask~like sion much diminished
Dissociation between cognition, Greater integrate

affect, and conation ion.

Conation Conat iom

Psyohomotor retardation marked Diminishe

Passive negativism marked "
Flexibilitas cerea presente "
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Analysis of the above data yields the following fin-
dings:~

(a) Before treatment

(1) The progress of the schizophrenic process never
affects one category of the psyche alone,but all the categ-
ories simultaneously in greater or less degree, indicating

that they are interdependent with,or functionally related

to,one another.The diverse categories of the psyche,in the
course of the schizophrenic process,become dissoéiated from
one another in a way which precludes the harmonious adapt-
ation of the individual to his environment.

(2) The extent of ﬁhe psychic disorganisation,or
the degrée of ‘dissociation between categories of the psyche
caused by the schizophrenic'process,reflects inveach case
(1) >in the deterioration of the.functions of cognition in
respect of thiﬁking,attention,orientation for time, place
and personal identity,réasoning, memory for rempte,recent,
and current events, reten£ion and reéall,insight and intel-
ligence; (ii) in the deterioratdon of the functions of af-
fect,expressed as emotional depression,apathy, or lability;
(iii) in the deterioration of the functions ofrconation,
expressed as a decrease,increase, or perversion, of volit~
" jon; and (iv)in the general dissociation of the categories
of the psyche themselves.

{3) The mental age,determined at the time of the
schizophrenic process in each case, is possibly a measure
‘of the degreé'of psychic diéorganisation. |
' (4) The schizophrenic process, once it is estab-
lished;does not remain static in character,but may pass from

one form to another, as from a hebephrenic to a paranoid

form,or from a simplex to a catatonic form, or from a psy-

chotic to a psychoneurotic form. Three cases in the group

studied illustrate the dynamic character of the schizo-

phrenic process.,

(b) After treatment.
(1) The retrogression in the schizophrenic process
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which occurred in each case never affected one category of
the psyche alone, but all the categories simultameously in

greater or less degree, confirming once more that they are

not independent of,but interdependent with,or functionally

/
related to,one another,

(2) The extent of the retrogression effected was

reflected in each case(i) in the amelioration of the funce—
tions of cognition in respect of thinking,attention,orien-
tation for time,place and personal identity,reasoning,mem=-
. ory for remote,recent and current events,retention gnd
recall,insight,and intelligence; (ii) in thevamelioration
of the functions of affect,expressed by greatervembtional

stability; (iii) in the amelioration of the functions of

conation,expressed irn greater psycho-motor adaptation;and

(ivl in the greater integration of the categories of the

psyche,

It may be postulated in the light of these facts

that the low mental age found in each of the cases béfore

treatment was a measure of the degree of psychic disorgaﬁ-
isatiom obtaining,and that the improved mental age found

in each case after treatment was likewise a measure of the
greater integration established, The‘inference which eomer
ges from this finding is'that the phenomenon of intelligence
is not an independent entmty,but rather a function of the
degree of integration obtaining among the categories of the
psyche. In so far as this is so,the gdvance -~ under treat-
ment -~ in the intelligence level of 2 particular patient

may be used as a measure of the improvement in his psychi—

atric status.

Table XXXIV
Distribution of the mental ages in the "A" group of pat-

lents by type of schizophrenia before and after treatment,

Case Form of schi- Before treatment After treatment % iné
No. =zophrenia mental age lL.Q. Mental age I.Qe crease
‘ in int-
clligence

l. Schiz.simpe 9.2 yrs 6le3 13 yTrs. 8646 25,3
2e " catae 3.8 " 2045 11 " 793 54,0
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Table XXXIV(cont.)

Case Form of Before treatment ]
No. schizophreniaMental age I.Q. Mental age I.Q. % in-
‘ grease’
in in~
tellig-
: ence
3« (1l)Anxiety 36 yTS. 24 0.8 yrs. 653 41,3
(ii)Schiz.
simpe. :
4, Schiz.para. 10,0 7 66e¢7 153 U 102 35:3
-5, Schiz. glmp. 11.9 " 73.3 16,8 " 112 32.7
6« (1)Schiz. 3.8 " 25,3 8.7%'" 5840 3247
(11§§Ch12.
ara, ‘
7. (i)Anx.neur. 4yrs.l103ms.32.5 12.98 " 86,0 53.5
(ii)Schiz.heb.
iii) * para. :
Be i)Schiz.simp. ¢ ? 16 n 106 46 ?
' éll) % cata. ,
e chiz. cata. 10.1 yrs. 673 16 " 10646 3943
10. para. 10.2 " 68 17.9 ™ 119¢3 3343
. " S e Q2 T 6l.3 16.4 T 109.3 4860
15w A S 420 18:8 " 112" 68:0
13, i heb, 4,3 " 28.6 15 " 100 714
14, " .parae. £4.,0 v {26.6 10,4 » 69¢3 4247
: (approxs)
15 " cata. (4.0 " £26.6 9.2 "  Bl.3 34,7
(approx.5

