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SUMMARY

Acute and transient psyehotic disorders (ATPD) are distinet trom schizophrenia. However very

Hittle research has been done on this disorder in low income countries where

much a¥ ten tmes the jncidence in  the developed  countries. A study  that

the magnitude is as

would

wentifvicharacterize the sociodemographic and clinical differences between the two disorders

would fill some of the gaps in knowledge about the disorders,

Toachieve the alorementioned objectives a retrospective review of the records of patients with
ATPD and sehizophrenia was done. Sociodemographic and clinical data of all Dew pabients wilh
anuntreated first episode of AT seen at the University College Hospital Thadan between the

first of January 2006 and 31 of December 20H0 were extracted using a pro-forma. [nformation

collected inctuded age at first episode, sex. marital status af presentation. employment status,

family history of mental ifness and psyehopathology at presentation.

-Puring the five vear period. 2604 new patients aged between 18 and 63 LeArs Were seen ut the
Psyehiatry clinie. Fhere were 706 subjects with schizophrenia and 208 subjects with AP
representing 27.2% and 8.0 (Froportional morbidity rate) of ul! the cases seen respectively, Of
these, 243 subjects with Sehizophrenta and 124 subjects with ATPD met the Inclusion criteriy
atd were reeruited into the study. Patients with ATPD (46.8%) wore more likely o present
below the age of 25 yvears compared 1o patients with schizophrenia (30%) (P <0.01). Excitement
B here common dn ATPE (17.29%,) compared o schizophienia  (1.2%) (P<0.(] ).

SUSPICIOUSIICSS Was mote cammon in subjects with schizophrenia (20.2%) compared 10 ATPD

(.57 (P 00T The presence of NEATve Symplons espectally blunted altect (18.5% vs. 4.0%,

PO0T) emotional withdrawal (10.7% vs. 0.8%. P<0.01) pussive social withdrwal (20.3% v

3.2%. P0.01) were highly suguestive of schizophrenia rather than ATPD. Also the presence of

anxiety (35.5% vg, 22605

P=0.01) and uncooperativeness (14.5% 1. 7.0 %% P=0.02) were

significantly more likely to be ATPD than schizophrenia. Poor orientation (32,90 1« 8.5

n OO disturbance of yolition (20.2% vs. 8.1% P<20.01 ). and preoccupation (32.9%;, 15, ]850,

P07y were more common in Schizophrenia. Mean age of vusel was similar between patients

with Schizophrenia und A Pl (29.3 5. 29.5 yeurs. P-0.2)

Vi
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according to religion.  presence of  the symptoms of delusions . hallucinatory behaviour.
conceptual disorganization. grandiosity, hostility . somatic cnncérn lension . depression active
social withdrawal and  poor impulse  control. Differences which may  be important in
differentiating between the two included the observation that ATPD were more likely 10 present
below 25 vears compared o Schizophrenia. excitement as a SYMIPLON Was More conmmon in
ATPLD. The presence of anxiety and uncooperativeness were more suggestive of ATPD than
schizophirenia. Suépiciuusness wis more common i Schizophrenia compared 0 ATPD. The
preseitce of negative symptoms especially blunted affect. emotional withdrawal and passive
social withdrawal  was Qsigniﬁcanll_\' more common - schizoplirenia. Poor orfentation.

disturbance of volition. and precccupation were more commaon in schizophrenia than ATPD.

vii
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CHAPTER ONJ?
INTRODUCTION

1.1 BACKGROUND INFORMATION -

Psychosis refers 10 mental- disorders in which the thoughts . affective response. ability o

recognize reality, and ability 10 communicate and relate to others are sufficiently impaired to

mterfere grossly with the capacity to deal with reality (Sadock and Sadock 2007). [na psychotic
State, @ person's capacity to recognize reality is impaired (American Psvehiatrie: Association

200011t also interferes with the mdividual’s capacity to deal with fife’s demands. Psychosis

manifests as hallucinations, delusions of both. The spectrum of psyehotic disorders  ineludes

Schizophrenia. Schizophreniform disorder.  Schizoaftective disorder, “Acute and transient

psychotic disorders (ATPD)Y and Delusional  disorder (American Psychiatric  Association

2000).Schizophrenia is typreally chronic and could be recurrent {Marneros et al. 2003w hereas

the ATPDs 1end o be brief and recurrent. However, their clinical leatures are frequently
indistinguishable when they present acutely for the {irst time. The fundamental feaiures of

Sehizophrenia are a misture of distinguishing signs und symptoms that hive

been present for a
stgnificant portion of the time during a one month period or shorer i successiully treated. These

Siens and symploms are associated with marked social or occupational  dysfunction, [he

SSMploms amoive o range of cogritive and emotional dyslunctions such us perception.

inferential thinking language. fTuency and productivity of thought and speech. hedonic capacity.

volitlon. drive and attention (Amertcan Psychiatric Association 2004,
The ATPDs present with 4 sudden onset of at teast one of positive psychotic ssmptoms such as

delusions. hallucinations. disorganized speech, or grossly disorganized or catatonic behaviour.

Anepisode lusts wt Teast one day but less than three months und the individual returns back to the

presious level of functioningt World  Health Organization 1993 American Psvehiatric

Association 2000}, Psvehotic disorders contribute significantly (o the elobal burden of disease

(World Health Organization 2011) even though they wre relatively rare. |iletime prevalence of

psvehotic disorders in Fintand is ahout 3.5% (Perala et al. 2007) while the incidence in England

15 368 per 1040 000 person-years (Kirkbride ot al. 2006) The main burden of psychotic disorders

s due to Schizophrenia, Firstly, because it usually has its onset in carly adulthood. (Sadock and’
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Sadoek 2007) und secondly because of its chronicity  and persisting symptoms despite optimal
treatment . About 75% of persons with Schizophrenia have relapses and continued disability. and

one third 1uil 1o respond to standard treatment(Sniith et al. 2009,

1.2 PROBLEM STATEMENT

There is a current mterest in the contribution of the Non Communicable Diseases (NCDs) to the
global burden ol diseases. This eroup of diseases. presently has a status ot an epidenic and is the
leading cause of death globally. killing more people ench vear than all other causes.
combinedtWorld Health Oreanization 201 | ). OF the 37 million deaths that occurred globally in
200836 million (about two thirds ) were duc 1o NCDs.and over 80° of these deaths occurred in
low and middle income countries(World Health Organization 2011) Furthermore. the  burden ol
these discases is rising fastest among lower-income countries and populations including Nigeria,

Over a guarter of these deaths oceur belure the age of GOvears.

Measured in DALY, in the 2004 WHO Global Burden of Disease reporttM orld Heulth
Orgamization 2004). Neuropsyehiatric conditions accounted for 13.1 % of the global burden of
disease. while Schizophrenia alone accounted for 1.1%. Schizophrenia is a serious disease and 13
responsible for preventable morbidity and mortality. T he worldwide prevalence of Schizophrenia
s ubout 1% (Perala et gl 2007) Age of the first episode is {ower among men (Sadock and
Sadock 2007). The peak age of onset is 10 1o 25 years for men and 23 10 33 years lor

women(Sadoek and Sadock 2007). The burden is higher in men. because in this age range

majority of male sufferers are unmarried. and would have attained only a modest level of

cducation. A low level of education unfortunately also Hmits the Job opportunities (Kessler of al.

2008: Lee etal 2010y,

Individuals with schizophrenia have a 4.9 o litetime sisk of suicide (Palmer et al 20054,
Mortality s also increased  because of medical illnesses. due 1o a combination of unhealthy

litestyles. side effects of medication. discrimination by medical doctors including psychiatrist

(Gray 2002%and decercased heulth care (Suha et al. 2007).0n ATPD. the risk of harm 1o self and (o

others increases with each cpisode of  ATPD (Jorgensen and Mortensen 1994) ~Hence in

patients with either condition there is an excess mortality risk compared with that of  the seneral

2
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Prominentiv with regards (o being stigmatized. Hence making

population. This exeesy morbidity and mortality visk hecomes particularly more striking “for

patients with ATPD iy 4 developing cnunrry like Nigeria where studies show that the prevalence

of ATPI) could he 10 times higher than in developed countrics (Susser and \\/andellmw 1964,

Schizophrenia and ’\Tl—l) patients also eXperience being stigmatized This is an additiong) social

burden for sufferers uf both conditions ang the people who cqre for them.