It emerges from the above data that a substantial
improvement in the mental age was effected in each of the
cases,and that the degree of improvement varies in each. |

However,it was not possibde to establish how far
short the I.Q.!'s of the patients were of their original
I.Q.'s before the onset of their mental disorder, as no
data on the latter were obtainable.,Lastly, it may be pos-
tulated that if an I.Q. of 80 and a¥ove be regarded as a
measurg of average and above average integfation,then only
10 or 66.6% of the 15 cases treated were fit for discharge

from hospital or private medical care,

(B) ANALYSIS OF THE "B"™ GROUP OR ORGANIC GROUP OF
| CASTS.
Analysis of data in respect of this group of psych-
otic cases is likewise directed to - ‘ '
I. The identification of possible causal factors,e.ge,
in the physical segment of .the personalities of
the paticents,

II. The evaluation of the symptomatology projected
by the patients, and
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TII. The evaluation of the response of patients to
treatment.

I. The identification of possible causal factors in

the physical segment of thc personalities of the

patients.
The relevant déta are collated in Table XXXV,

Table XXXV,

Case Diagnosis Causal agent.

Noe

1. Dementia paralytica Syphilis (treponema pallidum)

2. Cerebral syphilis Treponema pallidum

3¢ Myxoedema Hypothyroidism

4, Exophthalmic goitre Hyperthyroidism

5. Pernicious anaemia Dyshaemopolesis due to absence
R of Castle's intrincic factor

6e Peripheral neuritis Alcoholism o

The inference was drawn by the’qmiter that the psy=-
chotieé symptomatology presented by the group of patients
had an organic basis because the somato-psychic condition
in each case cleared ﬁp or improved considerably'under

’3pcific antibiotic or chemotherapeuticlmeasures 1eCay,

measures applied only to thc soma or physical segment of

the personalities of the patients.

II. The evaluation of the symptomatology projected

by the patients.

Table XXXVI,.

Case Clinical condition Soma : Psyche
NO. Disorganisation Disorganisation
of - of -
l. Dementia paralytica C.N.S. &= Cognition =
- ' (MeAe 11,9 yrs.)
C .S ._F L] - Affect -yr
Blood - ' Conatus =
Locomotor S.- Delusions -
2. Cerebral syphilis CeNeS. - = ognition -
_ MeAe 1046 yrs,
Vision - Affect -~

Locomotor S. -~ Conatus ~
(spastic paral-

ysis)
Delusions =
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Table XXWI{cont.)

Case Clinical condition S oma Psyche
No. _ Disorganisation Disorganisation
' of -~ Oof -
3¢ Myxoedema Thyroid - Cognition - -
(MeAos 745 yrs )
Heart - Affect ,
Skin - Conatus -
Loco. S -
Heeme Se =
4, kXophth, GOltre Thyrold == Cognition =
’ M.AulOolO Ws.)
CQV.S. Lad ffect -
" Skin = =~ Conatus -
Vision - Hallucinations =
Delusions -
Te PEFMICIOUS aNZomiy ot eD o == COgniTIoH =
(MoAe 11,9 yrs,)
C.VOSQ bl Affect -
Skin -~ Conatus -~
Alim, S, ~ Deluaions )
G Peripheral neuritis C.N.S. —— Cognition =
G‘oIoS. — Af eCt L -
Vision -

Conatus -

Analysis~of the above data yields the foliowing
findings:=-

(1) The dlsorganlsatlon of the personality,which oc-
curred prlmarlly in the somatic segment in each case, did
not remain limited thereto,but was transmitted to the .
psychic segment in each case.

h (2) The disorganisation which occurredmprimarily in
the soma in each case did not remain limited to one partic-—
ular component thereof, but was transmitted to other
components as well. |

(3) The disorganisatioﬁ which occurred primarily in
the soma was transmitted not just‘tot one category of the

psyche but to all the categories thereof simultaneouslye.