Apart from the burden on he mdividual, theye Is a major burden of care that family niembers

hive to bear because  there 1S no national  secigl welfare and community rehabilitatioy

Programmes for the mentally il 1y Nigeria. This burden is higher than wha care givers of

=

Patients with other chrenic diseases sucl as cancer have to bear. Thig burden is corroborated by o

study COMPUATIngG care giver burden of psyehiatric patients and cancer patients in Nigeria. the

avthors found tha carcgiver burden was significantly higher among relatives of patients with

psychasist Ohaeri 20071 L In financial terms, the mean annyyl | mpact of serious menyy| Hness in

Nigeria in 2003 Was estimated af 60,126 Nuirg (LSS 463 )while at the level of the saciety the

annual impact dvas 27 .6 billion Naira (LIS 166.2 million  Esan et al. 2012) This sy uggests ha

such menty) disorders have ChOMoUs negalive INpact on earnings both at the mdividual ang

socictal level ip Nigeria,

1.2 JUSTIFICATION

One of the mos chllenging isvyes that psy chiatists fyee 18 differentiating between ATPD and

Schizophrenia when they present acutely for the first time, Lhe need o ditferentiate between the

Mo conditions becomes particularly Important when relatives of patients request information o

the prognosis of 4 sudden onset of 5 psychetic illaess in their relative. Schizophrenig Stnds ot

& & correct diagnosis is crycig) {o

aeiding stiomatization and discrimination of patients. The duration of follow ap treatnient iy

also & reason 1o he able to differentiate betwveen hath mental conditions, Schizophrenia requires

long term “anent whereas ATPD FCYUITES 4 shorter duration of treatment. Hence correct

diagnosis iy Important 1o gutde patient cqre and management. Needless long term EXposure g

antipsychotiey, resulting from a f2iupe to distinguish between the two dl‘wO!(ftlH cauld be avoided

it clinical and epidemiological featureg are taken into consideration ; Momaking @ diagnosis. The

ECT
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need for correer ¢linical diagnosis is Particularly Important iy Sub-Sah

aran Afifca whepe health
Cate resources gre inadei}uate

and scarce. Thus. it would h

¢ benelicial 14 both the batient ang
health care provider 1o distinguish between ihe two disorders i a 10w resonree setting like
Nigeria,

A close study of the difference between 'hmh conditions wjj also aid the imchmcnlat.ion ol
APPropriate progyams and policy tor People living wip mental iliness. Thig i Part from the fyet
hat it promotes mental heaith which IS 0ne of the Compoients or‘Primary Health Care. the health -
CHE SASIein of the countn

14 AInt

This studs ams to identity sociodemographic and clinjca] differences betw een patients with
ATPD ang Schizophreniy,

SPECHIC ¢ BJECTIV LES: The specific objectives are to;

I Conmpare (he sociudelm‘-graphic characteristics ot the twe EFOUPs of patienes.

(=]

Compare the distribution of ps_vchopathofogy Pelween (e o groups of patients,

[

Ideminy wociodt‘mographic and clinicy] faciors dssociated wijy schizophrenja and ATPD.

1.5 HYI’()'I'HICSICS

Ihere is no s1enifican difference in L€ o onset befween palenis wih ATPD und those
with Sehizophreniy.

2, There s ng difference ip the S:L“Jcic')demographic characterisijes between patients with
APDand thoge with Schizoplirenia.

R There is g difference i the distribuiion of’ ps_vchopaIhnfog_\-' Petweer patents with
ATPD and those Wit Schizophrenia,
4. Schizophreniy dad ATPD Wiy cach have ndependen predictive facors,

PROJECT
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CHAPTER TWO
LITTERATURE REVIEW

2.1 ACUTE AND TRANSIENT PSYCHOTIC IMSORD RS

LET History of Acute and Fransient Psychotic Disorders

Acute and transient Payvehotic disorders originated rom the coneept of 1'eucti‘\'e or psychogenice
psychosis, This was widely used through most of the 20th century in the Scandinavian countries
for a major group ot the soxcalled * functional psychoses™. separate from manic depressive
psychosis and schizophrenia. Karl Jaspers described speeifie criteria for the diagnosis of reactive
psychosts. including the presence of an identifiable and extremely traumatic stressor. a close
relation between the stressor the development of psychosis. a generally benign course of the

psychotic episode and 2 tendencey to full tecovery(Sadock and Sadock 2007,

Fver stnee (he introduction o International Classification of Diseases. Tenth Rey 1siom {1CD-1

and Diagnostic and Statistical Manual of Mental Di orders Fourth Fdition (DSA V), the

reactive peychoses have been reallocnted as acule and ransient psychotic disorders witly

associated aeute stress und Briet Psychotic Disorder ¢ BIPD) respectively

Currentdy . The Dingnostic and Statistical Manual of Mental Disorders, Fourth Tidition. Tev

Revision (DSM-IV-TR) describes briel psychotic disorder based primartly on duration of
ssmploms. DSM-1Y defines Lrief psyechotic disorder as an ilness lasting 11 'm one day o one
month. with an eventwal retomn 1o the premorbid leve] of functioning.( American Psyvchiatrie
Assoctation 20t0) Stiluely 10D 10 deseribey the ATPDs as u heterogeneous group of disorders
characterized by the scule onsel of psvchotic symploms such as delusions, h;i!hlcipa}liﬂﬂ& and
Perceptual disturbances and by the severe disruption of ordinary beha jour. Complere recovery
ustally occurs within a fow months, often within a few weeks or even days. Ithowever states
that the disorder Ak ormay not be associated with acute stress¢World Health Organization
1993

Although ATPD has a high concordance with the S IV BPD. the ATPDs extends bevond the

limits o DSN-IV BPD and includes a subgroup of DSN-FV Schizaphrenitorm disorder.
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2.1.2 l‘_‘pi(h-minlng}* of ATPD

ATPD s

rf

enerally considered 0 be rare hase on data from western Europe apy the Unijted

states (Sadoek et o). 2007).0n 3 study thay Examined p G-vear analysig of readmission patterns of

all subjects listed I a Danish Psy chiatric centpal redister, (he incidence 61 A [PD was 9.6 per 100
ey among patients admitted o teated in Outpatient services. (Castagninj et al. 2008). The

incidence in de\'elopjng countries such g Nigeria Might not be q¢ low. This ig because (fje

mcidence jin the de\-'eloping-coLmlry Seting is gahoyy 10-fold the incidence in the mdustrialized-

COUNITY setting (Susser and Wanderling 1994, Nevertheless. the incidence and prevalence of

Cuses that do noy COme (o ¢linjegl attention gre unknow .

Most studies ot that ATPD fiay 4 lemale Preponderance (8 yyser and Wanderling 1994:

Marneros of af 2000: Pillmany ctal. 2007, Pillmann er a). 2002; Marnerog 2006). In an Inpatient

study of LOnsecutive patients fulfilling DSM-IV criteria for ATPD ip Halle, Ge

many, 81¢, oy

the patients wepe eported 1o be females This is at variance with g study in . Qutar { & dny cloping

COLHTY ) by Shaliou ctal which (oung RO sionificarn difference i the l]‘eqllef1c3' ol Al

between male, and femaleg (Shaliout ¢t 4. 2007) Furthermore. Singh et al found  the rare of

ATPD in men to be almsg double tha jp women with a myle o female ratjq of 1.87 {Singh et a).
2004

Individuals i, pre-existing Peisonality disorders e predisposed to the development o

ATPD, However, the ATPDs are ot related ) any  particylar t3pe of Pcrsnnalily Disorder

(orgensen of A 1996: American Psychintric Association 2001 Clngvari and Mullen 2000).

AlPDg may be related to Atlectiy e Disorders, v hereas other e idence SULLests that may he

different from buth Schizophrenia and Affeetive Disorders. They yre characterized by marked

affectiy ¢ disturbances {Mameros et al. 2000: Marneroys ot al. 2008) and anxiety {(Marneros et al.

2005 Lag e al. 2000, within an episode compared with Rchizophrenia. The ATPD are more

Cmmon i people ho have experienced ;) major cultyra) change Lay o al. (2009} showed (hy

ATPDs were two Himes more Common ip Foreign workery from the Filipines compared to Toey]

Chine. Women of similar age for this iMnesg (Lau et al. 2009),

PROJECT
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ATPDs may appear in adolescence or early adulthood. the average age at onset being between 25
and 35 vears (American Psychiatric Association 2000: Pillmann et al. ~002). Age at first episode
i ATPD s similar to that of patients with positive symptoms of schizophrenia (Pillmann et al.

2002). The age of onset in industrialized countries are higher than in developing countries
(Sadock et al. 2007).

. Persons who have gone through major psychosocial stressors and negative hfe events are at an
increased risk of the ATPDs (Beizhley et al. 1992: Malhotra 2003: Marneros et al. 2003 Sadock
et al. 2007). Marneros et al showed that compared with the normal population patients with
ATPD had a significantly higher prevalence of a “"broken home™ situation priot to the onset of
ATPD(Marneros et al. 2003). Similarly. Reighley et al found a temporal relationship between the

onset of stressors and the development of AT among Air Force recrhils {Beighley et al. 1992,

While there is evidence to show that no significant dillerence exists between married and single
persons with respect to the development of ATPDs(Shaltout et al. 2007).marital problems have

reen identificd us major stressors in the development of ATPDs (Lau et al. 2009)°

213 Actiology ol ATPD

Fhe cause of briet psyvehotic disorder is unknown. However ATPDs can be triggered by u
disunetly stresslul exent or by childbirth. It can also oceur for no apparent reason at Il There 1s
some evidence that BPD s related to mood disorders; however, this association is considered
controversial. People with personality disorders  may have  a biological or psychological
vulnerability for the development of psychotic symptoms especially those with borderline .
schizoid. schizotypal or paranoid traits(Jorgensen et al. 1996: American Psychiatric Association

2000: Ungyari and Mullen 2000: Sadock et al, 2007)

The post-partum period is a high risk period for the development of the ATPDs. The  frequency
of pust-partunt psychoses is evaluated at 1 1o 2 per 1.000 births (Tabbane et al. 1999)

Similarly. antenatal exposure 10 stress increases the risk of ATPD in the post partum  period.
Primiparity. previous psychiawic history, antenatul complications. cacsarcan section. perinatal
deuth and having a female baby have been shown to be associated with high psychiatric

morbidity i puerperium (Singh and Kaur 2000,

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Some people may have a genetic vulnerability to ATPDDas et al. 1999- Malhotra 2003) and
ATPDY oceurs more frequently in peeple with family members who have had ATpPD {Malhoira

20031

214 Clinical Features of AT

The svmptoms of ATPDs include an acute onset of delusions. hallucinations. incomprehensihje

or incoherent speech, or any  combination of these. The time interval between the first appearance

ol any psvehotic symptoms and the presentation of ihe fully developed disorder should not

exceed o weeksWorld Lealth (huanization 1992) Labile

i

mood. confusion and tmpaired

attention may be common at the onset of ATPDs compared (o other chronje psychiatric disorders

such s Schizophrenia, However these should not meet the criteria for organically caused
clouding ol consciousness and mood disorders respectively. The disturbance cannot be due (6 the
direct physiological effects of a substance or drug (such as o preseription medication. oy an it
drug Tike cocaine). or a general medical condition (American Psyehiatric Association 2000,
Characteristic symptoms i the ATPDs include emotional volatility. strange or bizarre behavior,
SCICMINgG or muteness. and impaired memory for recen events .Some of the SYmploms mas
Suggest a diagnosis of delirium and warant a medical work up(Sadock et al. 2007). Although

there is usually the Presence of a stressor. it is not essentig] in its diagnosis.

L3 Diagnosis of ATPD.

The diagnosis of the ATPDs is based on the following criteria in the ICDTOCWorld 1lealih

Cryanization 1992y

P AN acute onset of delusions. hallucinations. incomprehensible or incoherent speech. or any

combination of these. The time interval between (he first appearance ol any psvchotic Sy Mploms

and the presentation of the fully developed disorder should not exceed (wo weeks,
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2. If ransient states of perplexity. misidentification, or impairment of attention and concentration

are present. they do pot fulfill the eriteria for organically caused clouding of consciousness.

3. The disorder does not meet the symptomatic criteria for manic episode. depressive episode or

recurrent depressive disorder.

4. No evidence of recent psychoactiwe substance use sutticient to fulfill the ecriteria of

intoxicuation. harmful use. dependence or withdrawal states.

5. Absence of organic brain disease or serious metabolic disturbances affecting the central

Ny aUs sy siem

2.1.6 Treatment of ATPD

There are only a few studies on ATPDs to guide evidence-based treatment recommendations and
chincal management However evidence-based (reatments for other psvchotic disorders are
applicable for the short-term resolution of ATPD symptoms (Kane et al. 2003). Treatment for
the ATPE usually includes psychotherapy. pharmacotherapy or both. Hospitalization may be
necessary for evaluation and safety it the svmptoms are severe or it there is a risk thar the person
be o danger (o self or to others. Furthermore, long-term monitoring is important to evaluate for
relapse. assess for conditions that may precipitate a reterral to a mental health professional, and

to ensure adherence to treatiment.

Medication: Antipsychotics may be prescribed to control psychotic symptoms and terminale an
episode of psychosis. Antipsychotics are a chemically diverse but. pharmacologically similar
class of drugs used to psychotic disorders. Examples include chlorpromazine. clozapine.

risperidone, olanzapine. quetiapine, ziprasidone, aripiprazole. sertindole. zotepine.

Psychotherapy provides an opportunity to .discuss the stressors and the psychotic episode with
the  sufferer. It also helps in the cxploration und development of coping strategies.

Psychotherapy: Psychotherapy helps the person identify and cope with the situation or event that

triggered the disorder.
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2.2 SCHIZOPHRENLA

.21 History of Schizophrenia

The word Schizophrenia was coined by Eugen Bleuler in 1907. but the disorder has probably
accompanied humans throughout its whole history. The wor.d was ntended to describe the
separation of function between personality. thinking. memory, and perception. It was first
identified s a discrete mental iliness by Emil Kraepelin in 1887, who had used the word

dementia praccox to define it. Eugen Bleuler used the word schizophrenia for the first time in
1911.

Schizopbrenia historically’ has been tound in many cultures. It can be traced in written
documents to the old Pharaonic Fgspt, as far back as the second millenniam before Christ,
Hindu descriptions ol schizophrenia dates back o approximately 1400 BC, A Chinese text
entitled The Yellow Emperor’s Classic of Internal Medicine. written around 1000 BC. described
symptoms of insanity. dementia. and seizures, Demonic or supernatural possession was often
implicated as the cause of such psychotic behayiours, A study into the ancient Greek and Roman
literature showed that although the general population probably had an awareness of psvchotic
disorders, there wus no condition that would meet the modern diagnostic criteria for
schicophrenia in these societics. Early theories supposed that mental disorders were caused by
evil possession of the body. and the appropriate tweatment was then exorcising these demons.
through varous meuns. ranging from innocuous treatments, such as exposing the patient o
certain tyvpes of music. w0 dangerous and sometimes deadly means. such as releasing the evil

spirits by drilling holes in the patient’s skull.

The 17th century saw the beginnings of psychiaric hospitals in Europe. With these hospitals

came attendants and medical supervisors and the birth of psychiatry.

Beginning in the 18"‘-(:@111111“}/. increased importance was placed on thorough and precise
descriptions of abnormal mental processes. The 19th century saw a sudden increase of
wformation about the body and mind. Evidence was mounting that mental iflness was caused by
disease in the brain after a link had been found between general paresis of the Insane and

sy philis. Biologic actiologies of mental illness were adopted and separate illnesses identified.
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[twas in this 19 century that Schizophrenia emerged as a medical condition worthy of study
and treatment. Two major tigures in psychiatry and neurology who studied the disorder were
Emil Kraepelin and Eugene Bleuler. In addition. Benedict More! a French psychiatrist used the
term “"demence precoce’” to describe what s presently  known as Schizophrenia The term

denotes  deteriorated patients (Dementia) whose tlingss began in adolescence (Precocious)

{Sadock et al. 2007),
2.2.2 Epidemiology of schizophrenia

Several reviews show that there is variability in the prevalence of schizophrenia (Torrey 1987:
Saha et al. 2005). In a systematic review by Saha et al ~which included 1721 prevalence
estinuﬁes from 188 studies and 46 countries. the median point prevalence. period prevalence
and lite time prevalence estimates were 4.6, 3.3 and 4.0 per 1000 persons respectively. The
authors also reported the lifetime morbid risk of schizophrenia (LMR) as 7.2 per 1000 persons.
LMR 3s - the probability of a person developing « disorder during a specified period of their life
or up o a specilied age. There was at least a fivelold difference between the smallest and the
largest values in these estimates. The estinates are higher than the lifetime estimate of 5.5 per
100G by Goldner et al (2002) but lower than the lifetime estimates of 8.7per 1000 by Perula et
al {2007} and 6 per 1000 by Kesster el al (Kessler et al. 1994 although the estimates by Kessler
et alincluded schizophreniform disorder, schizoaftoctive disorder, delusional disorder and

atvpical psychosis .

fn keeping with the trends of a hicher incidence of schizophrenia among migrants. there is a
higher prevalence of schizophrenia among migrants(Saha et al. 2005). 1t has been sugeested that
the Bigher prevalence is due o the faet that migrants preferentially receive schizophrenia
diagnoses beeause of cultural misconstruction and/or language difficudtics. Nonctheless. proot in
support of this helief is not convincing. Follow-up studics have shown no evidence ot areater

diaggnostic instability over time among migrants versus nor=migrants { Takei et al. 1998 Hurrison

ctal, Fo9Y),

In contrast to the observed difference in incidence across gender (McGrath et al. 2004). there are
ne differences in gender with regard to the prevalence of schizophrenia(Saha et al. 2003) .

Prevalence estimates have been.commonly found to be similar among males and females
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Guldner et al (2002). It has been suggested that the disparity between mncidence and prevalence
could be related to compliance with treatment and higher rates of suicide completion in men than

m wonen Ochoa et al (2012).

-

Reported prevalence estimates of schizophrenia are less in developing compared to developed
countries (Saha et al. 2005} This finding was corroborated by the study by Megrath et al
(MeGrath et al. 2008) who found the median estimutes in developed countrics compared (o

ess - developed countries to be 3.3 vs, 2.6 per 1000 respectively

There is o significant positive correlation between latitude and the prevalence of schizophrenia,
Prevalence estimates fromn sites in the high-latitude band are significantly higher when compared
with lower hands (Saha et al. 2006: Kinney et al. 2009). Some explanations have been proposed
for this relationship. First is the pre- or perinatal exposure o some adverse environmental factors
that are associated with higher latitudes (Kinney et al. 2009, Another is the trend for patients
with schizophrenia to be more prone than controls to be born in the winter. rather than other
seasons. The prevalence of schizophrenia increases with latitude and severity of winter climate
(Davies et al. 2003)  and  becomes stronger when factors such as a family history of the

disorder(O'Callaghan et al. 1991: Kinney et al. 2000) is corrected for.
2.2.3  Actiology of Schizophrenia

Like many non communicable diseases there are many etiological factors associated with
schizophrenia. Evidence abounds on the etiology of schizophrenia from the point of view of

genetics.  Biochemistry,  neuropathology, neuroimaging.  psychophysiology. immunology.

sociological and family dynamics.
Genetics

There 15 a genetic contribution to all torms of schizophrenia. The odds of a person developing
schizophrenia are associated with the closeness of the 1'eIatiEmship to an affected relative. As
such whereas the prevalence of schizophrenia in the general population is about 1%. the
prevalence for a non twin sibling of a schizophrenia patient is 8%_. tor a dizygotic twin of a
schizophrenia patient it is 12% while for a monozygotic ‘twin of a schizophrenia patient it

increases to 47%. (Sadock et al. 2007)
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Adoptive studies assesses how much  genetic  influences weigh against  environmental
-influences by examining rates of schizophrenia in adopted-away oflspring of schizophrenic and
of normal parents, Such studies show that between 10 per cent and 13 per cent developed
schizophrenia while none of the adopted offspring of normal parents developed schizophrenia.