'III. Bvaluation of the response of patients to

treatment .
The relevant data are collated in Table'XXXVII.

Table XXXVII,

Form of therapy employed in "B" Group of caseSe.
Case C(Clinical condition Form of therapve
No,.

l.  Demetia paralytica Penicillin: 2,000,000 units
daily for 6 wee&s.
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. Table XXXVII%cont.)
Case Clinical condition (9) 0 erapye.
No. '
Z. Corebral SyphlLis PeHTcillInT 2,000,000 GOits

dajily for 2 weeks and repeated
at 5 day intervals, '

®*  Myxoedema Thyroid sicca, beginning with
% gr. b.d. and gradually,in—
creased to gr. V.

4, Exophthalmic goitre Lugol!s 10dine MeV, GedeSe LOT
10 days;

Propyl thiouracil : 0,2 gm; for
10pgays; then reduced to 0.2

gm, daily for 4 weekse.
Digitalis for associated car-

diac conditione.

5. Pernicious anaemia Vitamin Bys injections in daily
dosas of iOO micrograms for

several weeks.

O Peripheral neuritis Vitamin therapy,inclusive of _
; vitamin B12 by injection, etc.

Examination of the clinical condition of the patients
after treatment showed (1) that the improvement effected
was not limited to the compohent of the soma whaich was
primarily involved in the morbid processbut extended also
Y0 the other components thereof which were secondarily af-
fected ;(2) that the improvement effected in the soma was
not limited tpereto;but extended also to the psyche,and then

not just to one,but to all, the components thereofs

The degree of improvement effected in the soma by spec-

ific therapy was clinically determined;and the degree of im=

provement effected in the psyche was determined by noting

the change in the I.Q. which occurred after treatment.The

improvement in the psychiatric condition of the patients
after treatment is indicated in Table XXXVIII.
Table XXXVIII.

Case Clinical condition IeQe before I.Qe after

No. treatment treatment .
bBoODmmE mie R 18855
2 %%%Sﬁfegiitre | 295 11520
B BoMe memi B i

alcoholic)
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Tt will be noted from the above data that the rise in
éhe I.Q. of the patients which occurred after treatment
proceeded "pari passu" with the improvement which occurred

simulbtaneously in the somatic and the psychic segments of

their personalitiess The iunference accordingly emerges that
- Intelligence is not an independent static entity,but a
dependenf variable,that is, a function of iﬁteraoting fac-

tors operating in the body-mind.

5......0...0..............‘......‘.0.

CONCLUSTIONS :

Analysis of the data assembled in.this study permits

of the presentation of a number of gencral conclusionss

These conclusions,however,because of the smallness of the

number of cases investigated,can only be stated tentatiie-

"ly.Nevertheless,subject to this qualification,they may be

presented with respect to (I)the "A" Group,or the functi-

onal group,of cases,in which no organic basis could be dis=-

covered for the presenting schizophrenic symptomatology,
and (IX)the "B" Group,of the organic group,of cases, in

which an organic basis could be found for the presenting

schizoform symptomatologye.

I. CONCLUSIONS IN REGARD TO THE "A"™ GROUPS OF CASES.
These may be presented in the following sequence: -
(A) CONCLUSIONS IN REGARD TO THE CAUSAL FACTORS
INVOLVED IN THE EMERGENCE OF THE SCHIZOPHRENIC
PSYCHOSIS.
These factors operate in every segment of the human

continuum,and they include the following:=-

(a) _The age factor: Persons belonging to the

age-group 1l6-39 years appear to be more liable to acquire

schizophrenia than are persons belonging to,the other age
groups.
(b} The sex factor: Males appear to be more

susceptible to schizophrenia than females.

(c) The factor of race: Europeans,in the Union

of S.Africa,appear to be more susceptible to sch%zgphrenia
g:than are the Asiatio%,Coloured, and Bantu races. *

jxd,(This éonciusion is presented gubicct to the proviso
' referred to in the text.) J P
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(4) The factor of heredity: The data of our

studj in this connection are inadequate,and so do not admit
of positive conclusions being dravn.Nevertheless, the in-
ference seems to emerge therefrom thata particular mental
disorder,é.g.,shcizophrenia, does not necessarily reprod-
uce itself in the same form in the offspring.