(Buckley et al. 2005y,
Neurochemistry

Dopamine hypothesis postulates that dopamine over activity in mesolimbic pathways is
responsible for the development of schizophrenia. Evidence in support of this hypothesis
includes the ability of Amphetamine to induce a schizophrenia-like psychosis (Amphetamine
increases dopamine rcleaé;e m the brain). Secondly, Antipsychotics block Dopamine receptors
This correlates with the clinical ettectiveness of Antipsychotics. Furthermore. post-mortem
studics show increased dopamine and dopamine receptors in caudate nucleus and nucleus
accumbens of patients with schizophrenia. Apart from Dopamine. Serotonin Nor adrenaling.

Gama amine butyric acid (GABA) have been implicated in the etiology of schizophrenia.

Nearopathology

There is a decrease in hrain weight of patients with schizophrenia compared with normal
suhjects. There is also a reduction in anterior posterior length of patients with schizophrenia
compared with normal subjects. This probably supports a view that schizophrenia is a

neurodegencrative disease,

b

Neuroimaging

Computerized Tomography (CT) studics show non-specific ventricular enlargement and cortical
sulcal prominence in subjects with schizophrenia. Similarly, Positron Emission Tomography and
Magnetic Resonance Imaging studies show that frontal and temporal lobes are major sites for
abnormalities in patients with schizophrenia. Recent proof favors generalized cortical tissue loss
and functional disconnectivity in the brains of patients with schizophrenia. Mathalon et al..
2001(Mathalon et al. 2001) found that patients with chronic schizophrenia exhibited accelerated
frontotemporil cortical gray matter decline and cortical sulcal and lateral ventricular expansion

This suggests that there may be progressive tissue loss in patients with active schizophrenie
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diness. Structural brain anomalies oceur in patients with schizophrenia. Even though  these
anomalics are shghe yet they reproducible  Shenton et al.. 2001 (Shentoi et al. 2001) in a
review of MRI findings in schizophrenia  from 193 peer reviewed MRI studies  found
ventricular enlargement (80% of studies reviewed) and third ventricle enlargement (73% of
studies reviewed). There is'also preferential involvement of medial temporal lobe structures
(74% of studies reviewed), which include the amy gdala. hippocampus. and parahippocampal
gyrus. and neocortical temporal lobe regions (superior temporal gyrus) (100% of studies
reviewed). When gray and white malter of superior temporal gyrus was combined. 67% of
studies reported abnormalities. Family members with high risk of developing schizophrenia also

show similar but more subtle brain changes (1.awrie et al. 2002) .
Life Events

There 15 a strong relationship between the vulnerability in a person and the ability of stressors to

cither induce or aggravate the symptoms of schizophrenia. This is kiown as the Vulnerability-

stress models of schizophrenia,
Family Dynamics

There is a possible aetiological role of family relational style and development of schizophrenia.
Adoptees at high genetic risk are signiticantly more sensitive to adverse {compared to healthy)

rearing patterns in adoptive families than are adoptees at low genetic risk (Tienari et al. 2004).
Developmental Theories
Studies suggest that developmental factors play a role in the etiology of schizophrenia. The

season of birth appears 1o be correlated with the risk of developing schizophrenia. The risk of

developing schizophrenia is greatest for individuals born in late winter and early spring.

2.2.4 Clinical Features of Schizophrenia

There are no pathognomonic signs of schizophrenia .However, certain symptoms could suggesl
schizophrenia. Schneider’s First-rank symptoms (FRS). in the absence of organic illness. signify
schizophrenia. These include

I, Auvdible thoughts. u
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2

Third person haliucinations,

W]

Hallucinations in the forn1 of g commentary, .

Somatic Passivity experiences.

Lh J_.

Thought withdrawal or nsertion,
6. Thought broadcasting.

7. Feelings ar actions experienced as under the control of an external torce.,

8. Delusiongl perception,

Second-rank Symptoms have Jess diagnostic significance they include other disorders of

perception.  sudden delusional ideas. perplexity.  depressiy e and - euphoric changes efc.

Schneider's FRS have been very influential, but haye imitations first Specificity - oceyr in other

“functiona psychoses™  about 2g per cent in psyehotic depression and 40 Per cent in acute

mania. Secondly aboyt 20 per cent of chronic schizophrenics pever showed FRS.
2.2.5 Diagnosis of Schizophreniy

The International Classification of Diseases, 10th edition (CD 10 criteria from the World

Health Organization) for diagnosis of includes

A minimum of one very clear symptom (und usually two if legy clear-cut) from groups (a)-(dj

below. o SYAptoms from two of the groups (e)- (h). which haye been present for most of the

time during 4 petiod of one manth or nmore:

{3 Thought echo. insertion, withdrawal. and hroadcasting.

(0} Delusions of control, influence., passivity: delusional perception.

(c) Hullucinatory voices of running commentary. third-person discussion, o

other types of
voices coming from some part of the body.,

(d) Persistent delusions of other kinds thar are culturally inappropriate  and completely

Impossible.

(e) Persistent hallucinations in any modality: dailv for weeks/months, or accompanted by half-
formed nonaftective delusions. or with persistent oy ervalued idegs.

15
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(F) Breaks in thought fluency. i.e. incoherence. irreles ant speech, neologisms.

() Catatonic behaviour: excitement. STUpor. mutism, posturing. waxy fexibility. negativism.
{hy Negative symiptoms: apathy. paucity of speech. blunted emotions. social withdrawal: not due
to depression or neuroleptic medication

(Y A significant and consistent change in the oycrall quality of some aspects of personal

behaviour (loss of interest. social withdrawal. aimlessness)

2.2.6 Treatment of Schizophrenia
Antipsychoties are the mainstay of the treatment of schizophrenia however _ psychosocial
inferventions psychotherapy enhance (he clinjeal improvement(Sadock et al. 2007y,

Antipsychotics medications reduce the psychotic syniptoms of schizophrenia and usually allow

the patient to function more effectively and appropriately.  Flowever they do not cure

schizophrenia or ensure that there wil] be no further psyehotic episodes, The large majority of

people with schizophrenia show substantial improvement when treated with antipsychotic dry

LT
gas.

Antipsychotic Medications

Antipsychotic medication can be classified broadly into two groups as the conventional (tvpicaly
antipsychotics such as haloperidol. ehlorpromazine. thioridazine and the newer atvpical (second-
generation} antipsyehotics: such as clozupine. risperidone, olanzapine. quetiapine. ziprasidone.
aripiprazole. sertindole. zotepine.

Electroconvulsive Therapy (ECT)

Electroconvulsive therapy may be helpful in catatonic states (Fharyan and Adams 2003). The

Symptoms may improve with the addition of an antidepressant medication.
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Psychosocial Treatments

Psvchosocial treatments aim fo maximize abilitjes and mintmize disabilities(Bustillo et al. 2001 ).
Components  include cognitive  retraining.  crisis management.  education,  vocational

rehabilitation. family therapy. group therapy. social skills training.

Psychotherapy

In the treatment of schizophrenia -psychotherapy is supportive, practical, problem-oriented. and
ncourages  compliance (Spaulding and Nolting  2006). Cognitive—behaviora] therapy s

advocated for persistent delusions.

Rehabifitation

Rehabilitation plan in ratients being manaved for schizophrenia may  include vocational
! I g & | ]

counseling. job training, problem-solving and money management skills, and social skills

training.

2.3 COMPARISON OF ATPD AND SCHIZOPHRENIA

The ATPDs generally have good outcomes (Muarneros et al. 2003; Singh et al. 2004; Pillmann
and Marneros 2003), They are also recognized in both The International Statistical Classilication

of Diseases and Related Health Problems 10th Revision 10D-10 (World Health Organization.

1992) and Yhe Diagnostic and Statistical Manual of Mental Disorders. Fourth Edition (DSM-1V)
(American Psychiatric Association. F994) as distinet {rom schizophrenia and atfective psychoses

such as mania or depression with psychotic features.

Unlike Schizophrenia. ATPD s relatively under researched. There is therefore a dearth of

information on the disorder especialiy in the developing countries where it has been shown 1o be

“relatively common (Marneros et al. 2003; Shaliout et al. 2007). The results from available

studies on ATPD show that it is an infrequent diagnosis in psychiatric facilities (Marneros et al.
2000; Pillmann et al. 2001: Marneros et al. 2003). For example. the study by Pillmann et al
among inpatients at a psyvchiatric facility found that any 4.1% of patients treated for psychotic

disorders or g major aftective disorder had ATPD. Schizophrenia js relatively common
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psychotic disorder having a lifetime prevalence of about 1% (Perala et al. 2007) | its prevalence
s the same in men and women. Prevalence in migrants is usuatly significantly higher than to
native-born individuals, and estimates trom less dey eloped countries are also significantly lower
than these fronm both "emerging” and “developed” countries (Saha et al. 2005). ATPL however
15 not as common as Schizophrenia and it has a lifetime prevalence of 0.05% (Perala et al. 2007).
ATPD is also relatively more common in the developing world. The incidence of ATPD i the
developing-country setting was found to be about 10-fold the incidence in the industrialized-
countries (Susser and Wanderling 1994). ATPD  unlike Schizophrenia has a  female
preponderance (Susser and Wanderling 1994; Marneros ot al. 2000 Pillmann et al. 2001;
Pillmann et al. 2002; Marneros et al, 2003: Marneros 2006}, [n an inpatient study ot consecutive
patients fullilling criteria for ATPD in Halle. Germany. 81% of the patients werce reported to be
females. This is at variunce with a study in. Qatar (3 developing country) by Shaltout et al which
tound no signilicant ditference in the frequency of ATPD betwecn males and females(Shaltout
etal. 200073,

Many studies trom high income countries have found patient outcome of ATPD to be better than
those of patients with Schizophrenia. (Susser ¢t al. 1993: Malhotra 2003; Marneros et al. 2003:
Singh et al. 2004: Shaltout et al. 2007).The few reports from low income countries have found

similar results (Guinness 1992: Okasha et al. 1993).

Pattents with ATPD are more likely 10 have a tamily history of ATPD rather than a family

history of Schizophrenia (Das ¢t al. 1999 Malhota 2003) . This probably further substuntiates
the beliel that it is a distinet {rom schizophrenia. At onset ATPDs have a short prodrome
compared to schizophrenia (Marneros et al. 2000: Marneros et al. 2002) and the average
duration of the iliness of ATPD is typically shorter ranging from two to four months (Mojtabai
et al. 2000). Most cases of ATPD oceur in early adulthood (16-29) years. The study in Qatar
reported that no case of ATPD occurred among the 174 in patients treated in a hospital over a

seven vear period{Shaltout et al. 2007).

Patents with ATPD usually have a bette premorbid functioning compared to patients with'
Schizophrenia (Pillmann et al. 2002: Jager et al. 2003: Marncros et al. 2003; Marneros 2006).
Patients with Schizophrenia often have an impaired functioning prior to the onset of the first

episode Strous et al. 2004 )1t is more common for patients with  ATPD 1o have a negative life
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evelil ot stressors preceding an episode of illness. than patients with schizophrenia (Marneros et
al. 2002: Malhotea 2003; Marneros et al. 2003). These reported stressors are variable and may
range from marital problems. to being a foreigner (Lau et al. 2009).Even though both ATPD and
Schizophrenia have many features in common there are differences tn psychopathology. The
* delusions that patients with Schizophrenia exhibit are largely stable: however. the delusions in
ATPD are characterized by rapidly changing topics. ATPD also tends to have a higher
prevalence of anxiety and presents more olten with marked affective disturbances within an

episode compared with Schizophrenia (Marneros et al. 2000: Marneros et al, 2005y,
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CHAPTER THREL
MLETHODOLOGY
LISTUDY SETTING

The study area was the Psychiatry Unit of the University College Hospital (UCH). Ibadan. UCH
isan 812 bed teaching hospital located in Thadan. South-West Nigeria. The estimated population
of South West Nigeria is about 28 million (National Population Commission Nigeria 2006). The
hospital receives referrals specifically from health Lacilities in the South West geopolitical zone
of Nigeria and frequently from all geopolitical zones of the country , The hospital also provides
tertiary and guaternary health care services for the country. The Department of Psychiatry is one
of the myjor specialties in the hospital. 1t has seven sub-specialties and runs three adult clinics
weekly and a 24-hour emergency service. The in-patient facility in the department has two wards
operated as a male and female ward and equipped with 64 beds. equally distributed between the
two wards. The department has 9 consultants, 17 resident doctors and 32 nurses that run the
activities. The Records section of the department is located in the male ward and is manned by
five trained records ollicers who run a 24 hour shift. The Section of Medical Records in the
Department of Psychiatry classifies all the psychiatry cases based on [CD-10 diagnoses. Data of
all the patients who were admitted in the ward or seen in the outpatient clinics of the department
during this period were collected. Only case records reviewed by a consultant psyehiatrist were

meluded in the study.

3

[ g

STUDY DESIGN

This was 2 comparative study. It was also a case series in which a review of case notes of
patients with a first episode of Schizophrenia and ATPD was carried out. All consecutive
patients during this period that met the ICD-10 criteria for ATPD and Schizophrenia were

recruited into the study.
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33 STUDY POPULATION

The study population consisted of new male and female adult patients aged between 18 years und
65 years seen during the period from 1° of Tanuary 2006 1o 31st December 2010. Total sampling

was done for all cases that met the criteria for ATPD and Schizophreaia during this period.

34 INCLUSION CRITERIA

1. 1CD 10 criteria for ATPD or Schizophrenia (Criteria in Scetions 2.1 S.and 2.5

respectively}
2. Patients in first ever episode of psychotic illpess,
3. Patients that have not been treared with antipsychotics.
3.5 EXCLUSION CRITERIA
Lo Al cases with incomplete records or missing key variables.

30 SAMPLE SIZE DETERMINATION
the sample size was calculated 1o ensure that the number of cuse records reviewed was adequate
o make valid inferences. The formula used was:
N2 ZpY (1 - 7(1-7m3))
5

W here
N is the minimum sample size to be studied in cach aroup.
2, is the standard normal deviate corresponding to o type 1 CITLII" rate (2 sided level of
significance of 5% = 1.96)
Lz Is the standard normal deviate corresponding to a one sided beta error of 5% (96% power)

Fo43

s

1= proportion of females in schizophrenia=30% (Saha et al. 2005)

1= Proportion of females in ATPD=78.6% (Marneros et al. 2003)
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Caleulation:

Z. 196 - ) )
Zop (2196 power) - 1643

bl % = 05

T ' 78.6% = (.7860

3 1.286

2+ Zoy L96+1.645 - 3603

(2ot Zop) = 3.605° 12.995

N 207 (=) + (1-72))
02
n 713.00(0.5(1-0.51 -i-O,?9(1-0.771
0.29°
662

To udjust for non-response.

Nis) !

I-i
U estimated non- response rate = 109 or 0. |

at 10% - 66 x 1.0

1.9,

Hence minimum sample size was =73,

3.7 DATA COLLECTION

Sociodcmographic and clinical data were extracted from the case noges of patients using a cuse

tecord form. The ¢ase record form collected data On age at first episode. sex. marital status at

Presentation.  employment status.  family history, psychepathology  a presentation.

Sociodemographic data were extracied by two research assistants after t]

ree weeks of training by -
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the Principal Investigator. The clinical data were extracted by the investigator. Daty was

collected over a peried of 10 weeks [rom February 1 to April 14, 2012,

I8 DATA MANAGEMENT AND ANALYSIS

Data cleaning and coding was done daily by the investigator, Data entry and analvsis was done

using the Statistical Package for the Social sciences (SPSS) version 16.0.

Deseriptive statistics such as means and standard deviations were used to summarize quantitative
variables such as age at onset, while frequencies and proportions were used for qualitative
variables. Chi-Square test and Studeni-t test were used to test for significance between
qualitative variables and differences between means respectively. Logistic regression was used to

identity independent factors associated with schizophrenia and ATPD.

23

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER FOUR

- RESULTS

Between st of Jannary 2006 and 31st of December 207 I. 2604 new patients aged between 1%

and 65 years were seen at the Clinic. There were 706 subjects with schizophrenia and 7%

subjects with ATPD representing 27.2% and 8.0% of ull the Cases seen respectively. Subjects
' | ¢ P ¥ d]

who hud received some treatment or who were not {ipst episode cases were excluded. For the

patients with schizophrenia, 233 patients were

hot first episode patients while 230 patients of the

remainder although were fipst episode, had been treated at other mental healil facilities before

pPresentation at the UCH. Ag such. 463 subjects were excluded from the schizophrenia group

(Appendix 1). For the subjects with ATPD. of the 208 new patients. 54 were not first episode.

while 30 though first episode patients had received prior treatment: as such these 84 patients

were excluded. Following the exclusion, 243 subjects with Schizophrenia and 124 subjects with

ATPD were recruited mto the study. This represented 9.3% and 4.8% of the number of pew,

patients that were seen at the department respectively e, propoitional morbidity rate tor

schizophrenia and ATPI) respectively.