(e) The factor of birth-order:This factor ap-

pears to be of no importance by itself,and may be subject
entirely to the particular pattern bf child-parent relat-
ionship obtaining in a given case.,

(f) The factor of nativity: The data of our

study in this connection are too llmlted to permlt of a
‘wide generalisation being made. However, ana1y31s of data
embodied in the 1936 Annual Report of the Comm1331oner of

Mental Hygicne of the Union of South Africa suggests that

the factor of foreign nativity increases the suéeptibility

of an individual to schizophreniaj;and further,analysis of
data relating to the "A" group suggests that foreygg.qgt-
ivity in the case of the parents,and South African native
ity in the case of the children, may set up a culture con-
flict in the latter which may increase their susceptibility

to the schizophrenic process.

(g)Ihe factor of marital status: The single es-

tate,with all that it implies in the way of increased person-
al isoclation and insecurity of tenure,may increase the sus-

ceptibility of an individual to the schizophrenic process,

(h) The factor of occupational status:European

persons who are engaged in indoor occupations mey,in a pro-
portion of cases,be more susceptible to schizophrenia than
are those engaged in out door occupations.

(i) The factor of occupational mobility:Occup-

ational mobility,with its increasing burden of adjustment

to new psycho~s001al situations,may increase the susceptlb-

ility of an individual to schlzophrmnla or e¢lse intensify the

process once it is initiated by the operation of other fac~ 1
tors.
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(j) The factor of economic status:absolute

or relative poverty,by virtue of the anxiety associated
.thérewith in maintaining one's place in a particular strat-
ﬁm @f the community,may increase the suceptibility of an
individual to schizophrenia.

(k) The factor of educational status: Inferi-

ority of educational status does not necessarily increase
the_suceptibility of an individual to schizophrenia,but |
once his educational career is interrupted by the onset of
a schizophrenic process,howsé%er caused,then the sense of

frustration arising therefrom may intensify that process
further in the manner of a vicdous cycle,.

(1) The factor of overcrowding;Living in areas

of high population density,and living under conditions of

residential overcrowding,in so far as they accentuate in-

ter-personal tensions, may increase the liability of a in-

dividual to schizophrenia.

(m) The factor of spatial mobility: Excessive

social mobility,in so far as it calls for continual re-

ad justment to changing social situations,may increase the
vulnerability of some patients to the impact of the schizo-

phrenic process.,

(n) The factor of addiction: Addiction,whether

t#alcohol or drugs,may be an effect rather than a cause
of a schizophrenic process,but generally, addictior may
intensify the schizophrenic process,howsoever it was init-
iated. '

(o) The factor of physical ill-health in child-

hood and adolescence: The common infectious diseases of

childhood and adolescenceiapparently play no role in the

causation of schizophrenia.

(p) The factor of parental family disorgan-

isation: Inadequate father-mother relations,which may be

brought about by a combination of factors,sucly as poverty

and differentiality of age,race,religious affiliation,and
educational status,induce in turn inadequate parent-child
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relations; and these inadequatemparent-child relations,
which may take the form of either parental domination,
parental neglect,or parental over-protection, may'engender
in.suceptibie'siblingﬂ an acute sense of psycho-social
insecurity,which is the soil in which the schizophrenic
process develops.

(q) The factor of somatype: Individuals with

an asthenic habitus are apparently more liable to schizo-
phrenie than are those with an athletic,pyknic,or dysplas-

tic constitution,

(r) The factor of nutritional status:Impaire-

ment of nutrition observed in schizophrenic patients ap-
pears to be , in the majority of instances , an effect and -

not the cause of the disdrder.

(s) The factor of psychic disorganisation:The

schizophrenic process is, by and large, initiated by a

process of disorgnisation occurring in the psychic segment

of the personality in the first instance. In such cases -

(i) The mode of onset may be gradual or sudden,

(ii) The psycho-traumatic factors operatin ay b
remoge or predisposing, and imﬁediatego? %)TreS

cipitating in character.,

(iii) The causal factors, whether remote or immediate,

are in every instance frustrational in char
and conduee to that ultimate state of pgyihgiter’

social insecurity which constitutes the soil for
~the development of the schizophrenic prooess.

(B} CONCLUSIONS IN REGARD TO THE SYMPTOMATOLOGY
PROJECTED BY THE SCHIZOPHRENIC PROCESS.

lThese include the following:-

(a) The interval between the emergence of the

remote or predisposing factors and the immediate or preeip-

jtating factors may vary from one year to twenty~-five years.