4.1 SO(C TO-DEMOGRAPHIC CHARACTERISTICS,

Table 1 describes the soclodemographic characteristics of the subjects with ATPD and

Schizophrenia respectively. Over 70% of all the ¢

ases seen in both ATPD the Schizophrenia

group were between the ages of 15 and 34 years. There were abouyt equal proportion of males and

females in borh groups (P=0.91). Majority (72.6%]) of the subjects with ATPD ha the first

episude of ATPD between the ages of 20 angd 39 years. Likewise, majority (79.5%) of the

subjects with schizophrenia had the first episode of ilness at the age of 20-39years. "4

significantly higher proportion of subjects who had ATPD (46.8%)

presented below the age of

25 vears compared (o those that had schizophrenia (30.0%) (P<0.01). There was 3 signiticant

association betweenp accupation and diagnoses (P<0.01). A significantly higher proportion of

subjects with schizophrenia (16.9%) were unemployed compared to patients with ATPD (4.2%)
(P<0.01) There was alsa a stgnificant association between marital status and diagnosis (P<0.0] ).
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Subjects with Schizophrenia had o signiticantly higher proportion of subjects who were
divoreed. widowed Or separated (11,99 compared to subjects with ATPD {3.2%) (P<0.01). In
both groups ahoyt 60% of the subjects were single, Majority of the patients wiih Schizophrenia
(31.1%) had at Jeast tectiary educ

ation while most of th_e ATPD (5

EIOUps over 75% of the subjects we

8.1%) group had at most g
seeondary education, In both

re Christians (P=0.73).
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Table 1 Comparison of the soctodemographic characteristics of subjects with untreated
first ¢pisode of ATPD and Schizophrenia scen at the Universin College Tospital 1badan

between danuary 20006 to December 2010.

Variable Dependent Variable X* P- value
% within diagnosis)
ATPD SCHIZOPHRENIA
n (%) i (%)

_421 HE BFEsentation
(Y eurs)

20 9 (7.5 (4.5 153.94 “0.01*
20-29 71 {57.3) 16 (47.7)
3-39 19(15.3) 8+132.9)
40-44 20016.1% 26 (10.7)
-5 SO{40) 10 1)
Gender
Male O1(50.8) 125 (51.4) 0.01 09|
Female 63 (33.8) F18 148.6)
Oceupation
Skalled 35(29.70) 31(25.40 1641 <0.01*
Sentishilled ) 22(18.60) SH25.00)
UnsKitled F2010.20) F2{6.0M0)
Unemployed 504209 3416.90)
Student +4(37.30) 53026.40)
Levet of Fdueation
Nu Formal Edycution 5 (4.00) 6(2.60) 50 =012
Primary LF(13.70 28(11.90;
Secondar 55044 40y B1{34.50)
Tertan 47(37.90} 2005110
Murital Status
Single 73 {58.90 150(61.70) 067 <0.01*
Marrjed 46(37.90) 64(20.30) ’
Divorced” Widowed: s (3.0 29(11.90)
Separated
Religion
Christianity 94075803 I85(77.74) 0.2 0.73
Islam 30(24.20) 3H22.60) .
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lable 2 shows the comparison of means. ‘The mean age at presentation for the ATPD and -
Schicopbrenia groups were 29.5 (8. 9.6) and 30.8 (5.1 8.8) respectively (P =0.2). There was no
significant difference in the age al onset between ATPD and schizophrenia in males
29.61(5.12.9.46) vi. SL7M906) (P=0.14) and  also i females 29.538(SD.9.79) s,
26.96(S.1.7.57) (P =0.06). The mean ave of onset of the subjects with jﬁ.TPD was 295 (SD 9.6)

years while for the schizophreniy subjects it was 29.3(S.D 8.7) (P=0.20).
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Table 2 Comparison of means between subjects with untreated first episode of ATPD and
first episode of Schizophrenia scen af the University College Hospital [hadan between

January 2006 to December 20110,

“VARIABLESI Years) ATPD .SCHIZOPHRENIA T-TEST P-VALUE
Mean(S.D.)  Mean (S.D.)
Age al ﬁljésentati_oﬂ - __29'_36_{9.&})_ -3_(1‘9(5!%_ -1.29 0.20
Age at onset (AH) 29.50(9.60)  29.3(8.70) 0.2] (.20
Age at onsel (Male) 29.61(9.40)  31.75(9.16) -1.47 0.14
Age at onset (Female) 2938(9.79)  26.96(7.57) 1.87 0.06
Numbers of years of education TES0440) 0 12.0¢4.80) o -1.04 -0.53
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4.2 CLINICAL CHARACTERISTICS

Thirty one subjects (2—?.2‘3-’0) of the patients with ATPD had a relative with 4 Fanmily history of
mental iltess, while in the subjects with schizophrenia. a similar proportion (25.2%) had a
lamily history of mental illness (P=0.71). In both groups a majority (64.5% -and 82.5%
respectively ) of those that had a famuly history of mental illness were first degree

relatives(p-0.10).

tahle 3 shows the distribution of positive psychotic symptoms in both groups. In-both groups the
nuijority had delusions and conceptual disorganization as part of the presenting symptom. A
significantly higher proportion ol subjects with schizophrenia had excitement ! 7.7%) as part of
the presenting symptom compared to subjects with ATPD {1.2%)(P<0.01).Grandiosity was
present in 121 4 of the subjects with schizophrenia compared 0 6.6 % of the subjects with
ATPD. Suspiciousness was three times more common in the patients with schizophrenia (20.2%)

compared to the patients with ATPD (6.5%) {(P<0.01).
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Table 3 Comparison of Positive Psychotic Symptoms between subjects with untreated first

episode of ATPD and Schizophrenia seen

between January 2006 to December 2010,

at the University College Hospital Ihadun

44 (35.50)

30

3 (38.30)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Positive Psychotic ATPD n(%)  SCHIZOPHRENIA X’ P value
Symptoms n (%)

Delusions 77 (62.10) 156 (64.20) 0.16  0.69
Conceptual 82 166,110 P2 (38.40) 2.04 0,15
Disorganization .
Hallucinatory Behavior 61 (49.20) 124 (51.00) 0.11 .74
[ xeitement 22417.70) 3¢1.20) 3524 ~U0TF
Grandiosity 15 (12.10) 1o (6.60) 3.23 0.07
SuspIciousness 8 {0.50) 49 (20.20y 11.77 <(.01*
Hostlity 0.27

0.60



lable 4 shows the comparison of negative psychotic symptoms between bothh groups. A

sienificantly hicher proportion of” subjects with schizophrenia 18.5% (43) had blunted affect

compared 1o +.0% (3) of subjects with ATPD. This association was signiticant (<0.01). A
" signilicantly higher proportion of subjects with schizophrenia 26.3 % { 64 had passive social

withdrawal compared to subjects with ATPD 3.2% (4).
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Table 4 Comparison of Negative Psychotic Symptoms between subjeets with untreated first

episade of ATPD and Schizophrenia seen at the University College Hospital Thadan

hetw ecen January 2006 to December 2010

Negative Psvchotic ATPD

Symptoms n {%o)

Blunted Atlect 5(4.0)
Emotional withdrawal 1{0.%)
Pussive social withdrawal J(3.2)
Lack ot spontaneity L (0.8

Stereotvped thinking 20100

SCHIZOPHRENIA
ni%el

45(18.5)

2et10.h

64 (26.3)

9(3.7)

6(2.5)

32

il
X-

14.64
i 1.80

20052

2h

.28
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P value

<(.01%
0.01%
<0.01*
011
i).60}



35.5% (44 with symploms, ol

iahle 3 shows that patients with A IPD presented more commonly
anviety compared to patients with schizophrenia 22.0% (35}, This difference was significant

(P 0.01). Also patients with schizophrenia presented more commonly (20.2%) with disturbance

ol volition than patients with ATPD (8.1 %) (P20.01).
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Tabie 8 Comparison of General  Symptoms between subjects with untreated first episode
of ATPD and Schizophrenia seen at the University College Hospital Ihadan between

January 2000 to December 2010

ATPD %)

General symp{oms SCHIZOPHRENIA X P value
(%o}

Somatic coneern 12(9.7) 19(7.8) 037 055
ANzey 44(33.5) 35(22.0) 6.88 00n1*

| ension 19 15.3) 2201 3.25 0.07
Depression 118.9Y 3128 1.22 027
Unguoperativeness 18 14.9) F707.0) 538 0027
Ulnusual thought content 97.3) 3128 10,90 011
IHsornentation 1310.2) 49020, 548 0.19
Poor attention 00161 79 (21.5) 7.94 0.01*
L ack of judgment and insight TO63.7} 171 (70.4) .68 0.2
Disturbance of volition 10(8.1) 49{20.2) 891 <0.0t*
Poor Impulse control 42 (33.9) [ 13(46.5) 5.37 020
Prevccupation 23(18.5) 80329 §.40 <04 *
Active social avoidance 3{2.4) 7(2.9) 0.66 .79
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A3 FACTORS THAT INDEPENDENTLY PREDICT SCHIZOPHRENTA

Lable six shows the factors that are independently predictive of schizopbrenia tollowing logistic
regression, Subjects above 25 years are about three times more likely to have schizophrenia
compared to those below the age of 25 This was statistically signiticant (P=0.02). ‘There was a
significant relationship between oceupational status and schizophrenia. Subjects who  had
semishilled occupation were twice likely to have schizophrenia thin w those who were engaged
in u skilled occupation. Subjects who were unemployed were [our times more likely to have
schizophrenia than to those who had skilled employment (P=0.04). With regards to the
ssmptomatology of schizophremia, subjects with suspiciousness. emotional withdrawal. and
preoccupation were more likely to be schizophrenics than those who were not. Also, subjects
who had excttement poor attention were less likely to be schizophrenies than those who were

nol.
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Table 6: LFactors that were predictive of Schizophrenia after logistic regression.