(b) The interval preceding the onset of the
schizophrenie process may be eharacterised by the presence
of symptoms which‘present a psycho—neurotic picture, and the

final schizophrenic process may be but a continuation .or
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an‘intensifiaction of the mental disturbance presenting
initially as a psychoneurosis,

(¢) The impact of the schizophrenic process,
once it is initiated, affects not just one,but all, of the
categories of the psyche more er,less simultaneodsly, in-
dicatingnmhat these categories are interdependent with,or.
functionally related to, one another,

(d) The schizophrenic process, like the psyche~
neurotic process preceding_it, is apprently not a,static
phenomenon,but a dynamie variable; in that, in the same ine
dividual, one type of schizophrenia may pass into anether,
and the schizophrenic process itself may become modified to
such a degree as to assume the,character of the psycho-

neurotic process which preceded ite

(e) The degree of psychic disorganisation, or
the degree of dissociation between the components of the
psyche obtaining in a particular case, 1is apparently re-
flected in the corréspondingly low mental age of the patieht.

(£) The procese of disorganisation presenting
in schizophrenic patients appears not to be limited to the
psyche, but may be transmitted to one or more compenents-of
the soma, €.8., thg central nervous system, the cardio-
vascular system, the gastro-intestinal syetem, etcs, thus
indicating that the components of the soma are functionally

interdependent with one another.

(C) CONCLUSTIONS IN RHGARD TO THE RESULTS
ACHIEVED BY THERAPY.

These include the following:-

(a) The retrogression in the schizophreniclpro-
- cess which occurred in each cese as a result of therapy
apparently never affected just one categor& of the psyche
alone, but 3511 the,categories simultaneously in greater or
less degree, thus confirming that the categoriesuof the
psyche,namely, cognition,affect, and conatus, are function-

ally related to one another.
(b) The greater 1ntegration of?categories of

=1
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~of the patient.
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" the psyche effected by therapy was apparently expressed
i;n{eéch case by the greater degree of psychomotor adaptat-

‘ion to the phenomenal world.

(c) The greater integration of the categories

of the psyche effected by therapy was apparently expressed

in each case in the corresponding rise in the mental age

(d) The phenomenon of intelligence,accordingly,

appears to be not an independent entity,but rather a func-

'tion of the degree of integration obtaining among the cate-

gories of the psyche.
(e) The advance in the intelligence of a par-

ticular patient under therapy appears to constitute a meas-

ure of the improvement effected in his psychiatric status,

(f) The improvement effected in the psychic

~ segment of the individual personality appears to be not

‘limited thereto,but may be transmitted also to the somatic

segment thereof.

(g) The success achieved by therapy in the

psychiatric rehabilitation of this group of patients may

be ascribed,in the main,to the use of High Dosage Insulin

Shock Therapy or'Electrowconvulsivé Therapy; but the pper-

ation of other factors cannot be ignored,such as the prot-

ective atmosphere of the hospital and the compassionate

understanding and clinical wisdom of the attending medical
officers and nursing staff. These therapeutic forces are
interactive,and produce a cumulative affect.

(D) CONCLUSIONS IN REGARD TO THE INCIDENCE

OF SCHIZOPHRENIA IN A COMMUNITY.

These include the following:-"

(a) The greater the proportion of persons in

the age group 16-39 years in a community,pheygreater will

" pe the incidence of schizophrenia,other things being equal.

(b) The greater the mépulinity of a population,
the greater will be the incidence of schizophrenia,other

things being equal.

R
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(c) The greater the numberiof Buropeans in a
country of mixed races,like the Union of South Africa,the
.greater will be the incidence of schizophrenia,other thingé
“being equal. | |

(d) The greater the voiume of immigration into
a cquntry,the greater will be the incidence of schizo- |
phrenia, other things being equal.

(e) The greater the propgrtion of unmarried
persons in a populatbon,the greater will be the inCidende-
of schizophrenia,other things being equal.

(f) The greater the incidence of family dis-
organisation in a population;the greater will be the in~.
cidence of schizophrenia,other things being equal,

(g)The greater the incidence of poverty in a
population,the greater will be the incidencé of schizo~
phrenia.

(h) The divérse factors which determine the
incidence of schizophrenia in a community are fundtional-*

ly related to another,and particularly to the economic
factor,which emerges as the dominant varigble.