Avseal presentation

Belnw 25(REF)
Above 25
Uccupation
Shilledi REF)
Ssemishilled
Unshifled
Unemplosed
Student
Mearital Status
Stngle(REFY
Maried

Favilement
Suspiciousness

Bhunted

Anvien
Lncoaperativeness

Poor aitention

Prevccupation

Odds ratio 93%% CI ol (4lds Ratio
1.0
246 118 515
1.0
2352 .02 5.27
093 0.29 3.1
3.60 .05 12.26
0.85 0.33 217
L0
0.58 0.27 1.1y
Divorced widowed/'separated 236 U.64 8.67
Symptoms ot sehizophrenia
G.u7 NN .34
3.29 1.29 847
5.00 1.60 1361
Fmotienal sithdrass al 3483 f.ud 795,62
Passive social withdrawal 13,04 4.08 338
(.60 0.31 .12
0.42 0.13 117
0.48 0.27 088
Disturbance of Volition 1.0l 0.37 2.73
204 P02 4.10
36
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P-Value

0.02%

0.04%
(194
.04
0.73

013

0.20

<DOL*
(AU
0.07
n.o2*
IR
0.11
0.0
Bu2*

(+.99

0.04%



44 FACTORS THAT INDEPENDENTLY PREDICT ATPD.

[able seven shows the tactors tiwt are independently predictive of ATPD following logistic
regression. Subjects above 23 vears are about three times less likely to have ATPD compared to
those below the uge of 25 This was statistically significant (P-0.02). There was a significant
relationship between occupational status and ATPD. Subjeets who had semiskilled occupation
were twice dess Jikely to have ATPD compared (v those who were engaged in o skilled
oceupation. Subjects who were unemployed were four times less likely 0 have ATPD than o
those who had skilled employment. With regards o the symptomatology. subjects with
excitement. and poor attention more likely to have A TPD than those who did not have such
symptoms. Similarly subjects who were suspicious. had blunted altect. passive social withdrawal

or who had preoccupation were less Tikely to have a diagnosis of ATPID than those who did not

hine such ssmptoms.
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Fabie 7: Factors that were predictive of A'TPD using logistic regression,

Variable Orebels Ratio 93.0%y C.1 Tor Odds Ratio P- Vitlue

Age at presentation

Below 25 1 .40
Abiove 23 406 (.19 (.85 0.02*
Oceupation
Shalled tREF) 1.0 .
Senrshilled 43 9 0.0} 0.04%*
Uisboidled |03 032 3.48 093
Linemployed (.28 (108 (v 93 H04*
Student 118 N6 3.03 .73
Marital status
Sinule (REF) ‘ 1.040
Married 1.76 084 3.69 0.13
Divorced widow ed/separated 0.42 012 155 020
Symptoms ol ATPD
Lacitement 1530 29| 80,10 <N.0}*
Suspiciousness 030 01 078 0.01%
Blunted allect i+.24) 0.00 062 {0
Eanotional withdrawal 0.03 0.02 053 0.02%
Passive social withdrawal 007 002 003 <(.{}]*
Anniety 70 0.90 3.0 o
Llscooperativeness 118 084 6.50 0.10
Poor attention 207 .14 3.75 .02
Disturbanee of Volition _| 00, 0237 268 1 .00
Precccupation 040 024 ) 0 9% 0.01%
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CHAPTER FIVE
DISCUSSION

31 SOCIODEMOGRAPHICS

This sample of untreated first episode ATPD and Schizophrenia represents the clinical patient
population of patients with A TP and Schizophrenia respectively in UCH respectively. It
teluded ul] consceutively diagnosed cases of untreated first episode of ATPI and Schizophrenia
seen during a five vear period in a Nigerian teaching hospital. About 3%, ot all new patients that
wete seen at the department had ATPD. This is in sharp contrast to findings from Europe and
Notth America where ATPD has been shown (o be 4 rare occurrence (Marneros ct al, 2003
Marneros et al. 2003; Sadock et al. 20071, About 10% of al] the new CAses SeCn were untreated
first episode of schizophrenia while 27.2% of all the new cases were diagnosed as schizophrenia,
Healy et al (2012) that found 64%, of subjects admitted in North Wales wore schizophrenia or
schizoatiective disorder. Although the study (Healy et al. 2012) focused on admitted patients and
included schizoaltective clibnrde.rs. The figures reiterate the enormous burden of schizephrenia

on the society and especially in a low cconomy country like Nigeria,

Over 70% of the subjects in both groups had the first episode of illness between the aves of 20
and 39 vears This age at onset in the ATPD subjects was similar to the commonest age range of
presentation of 16-29 years by Shaltout el al (2007) in a Qatar a developing country like Nigeria.
Similarly the modal age range of ¢nset in the schizophrenia group was within the peak ape onset
of 13 to 35 vears commonly reported (Sadock and Sadock 2007). In line with previous studics
that found no significant differences between ATPD and Schizophrenia with regurds to the age .
of onset (Pillmann et al. 2002 Marneros et al. 2003: Marneros et al. 2005) this study also found
no sumntlicant difference  in the age of onset between patients with ATPD and patients with
Schizophrema . The mean age of onsel of the subjects with ATPD was 295 vears while for the
schizophrenia subjects it was 293 years. However, compared to the resuli in this study the
authers of both studies (both conducted in Furope) tound a higher mean age of onset of 35.8
years and 35 3years for ATPD and Schizophrenia respectively. Nevertheless the same trend of g
shightly higher gge of onset of ATPD above Schizophrenia was observed in our study. As such

Ase at onset did not differentiate between ATPD and schizophrenia. The public health

39
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implications of the lower age of onset of both schizophreniy and ATPD compured to thy in
Lurope are g high prevalence of psy chotic disorders on the society since schizophrenia is g
chronic disorder. The implication of this is increased demand and uttlization of mental health
tactlities, incrensed mental health needs by the populace with o consequent increased spending of

SCirce resources on menta) health.

Uinlike the age of onset. the age at presentation ip this study discriminated between ATPD and
Schizophrenia. With fespect to a first episode of tlness, ATPD was significantly more likely (o
present below the wye of 25 Yedrs compared to Schizophrenia, This finding is in Keeping with
the epidemiology of schizophrenia with an dverage age of onset of 15-35 years{Sadock ¢t al.
2007), Followig the desegregation of age ol onset by sex. nejther ATPD nor schizophrenia
showed o differentiation in age of onset by sex. This is ar variance with reparts of o higher age of

vt of sehizophrenia in lentales,

Contrary (0 previous studies that found marked female preponderance B ATPD (Susser and
Wanderling 1994- Marneros et al. 2000: Pillmann et al. 2002 Marneros et al. 2003). This study
lfound an equal eender representation in both groups. The tinding of an equal Frequeney of ATPD
between mules und females is however in keeping with 1he reports by Shalwut et g 12007) in g
study carried out in Qatar. A common factor toall the studies that found 4 preponderance of
females in ATPD is thy they were all conducted iy Europe or in the United States, This finding
adds weicht 1o the tindings of cross-cultural difierences in the incidence of ATPDs {Sartorius et
al. TY78: Susser and Wanderling 1994). | may also sugyest thay epidemiology of ATPD may
difter with geographic sites. Whether this i tue needs Turther exploration: However it has been
shown that comparable to the relationship betvwecn latitude and the mcidence of certain disorders
stueh 6 pe 1 dichetes (Holick 2004) there is g significant positive associution between latiiude and
the incidence of ¢ermain psychotic disorders (Saha et al. 2006). Schizophrenia however. unlike

ATPD does not show, gender difterentiation with regards o incidence (Leung and Chye 2000},

A comparison of the occupatlional status between ATPD g schizophrenia revealed some minor
differences. A sienificantly higher proportion of subjects with schizophrenia( 16,99} were
- unemiployed at the time ot Presentation compared 1o ATPD { 4.29%).This trend was also found

among subjects at follow up in a study by Pillmann et 4 (2002) (Pilimann ot al. 2002) No

- significant ditferences were observed with regards to educational level. This result confirms the
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lindings from earljer investigations by Marneros cf al {2003) and Pilimann et 2 {2002} that
educational level did nar distinguish between schizophrenia and ATPD. Witk regards to
employ ment and education .Guinness (1992) found an bver-representation of education and paid
cployment in the ATPDs compared with schizophrenia (Guinuess 1992y keeping \_\'itl{ the
tidings by Guinness. subjects with ATPD in the current study had a higher proportion of

subjects in employment compared to subjects with schicophrenia.

Patients with schizophrenia have lower rates of marriage {Watt and Szulecka 1979) In this study

suhjects with schizophrenia were /more likely 1o be single. while ATPD subjects were more
likely o be married. This is however at variance with the study by Pillman el 2] (2002) that
showed  that being married did not differ significantly between  the ATPD group and
schizophrenia group. A bivariate analysis in the current study showed that compared to ATPD).
subjects with schizophrenia were stgnificantly more likely to be divorced. widowed or separated.
this could be due o the fact tha patients with schizophrenia has e poor social skills and are less
likely to e in or maintain a heterosexual relationship( Watt and Szulecka 1979, Separation and
divoree could also be g consequenice of the illness whep partners cannot cope with the stress

associated with being married to spouscs with mental illness.