(E) CONGCLUSIONS IN REGARD TO THE GCONTROL

or SCHIZbPHRENiA-IN A COMMUNITY,

The control of the prdblemvcannot,appérently,be suc-
cessfully achieved by the appii@ation of therapeutic meas-:
-ures directed to the individual.psycho-somatic personélity
.alone,bub such measures must be combined with those which
may be directed by the State for «

(a) The optimisation of the age comp031tlon of
: the population.

':Kbo The normalisation of: the sex compos1t10n
of the population.

“(c) The normallsatlon of the marltal composit-
- ion of the population.

(a) The elimination of family dlsorganlsatlon
in the population.

(e) The normaiiasiton of the economic com-
position in the population.
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YII. CONCLUSIONS IN REGARD TO THE "B GROUP OF CASES.

These may be presented in the following sequences-

(A) CONCLUSIONS IN REGARD TO THE CAUSAL FACTORS

INWOIVED IN THE EMERGENCE OF THE ORG%NIC

SCHIZOFORM PSYCHOSES.,

These include the following:-
(a) Disorganisation of any clinical system,

such as the central nervous system, the endocrine system,

and the haemopoietic system, etc.,may induce a schizoform
'psychosis in an affected individual.

_ (b) Disorganisation of any clinical system may
be produced by a variety of factors,ve.g.,syphilitic in-
fection,as in dementia paralytica, thyroid deficiency
as in the case of myxoedema, absence of Castle's in -

trineic factor, as in the case of pernicious anaemia,and

alcoholism as in the case of Korsakow'!s psychosis,etc.

(B) CONCLUSIONS IN RHGARD TO THE SYMPTOMATQLOGY

PROJECTED BY THE ORGANIC SCHIZOFORM PSYCHOSES.

These include the following:-

(a) The disorganisation which occurs primarily

in}the soma in each case does not remainllimited to one

particular component thereof, but is transmitted to othef

components as well, thus showing that the components of the
soma are functionally interdependent with one another,and
that thevpresenting symptomatology is projected by a come
Abination bﬁkdisorgagised components, |

(b) The disorganisation which occurs primarily

in the somatic segment of the personality does not,apparent-
ly remain limited thereto,but may be tranémitted in every
case to the psychic segment,thus showing_ﬁhaﬁfthé two segw
ments of the peréonaiity -~ the soma ahd the psyche -are func-

tionally interdependent with one another..

' (¢) The disorganisation which occurs primarily
in the soma appears to be transmitted not just to one cate-
gory of the psyche alone,but to all the components thereof
simultaneously. - ' R
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(d) The.ultimate schizoform symptomatology in
an orgaqic psychosis is apparently produced by the combined
disorganisatién of the components of the soma and the psSye -
chee

(e) The degree of somato-psychic disorgansat-
ion obtaining in a particular case of Qrganic psychosis is
apparently expressed in the accompanying low mental age
-of the patient.

(C) CONCLUSIONS:- IN REGARD TO THE RESULTS

ACHIEVED BY THERAPY.

These include the following: -

(a) The improvemen£ effected by specific ther-
apy is apparently not 1limited to that component of thevsoma,
which is primarily invoived in the morbid process,but ex-
tends also to. the other components which were secéndarily
affected,thus confirming that the components of the soma
are functlonally 1nterdependent with orie another.

(b) The improvement effected in the soma ap-

pears not to be limited thereto,but extends also to the
psyche,and then not just to one component,but to all the
Cbmponents thereof ,thus confirming that the somatic and
psychis segments of the personality are continuous and inter-

active with each other,and that the constituent categories

thereof are functionally interdependent with one another.

” (o) The degree of improvement effected in the
somato-psychic condition of affected patients 1is apparently
.reflected in a corresponding rise in their intelligeﬁce
guotient,thus confirming that the phenomenon of intelligence
is not a static entity,but a dynamic variable - a fuﬁction;

in this series,of primary somatic disorganisation,howso-

ever caused.

(D) CONCLUSIONS IN REGARD. TO THE INCIDENCE OF

THE ORGANIC SCHIZOFORM PSYCHOSES IN A COMe
MUNITY. .

The incidence of the organic schizoform psychoses
depends upon the incidence of organic disease in a community
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(E) CONCLUSIONS IN REGARD TO THE CONTROL OF

THE ORGANIC SCHIZOFORM PSYCHOSES IN A
COMMUNITY

The control of the problem of organic psychosis in
a community can, in a high proportion of cases, be ade~
quately achieved by the application of therapeutic measures

of a somato-psychological character to individual patients.
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