A comparison of the psychotic features between both groups revealed that delusions and
haliucinations were frequent in both groups. This is expected hecause botl symptoms define a
psyehotic disorder. It was also not surprising that there were no stgnificant differences in both
groups with regards to the proportion that presented  with hallucinations and delusions.
'xertement was significantly more common among subjects with ATPD this included features
such  as  agitation. pressured  speech.  excessive  arousal and hprI;aCti\‘;iI)’ Similarly
SUSPICIOUSNESS was signtticantly more common in schizophrenia compared to ATPD (20.29% v,
6.5%). Features classified here mcluded  distrustfulness, petsecutory ideas. hypervigilance.
delusions of persecution. Both Excitement and Suspiciousne% constituted some of the most
important differcnces regarding the phenomenolow ot ATPD and Schizophrenia in this study.
Expectedly | and in keeping with previous studies, nc“an\ee psychotic symptoms such as b]unted

affect _emotional withdrawal -passive social withdrawal were stgnificantly maore common in
Schizophrenia This corroborates the findings by Jager et al (2003). This feature 1elterates tl

importance of negative psvchotic Symptoms in the diagnosis of schizophrenia in ho"th the ICD-10

' -
e
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Neyatjye Syptoms of schizophrenia (Americay Psvehiatrie Association 2000

' The tactors thyg Were predictiye of ATPp included eXcitement gn Poor attentjop Subj

and DSh-jy wWhere (fie Presence of negatiye S¥mplons g Righly Sugy

(World Healthy Oi‘ganization 1693. American Psychiatric Associdtion 2000)

estive of schizophreniy

A Comparison of genepy] (non psychotic) S¥Ympltoms between the tw ETOUPS reveyled some

diferenceg. Anxiety und uncoopcr&tivencss were signiticanti}/ More commonp the ATpp group

while pogp orientatiop, disturbance of volitig,. Preoccupatioy ere signiﬁcantiy More commop

In the Schizophrenia group, Simiiariy, a4 five yeony Prospectjve Study  ihat explored

psychopathologicai differences between A I'PD ang SChiZOphl‘cnia Marneros e al (2005)

concluded thy the mogt IMportant ditferenceg between ATPD ang schizophrenia Were a highe,

ﬁ‘cquency of rapidly changing delusiong) topic, 4 rapidly changing Mmood and anxiety in ATPD

Compared 1o Schizophrenis This Study Corroborates this finding ag well 1t g howeyer Importan;

W note thay difterencey mn psychopathoiog)’ 41T NOL sutiicjen 0 distingyig); between ATPD ag ap
€ntity apd schizophrcnia.

Logisijc fegression identitied certain fagtors 4 predictive of schizophi‘cnia. Symptoms such ag

CiMnotiong) \-vithdrawai. Passive soeigl withdrawg) are part of e SYmptom cfyg;

€r known as

). As such it was

expected thay such SYMptoms way g predict schizophrenia. Scully of 4 (2002) showed that the

dverage goe g Presentation of first episode of schizophrenis Was 31.4 yoarg This js in kecpihg

Wity the findings j;, this study thyg showed (hat age c"prcscmation above 25 Years wag predictive
of schizophi‘cnia. ICis wef] establisheq thay People with échizophrenia have markecﬂ_\[high rates

of Unemploymeny. There s 415, Svidence of a8s0ciations between high rates of uﬁé‘*fhpiuy’nictlt

and ereater s_\'mpromatolog_v (Ramsay et al, 2012}.§imiiariy. n this Study unemployed éub_iccts

BEre our fimes more fikely g e schizophrcnics than subjecty whp have skilled Occupation,

Whisman and Baueom showed tha; rciationship discord s associated with mental ilf heg)y),

Fm‘thcmmrc.ir Was shown 1hy, Married People haye better Mental ang pil_\'sicai_heaith than thej,

Non married Counterpartg (Whisman and Baucom 2012: Whisman el al, 2012y.1n this Current

Study., subjects whe Were Widoweq, divorceq. Separated  were twice more likely thap those who

here single have schizophrcnia. Conversci_v. being Married wag protective -againgt

schizophreniy -This however did not atrgjp Statistien] significance.

- had these SYmptomg Were more ikely o recelyve 4 diagnosis of ATPD Compar
) g P
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did not hase such symptoms. Excitement is an affective svmptom. This tinding is in I\cepmg

with reports by Marneros ct al (2000) that ATPD showed marked affective svmptoms compared

to schizophrenia,

dMental 1l health such as ATPD and schizopln.'enia has a significant impact on a range of
outcomes. This includes reduced educational accomplishment. greater vish of suicide.substance
misuse. antisocial behaviour. and early pregnancy. Individuals with mental illness also
experience increased levels of physical illness and reduced life expectancy. In economic terms.

psychotic disorders mateer signilicantly. At the national level. treatment expenses can be high

and the loss of labour due to its chronicity can make a substantial dent in a country’s productive

capacity. |

One strength of this study is that it has used a relatively large sample size for the ATPD group.
Previous studies used much smaller sample sizes for example in Germany. Pillmann et ab (2002)
used 26 patients. also in Germany, Pillman et al (2001) used 42 patients. in Denmark, Jorgensen
ctal (1996) used 51 patients, in India. Susser et al (1995) used 46 patients (Susser et al. 1995)
-As such this study has more power to detect a difference compared to the earlier mentioned
studies. Secondly. since ATPDs are common in the less developed countries the findings of this
study are more peneralizable in Atfrica compared to previous studies which were done in Europe

and America. Hence this is one of the frst studies on ATPD in Alrica.

The results of this study should be vonsidered in the context of its limitations. First. this was a
review of case noles as such missing information is not uncommon with such studies. However
for subjects who had lengthy  follow up at the clinics or who had more than one episade of
Hness and presented at our elinics, several sociodemographic data were obtained from the case
note at such follow up and latter episodes Consequently there were very few missing
sociodemouraphic data. Secondly. the diagnosis of ATPD and Sci‘lizopln‘en'ié were not made
with standardized diagnostic research instruments. These are structured and semi structured
interyiews bused on diagnostic criteria such as 1CD10 criteria for Schizophrenia. They help fo
standardize a subject cohort. An example is the Structured Clinical Interview far DS..\/I v

(SCID). However each case of ATPD or Schizophrenia recruited into the study was reviewed by
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Wy Specialisi firstly during the first episode ang Secondly
by the princip ases that did ney Meetthe eriteriy
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3.2 CONCLUSION

Fhis 1Tve year comparatise review of case notes of patients with a Jirst episode of schizophreniy
and those with a first episode of ATPD) revealed that 9.3% and 4.8% of (he New patients seen at
the department of psychiatry UCH were untreated first episo&[es of schizophrenia and ATPD
respectively. Over 70% of this new tntreated first episode cases were between the ages of 13 and

A vears. The mean 4g¢ al presentation for patients with Schizophrenia and ATPD were similar,

ATPD and Schizophrenia were alike 0 many wavs. Thig similarity included the age of onset.
gender distribution of (he disorder,  mean number of years of formal education. distribution
according to religion. presence of  the symptoms of delusions | hallucin_atory behaviour.
conceptual disorganization, grandiosity. hostility . somatic concerp Jension . depression active
soctal withdrawal and poor impulse control, Ditferences which may  be important ip
differentiating hetween the two include the observation that ATPD were more likely to present
below 23 vears compared to Schizoplhrenisz, excitement as a SYIIPlom was maore common i
ATPD. The presence of anxiety and uncooperativeness was more suggestive of ATPD than
schizophrenia, Suspiciousness was more common in Schizophrenia compared 10 ATPD. The
Presence of negative sYmptoms especially blunted affect. emotional withdrawal. passive social
withdrawal was significantly more vommen in schizophrenia, Poor orientation. disturbance of

volitton. and preaceupation were more common in schizophrenia than ATPD.
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33 RECOMMENDATIONS

Fhe following recommendations were made based on the results of this study

l Clinicians should bear in mind that compared to burope and America, in Nigerians,
ATPD has a slichtly differential pattern of risk of illness compared to schizophrenia. This
nchudes a lower mean age of ensel. an equal pattern of risk for A TP in women. These
differences should be taken into consideration when discussing prognosis of an acute

onset of a tirst episode of psychotic disorder with family members of a sufferer.

2 There is need for further cross-cubtural research on the ATPD in Africans . There is also
the need w replicate the findings of this study using a prospective approach.

.

A

Public heulth physicians need to sensitize the populace on the difterences in the signs and
symptoms between ATPD and schizophrenia. This is important in predicting the course.

devising long term treatment. promoting mental health and reducing stigma.

a6
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APPENDIX 1

A COMPARISON OF THE PROFILE OF PATIENTS WITH ACUTE AND TRANSIENT
PSYCHOTIC (ATPD) DISORDER AND SCHIZOPHRENIA AT THE UNIVERSITY
COLLEGE HOSPITAL l_BAl)AN (2006-2010).
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Flow chart showing patients recruitment procedure.

APPENDIX 2

Totabninber of |
patients that l
visited UCH for the |
first ime=2604

Schizophrenia=706

Other psychiatric
dizgnoses= 1690
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